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PREFACE

Mosr of the following miscellaneous papers have
appeared already in the Journals and in the ¢ Trans-
actions’ of the Clinical Society of London. Some of
these I have reproduced with few or no variations
from the original form; in other instances I have
more or less freely amended, erased, or enlarged the
the text without in any degree departing from the
general scope and substance of my meaning.

Although I have ventured to lay this book before
the profession at large, my main purpose is to leave it
as a legacy to the Middlesex Hospital—in memoriam.

&3, QUEEN ANNE STREET,
CAVERDISH SQUARE ;
October 1sf, 1880.
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LECTURE 1

ON A CASE OF ACUTE RHEUMATISM WITH HEAD SYMPTOMS AND HIGH
TEMPERATURE

Delivered May 3rd, 1872. Published in * British Medical Journal.’
August 3rd, 1872,

RICHARD L—, =t. 21, a pale, delicate, nervous-looking lad, was
admitted under my care March 16th, 1872. His father is living, but
not strong. His mother died of consumption, and his grandfather is
saidl to have had gout. The boy himself has always been in feeble
health. About ten years ago he had an attack of rheamatism, and
sinice that date he has suffered from shortness of breath on any unusual
exertion. About two years ago he had a severe cough, with slight
h@mcptysis. A week before admission he experienced pain, accom- -
panied by redness and swelling in the left foot.

On admission, pulse 108 ; temperature 101°.# No definite mnrmur or
rub over the pracordia—only a fechbleness and muflling of the heart-
sounds, along with the peculiar triple rhythm of pericarditis. Pain,
redness, and swelling in the hands and ankles. Ordered a mixture
containing in each dose fifteen minims of tincture of perchloride of
iron every four hours; nitre puultims to the affected joints, and five
gmins of compound soap pill in the night. From this date until March

Gth the pains in the joints were extremely variable, coming and going
in the most capricious manner; they were never at any time remark-
able for their severity. The chest complications, however, were severe
in the highest degree. The signs and symptoms of pericarditis, with
large effusion, developed rapidly ; there was unquestionable evidence of
sharp pleurisy, with extensive pnenmonia on the right side, and
evidence enough to arouse the suspicion of a limited pneumonia
on the left. During this period the maximum of the pulse-rate
amounted to 120, that of the respirations to 60, and that of the tempe-
rature to 103:3". There was no albuminuria. During the same period
two leeches were applied to the right lower ribs, the seat of the pleu-
ritic pain, and two to the pracordia, which were subsequently blistered.

* The temperature in this case is always veferred to the axilla,
where it is not otherwise specified; and the difference between the
temperatures in the rectum and in the axilla is always assumed to be
Wunderlich's average, seven-tenths of a degree, although it is exceed-
ingly probable that, after removal from the bath, the difference might
be much greater. Fortunately this is of no vractical moment for the
most part in the caleulations given.
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The diet was liberal under the circumstances, but no stimulants were
administered before the 25th, when four ounces of brandy were allowed.

March 26th.—Morning pulse 126; respirations 60; temperature
101-2°, Evening pulse 132; respirations 66; temperature 102°. Face
exceedingly pale. Pain in the right side continues; pain in the joints
entirely gone, Characteristic rhythm of pericarditis still present.
The pracordial dulness reaches the first interspace above; laterally it
extends one inch beyond the mammary line ab the level of the mipple.
Ordered one grain and a half of iodide of potassium in a mixture con-
taining senega, carbonate of ammonia, and squill ; two leeches to the
painful part of the chest; six ounces of brandy daily; and a sixth of a
orain of acetate of morphia to be injected beneath the skin, For diet
be was allowed two pints and a half of milk, two eggs, two ints of
strong beef tea, a custard pudding, and twelve ounces of bread £I.i]_‘|?.

97th. —Morning pulse 126; respirations 42 temperature 101'8°.
Fvening pulse 138; respirations 42; temperature 102°. Pericardial
friction audible over the whole of praecordia.

90th.—Pain has returned to the ankles and hands. Evening tempe-
rature 103:8°; pulse 138.

30th.—Slept ill. Passed urine frequently during the night. Friction-
sounds much subdued. Ordered a draught containing ether and twelve
minims of sedative solution of opium. Morning pulse 126 ; respira-
tions 48; temperature 103-8° Evening temperature 104:2.°

31st.—Again slept ill. Wandered a good deal during the night, and
continued to wander in the morning. Bowels open three times;
motions ochre-coloured, semi-solid, acid. A profuse miliary eraption
has appeared over the whole body. Avea of priecordial dulness slightly
diminishing. 1 p.m.—The temperature was now ordered to be taken
every two hours. The maximum to day was 103-8°, Twenty minims
of hydrochlorate of morphia were given at once, and a pill preseribed
consisting of three grains of quinine and balf a grain of digitalis, to be
siven three times daily. 7.30 p. m.—Thirty minims of solution of
Lydrochlorate of morphia were administered, and at 9 p.m. twenty
grains of hydrate of chloral. At midnight chloral was again adminis-
tered to the amount of fifteen grains, and a dranght ordered every six
hours containing three grains of quinine and ten minims of tincture of
digitalis in lien of the pull.

April 1st.—Slept at ‘ntervals after the might draunght without
wandering. Maximum temperature 104-2° at 3 a.m.; minimum 102° at
11 am. Wanders now from time to time. Ovrdered a starch and opiom
enema to control diarrheea, and an occasional dranght composed of
aromatic spirit of ammonia, ether, and syrup of tolu to relieve dyspncea.
The quinine and digitalis were repeated at night. Twenty-five grains
of ¢hloral were given in divided doses.

9nd.— Maximum temperature 103:5°at 9 p.m., when the pulse marked
132; minimum temperature 102-6° at 10 a.m. Diet on the same liberal
scale as before.

srd.—Slept badly, and wandered much during the night. Subsultus
tendinum was noted for the first time this morning. Pericardial fric-
fion subsiding. Renewed pains in the hands. Sonoro-sibilant riles
heard thronghout both lungs, except over the left supra-spinous fossa
and in the left axillary region, where there are moist sounds of high
piteh. Maximum temperature 103:5° in the evening, when the respi-
yations marked 54 and the pulse 132. Minimum temperature 102:2° at
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5 a.m. Six minims of tincture of opinm were added to each dose of the
quinine and digitalis mixture.

4th.—Wandered during the night, but slept three or four hours.
No subsultus., Maximum temperature 103-2° at 9 p.m., when the respi-
rations amounted to 68; minimum temperature 102° at 9 a.m.

5th.—Slightly delirious during the night, but slept fairly at intervals.
Again there is subsultus. He picks the bedclothes, and the muscles of
the mouth are in constant agitation. Maximum temperature 103-2° at
9 and 9 a.m., and at 10 and 11 p.m.; minimum 102-2° at 6 a.m.

6th, 10 a.m.—Subsultus continues; hands exceedingly tremulous;
tongue dry and brown. Quinine inereased to six grains—double the
former dose—and an ice bag applied to the forehead. This day the
temperature thronghout maintained an unusually high standard. At
6 a.m. it had reached 104:6% and althongh it fell somewhat from time
to time, at 4, 5, and 9 p.m. it amounted to 105°. At 10 p.m. it was
105'5° in the axilla, and at 11.23 p.m 107:2° in the rectum. At the
same time the pulse numbered 150 and the respirations 54. The sub-
sultus was now excessive; the delivium and the floceitation continued,
and there were extreme pallor and prostration. At 11.26 pam. the
patient was put into a bath.

First bath.—Temperature of bath 90° cooled down to 67°; duration
forty minutes, Temperature in rectum at ecommencement 107.2° at
close 101°8° ; minimum temperature after bath 97°in axilla. Awmount of
after-fall 41°. Period of after-fall fifteen minutes. Amount of aggre-
gate fall 95°. Period of aggregate fall fifty-five minutes. In the
bath the symptoms abated slightly, and there was less pallor. On
removal he seemed to be elear-headed and comfortable. He shivered,
however, and it was at least half an hour before the shivering was sub-
dued after the application of hot bottles and bags to the trunk and
extremities. Ordered brandy and port wine, of each eight ounces.
From 1220 a.m. on April 7th—the date of the minimam degree—the
temperature rose gradually, until at 5.30 a.m. it reached 105°1° in the
rectum, when he was again put into the bath. At this time it was
impossible to count the pulse.

econd bath, April ?tlf:n.——Temperature of bath 90° cooled down to
78°: duration twenty-five minutes. Pulse at 540 a.m, 150; at close of
bath 138. Temperature in rectum at commencement 105°1% at close
108°, Minimum temperature after bath 99°8% in axilla. Amount of
after-fall 2-5°. Period of after-fall twenty-five minutes. Amount of
aggregate fall 46°. Period of aggregate fall fitty minutes. During
the second bath the intellect became much clearer, although the sub-
sultus continued in full force. Twenty minutes after removal the
pulse fell to 116, and its characters showed great improvement. At
6,40 a.m. the pulse marked 96; at 6.55 he was quite rational, and con-
versed with his father about family affairs. At 10.45 a.m. the tempera-
ture rose to 103:6% and at 11 he was ordered ten grains of quinmine with
ten minims of tincture of digitalis every six hours. At 12.10 p.m. the
tl;hermnmntrer stood at 104° and at 12.30 he was again put into the

ath.

Third bath —Temperature of bath §2° cooled down to 76%; duration
thirty minutes. Temperature in axilla just before commencement 104°,
Minimum temperature after bath 98° in axilla. Amount of aggregate
fall 6°. Period of ageregate fall fifty minutes.

Fourth bath.—At g%ﬁ p.m., seven hours and a quarter after removal
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from the last bath,he was again immersed, the temperature in the rectnm
standing at 104:9°, and the pulse marking 144. Temperature of bath 90°,
cooled down to 79°: duration twenty-five minutes. At 8.20 the tempera-
ture in the rectum rose to 105:4°. At 8.40 he was removed from the bath
and rubbed with a warm dry towel. At the time of removal the tempe-
rature in the rectum amounted to 102°; in five minutes afterwards it
foll to the minimum 98° in the axilla. Amount of after-fall 3:3°
Amount of aggregate fall 6:2°. Period of aggregate fall thirty minutes.
On this occasion the temperature rose rapidiy from the minimum, and
at 1.40 a.m., April 8th, within five hours, reached 104-8° in the rectum.
It was thought the rapidity of the rise might be connected with the
dry rubbing of the body; hence this proceeding was discontinued ever
afterwards.

Fifth bath.—At 1.40 a.m., April 8th, the bath was again administered.
Temperature of bath 89°—78°; duration twenty minutes. Temperature
in rectum at commencement 104-8°, at close 102-5°. Mmnimum tempe-
rature after bath 99° in axilla. Amount of after-fall 2:8° Period of
after-fall ten minutes. Amount of aggregate fall 51°. Period of
aggregate fall thirty minutes, He wandered much during the first five
minntes, and said he felt cold and chilly. He had an occasional short
congh, and at the close a slight fit of shivering. Immediately after
removal the extremities were warm, but the pulse could not be counted.
Brandy was given freely, and in twenty minutes he was asleep. The
temperature rose slowly until 10 a.m., when it stood at 103°. He had
slept well for four hours, and now answered questions rationally. The
sulgsult-us and the tremors also had abated considerably, but the cough
Was Bevere.

Sixth bath.—At 4.15 p.m., April 8th, the temperature reached 104:9°
in the rectum, and at 4.35 he was placed in the bath. Temperature of
bath 88°—76°; duration twenty minutes. Temperature in rectum at
commencement 104'9°, at close 103°. Minimum after bath 97-8° in
axilla. Amount of after-fall 45°. Period of after-fall ten minutes.
Amount of aggregate fall 64°. Period of aggregate fall thirty minutes.
He complained of cold soon after immersion, shivered, and asked for
brandy. Two fluid ounces and a half were given. After removal he
looked bright and cheerful. Slept well during the night and rarely
wandered.

9th—At 8 am. the thermometer marked 103:6°, and at 10 p.m.
103:8°. By this time the pain and stiffness had returned to the joints.
There was no subsultus. Pulse 120, regular, and of much better
volume. At 1 p.m. the subsultus reappeared, and there was slight
deafness. Ordered eight ounces of brandy and four ounces of port
wine daily. 10 pm.—He had slept much, and was now perfectly
rational.

10th.— Passed a fair night, but talked in his sleep. Perspires freely.
Seems drowsy, but clear in intellect. Urine abundant. Diarrheea con-
tinues. From 10 a.m.on the 9th the temperature had fluctuated a good
deal, on the whole maintaining an average of 102-8°. At 8.35 on the
10th it vose to 104'8°, and at 8.40 he was again immersed.

Seventh Bath.—Temperature of bath 91°—76°; duration twenty
minutes. Temperature in rectum at commencement 104:8°, at close
103°. Minimum after bath 97-4° in axilla. Amount of after-fall 49",
Period of after-fall twenty minutes. Amount of aggregate fall 6:7°.
Period of aggregate fall forty minutes. On immersion he was sensible
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to a certain extent. During the bath the tremors abated and at last
disappeared. The pulse became steadier and stronger, and, although
there still remained some incohevence at the close, the mind on the
whole was clearer than before. Fifteen grains of hydrate of chloral
were given at 10 p.m. Ordered for diet, a quarter of a chicken, milk
one pint, strong beef tea half a pint, and two eggs, daily.

11th.—Slept well after the chloral draught, but wandered in the
night. He is rational this morning. Complains of vertigo. Appetite
good. No pain or swelling in the joints. Dulness over the lower third
of the right back ; delicate crackling sounds at the left posterior base.
Voeal resonance loud and breathing bronchial over the spine of the
right scapula. Skin abraded at the extremity of the sacrum. Still
some diarrhea and subsultus. Maximum temperature 104:4°; pulse
120% respivations 44. 9 p.m.—Perspiring moderately ; again delirious.
At 9.38 the bath was repeated.

Highth bath.—Temperature of bath 90°—767; duration twenty-seven
minates. Temperature in rectum at commencement 103:8°; at close
102°. Minimum after bath 98° in axilla. Amount of after-fall 335",
Period of after-fall twenty-five minutes. Amount of aggregate fall
51° Period of aggregate fall fifty-two minutes. During the bath the
tremors subsided: after removal the hands and feet were cold but
the body was warm. Brandy was freely administered in the bath and
afterwards.

'12th, 10 a.m.—Slept well without chloral. Pulse 120; respirations
52 temperature 103°. There is_much subsultus buf less delirium,
Marked general hyperwesthesia. Pulse thrilling and dierotous. Peri-
cardial friction still andible, though faintly. Area of pra:cordial dul-
ness still more than normally extensive. At 1 p.m. champagne was
ordered in place of port.

13th.—Since last note the temperature has never risen to more than
102:6°. Slept well after chloral, but wandered slightly when awake.
He is quite sensible now, but drowsy. Complains of pain in the left
elbow and knee. - Three motions passed involuntarily and uncon-
scionsly. Pulse steadier; very slight subsultus.

14th—Maximum temperature in the last twenty-four hours 103°;
minimum 100°. Slept well, but wanders now and seems drowsy. Sub-
sultus continues. One motion, passed naturally. No friction heard
over the precordia. Ordered eight ounces of brandy and a pint of
cham e daily.

15th.—Maximum temperature in last twenty-four hours 100-8°; mini-
mum 99°8°. No subsultus, except when he is questioned or disturbed.
Mind clear. Takes abundance of nourishment, including oysters and
chicken. There is nothing abnormal in the heart sounds.

From the 16th of April the temperature, which during the adminis-
tration of the baths had been taken every two hours, and since their
omission on an average every three hours, was now taken four times a-
day and recorded twice only.

18th. — Morning pulse 120; respirations 44; temperature 9967
Evening temperature 100:6°. There is comsiderable hypermsthesia of
the legs, which are very rough and notably wasted. No twitching of
the face ; slight tremor of the hands. From this date until the 27th of
April he remained in much the same condition. On the 22nd the
quinine was reduced to six grains every six hours, and the brandy to
four ounces daily. At this time the diet consisted of a chop, four
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oysters, two eggs, half a pint of strong beef tea, one pint of milk, one

pint of pale ale, and twelve ounces of bread daily. On the 26th, in

addition to the quinine mixture, a drachm of cod-liver oil and half a

:lirsu:hm of syrup of iodide of iron were ordered to be taken once in the
ay.

27th.—Evening pulse 114 ; respirations 36 ; temperature 99°8°. For
the first time since his admission, except after the bath, the evening
temperature fell below 100°. It was noted that he ground his teeth
during the mnight. This symptom had been observed by the ward-
sister for a fortnight before, but had never been reported. Quinine
reduced to four grains every six hours; cod-liver cil and syrup of
iodide of iron doubled in quantity and administered twice daily.

May 2nd.—Morning temperature 98:8° For the first time since
admission below 99°, except after the bath. He ground his teeth last
night. He had ceased to do so since the 27th ult. Appears to be
gaining some flesh.

Sequel of Case.

18th.— Morning pulse 90 ; respirations 20 ; temperature 98:2°. Ordered
ﬂnel grain of quinine and five minims of tincture of digitalis twice
daily.

lgth.—He was wheeled about the ward in a chair for an hour and a
half.

90th.—Pulse 78—for the first time helow 90 since admission; respi-
rations 18 ; temperature 9827

91st.— Morning temperature 978"

30th.— Citrate of iron and ammonia administered in an effervescing
mixture, and continued from this day to the end of the case.

June 17th. —The heart’s apex is found beating under the fifth rib, an
inch and a half below the nipple and one inch within the nipple-line.
First sound muffled and wanting in accentuation; no increase in the
area of preecordial dulness ; resonance good, and breathing simply weak
throughout the lungs.

From May 23rd until the date of discharge the pulse ranged from 76
to 102, and the temperature from 96° to 99-4°. The convalescence was
exceedingly slow by reason of the patient’s timidity and unwillingness
to venture upon the free use of his limbs.

On June 22nd he left the hospital for Bastbourne ; fifteen weeks after
the invasion of the rhenmatism, eleven weeks after the first bath, and
ten weeks after the last.

N.B.—Seen by me some months after his discharge in fair health,
‘but with a loud murmur at the heart’s apex, propagated to the back of
the chest.

GextLEMEN,—It has long been a familiar fact to all who are
conversant with the history of acute rhenmatism, that now and
then in a few rare and sparse examples the malady proves fatal
by an unexpected outbreak of overpowering nerve-symptoms.
You will find ample illustration of this in the works of those
who wrote before the days of thermometry. It has been
- yeserved for a later age, and, indeed, for the writers of the
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last ten years, to make the discovery that head-symptoms are
associated with hyperpyrexia in many rapidly fatal cases of
vhenmatic fever. There can be no sort of question that the
two sets of cases are essentially the same, and only differ in
the commentaries given and the hypotheses advanced by the
pathologists of past and present epochs. In olden time it was
all metastasis, meningitis, and the like processes ; now it 1s all
hyperpyrexia or, at all events, an exorbitant stress has been
laid upon hyperpyrexia pathologically. It is hardly possible
to overrate its influence practically and clinically. From a
pathological point of view, however, hyperpyrexia is not all
in all, Whatever the power of an inordinate body-heat may
be as an agent of destruction in these particular cases, any one
who examines the records scattered through the journals or
collected elsewhere will at once see that the rule is this, the
nerve-symptoms, stand first in the order of time, and the
hyperpyrexia second. This is the rule ; I do not say that it is
the unvarying law. Place hyperpyrexia where you will—
at 108°, 107°, or even 106°—and you will find that the rule
holds good. Nay, in a large proportion of cases the tempera-
ture at the onset of the nerve-symptoms is below 105°% and
often considerably below that level ; it may be no higher than
102°. For my own part, I am convinced that when the nature
of these eases comes to be thoroughly understood this propor-
tion will be vastly enlarged, and when all the finer deviations
from the normal behaviour of the nervous system are duly
watched and duly recorded it will be found in the end that
the approach of hyperpyrexia is hardly ever unannounced
by nerve-symptoms. 1 dare not say mever unannounced.
Never is a strong word—not to be lightly said of anything,
least of all of a point in pathology.

Clearly, then, on the showing of all experience, the mischief
originates in some profound and damaging impression upon
the nervons centres, an impression which gives rise at once to
the phenomena of cerebral or cerebro-spinal derangement, and
to those of exalted body-heat. Those phenomena are in the
main collaterally derived from one common source. Iam here
following in the footsteps of Dr. Herman Weber, but it is no
waste of words to go over the same ground again.* The
point is one that is much misconceived, both at home and
abroad, by many intelligent and well-informed persons, who
still eling to the untenable idea that hypepyrexia lies at the root
of all the evil. As a matter of fact, the question is settled

# See ‘Transactions of Clinical Society,” vol. i.
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beyond dispute. There are on record a fair minority of well
attested cases wherein cerebral rheumatism has proved fatal
without hyperpyrexia.

Another question, akin to the foregoing, but not precisely
the same, is open to discussion. Be 1t so, you will say, that
the nervous impression takes the foremost place at the start,
but at any rate, when there 1s hyperpyrexia, it is this element
that plays the principal part in the destruction of life. I am
not so sure of that, gentlemen.

Given a well-marked premonitory stage, when the hyper-
pyrexia arrives at last there is no essential change in the
character of the symptoms ; they are still of the same kind as
they were from the beginning, although of course they are
more intense now that they are come to a climax and the case
is drawing to a close. If they change at all in form, the new
‘phenomena are only the crisis and complement of their prede-
cessors ; the change is all in the direction of natural develop-
ment. Convulsions, it is true, collapse, Cyanosis, and, above
all, coma, may succeed to delirium or tremor, but there is
nothing wonderful in this or any hypothesis, whether you
regard the surplus heat as the chief agent in the process of
destruction, or as a mere symbol and accompaniment of danger
to life. Any one who watched the progress of our own case
for many days before the accession of anything like inordinate
fever-heat, and took mnote of the deliriumn, the {remors,
the quivering of the lips, and the picking of the bedclothes,
must have felt assured that the boy’s life was every moment
in jeopardy, whether the temperature should rise to the height
of hyperpyrexia or not, as much as the life of any one who
presented the same symptoms in enteric fever, typhus, pysemia,
or smallpox. We do not want hyperpyrexia to account for
death in these cases, and in my opinion there is no proof that
death is materially hastened by it. Yes, but we have a proof,
it may be said. The bath and the wet-pack, and the ice-bag,
reduce temperature and at the same time restore cONsCIOUSNEss,
and it may be life itself. It follows, then, you will say, that as
so much good is done when you remove hyperpyrexia, so when
ihe result is death the hyperpyrexia is mainly responsible for
the evil. The reasoning is inconclusive; 1t 1s based upon a
flaw and a fallacy in the English language, which, however, 1t
would be out of place to analyse here. What do we see in
the bath 7 The two sets of phenomena, the reduction of the
temperature and the abatement of the symptoms, run pari
passu, side by side, in parallel lines, for aught we know to the
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contrary never meeting and never reacting upon each other.
One of these parallel lines may peradventure start ahead of the
other by an infinitesimally small space of time, but which of the
two it is that takes the lead, no human being can tell. Let me
make myself clearly understood. I am notdiscardingall belief in
evil influences of hyperpyrexia or asserting that it plays no
part here in the destruction of life. We may fairly put the
point in the following shape :—There may be many factors at
work, all conspiring to compass the death of the patient. If
the sum total of these factors be overwhelming in their strength
there is an end of the matter, and the patient dies; but let the
powers of life and death be more evenly adjusted, then the
removal of any single factor—say the excess of temperature
turns the scale in favour of life, or, to use a more homely
metaphor, takes off the last ounce that is breaking the camel’s
back. This is one way of regarding the operation of the bath.
There is yet another aspect of the question, and one that com-
mends itself far more strongly to my mind, although it does
not of necessity rebut the foregoing view or set it aside alto-
gether. Looking at the order of succession so often shown
by the symptoms at the onset, we may well suppose that our
so-called refrigerating agents really strike home at the root of
the entire evil, and directly undo the first damaging impression
upon thenervous system by administering a wholesome counter-
shock, which controls alike and at once the hyperpyrexia
and all the associated elements of death. On the former of
these points of view—that which represents the bath as re-
moving the lagt ounce from the camel’s back—you do good by
refrigeration, through the medium of refrigeration. On the
latter—that which makes the bath strike home at the root of
all the mischief—refrigeration is in the main a coineidence and
only in part a medinm for the accomplishment of good, although
it 18 inestimable value as of am index of good accomphshed,
This last-mentioned modus operandi of the bath I hold to be
the predominant one in the cure of cerebral rheumatism.
I act, then, in the main as all men act in the mercurial treat-
ment of primary syphilis. Every one seeks to tonch the gums,
as a matter of course, but no one imagines that this is
really instrumental in the cure ; it is only a sign that mercury
has done all or nearly all that can be safely expected from it.
Even so I regard refrigeration chiefly and mainly as a sign that
I have gone l%ar' enough with my remedies, that they have done
their duty when pushed to a certain necessary point, and that
now it 1s high time to stop. In other words, I regard the
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action of the bath in cerebral rheumatism as closely analogous
to that of the cold douche in hysteria or in mania.

Be that as it may, believe what you please respecting the
modus operandi of the bath; practically it all comes to the same
thing. In all cases you are bound to put down high tempera-
ture and to keep it down.

I will now give you a list of the phenomena of nervous
origin which mark, as a rule, the earlier stages of cerebral
rheumatism and foretoken a possible outburst of hyperpyrexia.
You will at once see that you must allow a large latitude of
meaning to the term nerve-symptom, and be keenly alive to
everything that can be fairly included under it. The following
arve the phenomena : delirium, restlessness, rebellious to treat-
ment; and it may be disproportionate to pain, subsultus,
tremors, giddiness, deafness, vomiting, jactitation, twitching
or stiffening of the face and limbs, pawing the air, picking the
bedelothes, disorderly respiration, stupor, somnolence, sullen-
ness, prostration, UnCcOnsciousness, Or Semi-Cconscliousness,
apathy, strangeness and waywardness of manner, vacancy
and Tlistlessness of expression, unnatural anxiety and
lowness of spirits, even unnatural gaiety and garrulity.
In short, any change whatever in word or deed, in look
or demeanour. Let any one of these sound the note of
alarm, and the thermometer, how slight soever its value by
comparison hitherto, becomes invaluable now. In the ordinary
course of rheumatic fever three or four times a day may suffice,
but now it becomes your bounden duty to apply it many times
in the day, how many times 1t is not easy to say. 1 will give
you roughly my own ideas on the subject. If there be deli-
Yium with or without restlessness, I should recommend the
register to be taken every two hours ; 1 should look upon a
longer interval as unsafe, with a certain reservation for the
period of sleep, not that sleep is usually distarbed by the
:troduction of the thermometer. Perhaps every hour would
be a safer rule to follow. After all, your labour will often be
losb. Delirium and restlessness for the most part pass away
and leave nothing behind. Nevertheless they are now and
then true prophets of evil, and their warnings are never to be
disregarded. Under these circumstances I should never allow
the temperature to go beyond 105° at the utmost before
administering the bath. As for the remaining prodromata on
the list, many of these speak for themselves and proclaim their
own gravity in language too plain to be mistaken. In their
presence I should be more vigilant than ever; I should even
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take time by the forelock and plunge the patient into the bath
the moment the thermometer marked 103°; or, under the same
conditions, I might give him a warm bath before it rose to that
level. Under all eircumstances it is important to have the
decks cleared for action, and the bath and all its belongings in
readiness, for the distance is sometimes fearfully short befween
the first ominous rise on the thermometer and the last culmi-
nating point that concurs with the climax.

On the other hand, there are nerve-symptoms which may
easily be misunderstood, or may pass un noticed altogether,
unless you are aware of their sirong significance. Often the
patient, who a few haurs ago was suffering from sore distress
in body and mind, becomes unaccountably bright and jocular.
By unaccountably 1 mean that the sudden departure of pain,
although large allowance must be made for it, and although 1t
is perhaps the greatest of all possible pleasures, is nevertheless
utterly inadequate to account for the overflowing joyousness
displayed on these occasions. It is not delirium, it is more
like some strange form of fatuity or hysteria. Some degree
of fatuity there may bein the milder and more manageable
cases from beginning to end, but there is no exuberance of
mirth about it ; the intellect appears to be simply below par,
and the expression simply dull, inane, and apathetic. Deaf-
ness is another omen of evil which may inadvertently be over-
looked.* Prostration is another serious symptom which may
readily be regarded as a natural incident in the course of an
exhausting fever; when in reality it is the percursor of a
dangerous paroxysm. In these cases I should adhere to the
rule given for delirium, the general rule which ought never to
be relawed in any case. '

If, in reference to the possibility of overlooking the nervous
derangements, and in order to make assurance doubly sure,
you require collateral evidences of approaching danger, I will
mention a few symptoms which are held to possess a peculiar
value. A dry, unperspiring skin, especially after free perspi-
ration, a wide-spread and intensely red miliary rash, a rapid
abatement of the pain and swelling in the joints, or their

# In the present day deafness may be hastily aseribed to the use of
salicine or the salicylates. Unfortunately we cannot do without these
remedies ; it would be inexcusable to forego their undoubted advan-
tages because they give rise to many symptoms that closely caricature
the exordia of cerebral rhenmatism. hen these symptoms do super-
vene the best plan is to act on the worst hypothesis and to ply the
thermometer unceasingly. It will seldom fail to make the distinetion.
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total disappearance, as aforesaid, diarrhcea and a copious
flow of pale alkaline or neutral urine have all been observed to
accompany or to precede the pronounced paroxysm of hyper-
yrexia.

; Let us suppose now that you have bathed your patient once.
When are you to bathe him a second time, or it may be for
twenty or thirty times? For the most part you may begin at
a lower level of body-heat, always bearing in mind that you
must take both symptoms and temperature into account ; the
oreater the severity of the symptoms, and the more rapid the
rise in the temperature, the sooner will you have recourse to
the bath. The main drawback to a mederate level of fever-
heat is the danger of cooling the patient below the mark. A
free and wide margin should always be left for the fall the
bath, which we can control, and for the fall after the bath,
which we can neither control with certainty nor foretell
with precision. As for the temperature of the bath, the lower
it is at the start the shorter the required period of immersion
will be, but it must be remembered that 1t is not every one
who can bear to be plunged suddenly into a cold bath, and
with weak, delicate people, perhaps it is best to begin with
from 95° to 80°, and to cool down as far as 70% 60°, or even
below that point, if it be necessary or feasible. In the ordinary
pun of cases the proper time for removal from the bath will
be defined by a body-heat between the limits of 102° and 99°,
but in this matter you will have to be guided by many maodi-
fying circumstances, by the average you have established or
assumed for the after-fall, by the amelioration of the symptoms
if any ensue, and by the general estimate you have formed of
the strength and staying power of the patient himself. In all
cases he is to be removed if he show signs of exhaustion or
cyanosis. Of the warm bath 1 have no experience, but I see
no reason why it should not be sately and easily managed. 1
have said next to nothing about the wet-pack and the ice-bag;
1 prefer the bath on every oround. Wine or brandy will be
required before, after, and 1t may be during its administration.
For all these details, and for many more, let me refer you to
the ¢ Treatment of Hyperpyrexia,” by Dr. Wilson Fox.

Before dismissing the bath, it is important to observe that
the chest complications in our case, severe and extensive as
they were, including pneumonia, pleurisy, bronchitis, and
pericarditis, underwent no perceptible change for the worse n
consequence of its use.

I have now to give you a few words of warning with refer-
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ence to rheumatic fever. Always ask whether the patient has
slept fairly well before he came under your charge, and send
him to sleep if he has not. Prolonged sleeplessness may,
indeed, be a suspicions sign ; it may mark the invasion stage of
a dangerous paroxysm ; but, more than this, it may of itself go
far to originate one. Always let the temperature be taken
many times on the first day of visitation. You cannot tell what
forebodings of evil omen may have appeared before that day.
Never on any account let the temperature go beyond 106° or
even 105°5° whether you have noticed nerve-symptoms or not.
- Such symptoms may have been present and passed away for a
while unobserved, as I am confident they have done over and
over again. Never under any circumstances make light of a
rise in the fever-heat, especially a rapid unexplained rise; it
may mean mischief, it may develop into anerve-storm.,

As for medicinal remedies, opium and chloral are the only
soporifics and sedatives of any real value. They may be used
freely enough during the premonitory period, or rather during
the initial stages of a paroxysm, but if I saw the danger-sigmal
aloft on the thermometer, I should put on the brake at once
and stop the opium for the time being. I might resort to it
again after the decline of the crisis, if the agitation persisted
and chloral failed to remove it. The truth is, we eannot afford
to dispense with opium, but it must never be forgotten that
there 1s no sharp undeviating line of separation between the
comatose and the delirions class of symptoms, that stupor
may take the place of excitement, and that death by coma or
by collapse is the natural outcome of the attack. Of guinine
and digitalis I know not what to say. In my own cage, as the
boy happened to be doing well, on the principle of letting well
alone, I was uuwilling to alter one iota of the treatment, and
g0 he remained for days and weeks under the influence of
quinine, whatever that might be. I cannot determine its
value, and the same thing is true of the digitalis associated
with it.* Aleohol and other stimuli in large amount, with a
plentiful allowance of such strong food as the patient may be
able to take, are of course essential. Above all, it is impera-
tive to avoid bleeding, blistering, and all lowering measures
whatever. There is little or nothing in the post-mortem

# Quinine in full doses I have sometimes fancied to be useful as an
auxiliary. I have never given it in hervic doses, but I am assured
on all hands that, whatever power it may exercise over the pyrexia of
enteric fever, it has no eorresponding power over the hyperpyrexia
of acute rheumatism.
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appearances to warrant our resorting to antiphlogistic opera-
tions.

The coarse changes that we see with the naked eye within
the cranium are few and insignificant ; they bear no propor-
tion to the supreme gravity of the symptoms during life. A
slight degree of vascularity may or may not be noted in the
membranes and substance of the brain, but for the most part
there is no lymph anywhere, no pus, no red softening, no
extravasation of blood, no embolism or thrombosis. It 1s to be
hoped that microscopic examination of the brain, the spinal
cord, and the sympathetic gangha, may one day reveal or dis-
prove the existence of any finer lesions.

In conclusion, let me recall, in a few words, the main point
and pith of my meaning in this lecture. Before all things, 1
wish you to stand on your guard and look ahead. I wish you
to mark well the first faint shadow that a coming paroxysm
may cast before it, and not to wait until you are face to face
with the fearful reality. By so doing you will save many a
brand from the fire, many a life that might be lost by a few
hours’ delay. Medicine, we have been told, is only the hand-
maid and guide of Nature. It maybe so,as a rule, but if ever
ihe resources of our art are more than ancillary to Nature they
are so in cerebral rheumatism, provided always they are
brought into action at once.*

% Compare Lecture IT and Cases 1 and 2.









LECTURE II
ON TWO CASES OF ACUTE REHBUMATISM WITH HIGH TEMPERATURE

Delivered July 5th, 1872, and published in the © Medical Times and
Gazette,” March 15th, 1873.

Case 1.—George B—, @t. 26, was admitted on June 4th, 1872. He
had lived well and enjoyed almost nninterrupted good health up to the
invasion of his present attack of rheumatism on May 28th. On ad-
mission, he fyrcsentred the appearance of a thin, rather nervous-looking
man, of a sallow complexion ; articular pains severe; no increase in area
‘of prazcordial dulness; apex-beat rather high; first sound weak and
short. In the evening the pulse was full and bounding, and the tem-

erature 104°. From this date to the Tth his condition underwent
ittle change; the perspirations were profuse, the pulse ruled com-
aratively low, the temperature ranged from 101° to 103°; he suffered
rom sharp pain in the left infra-mammary regiom, and the heart-
sounds were somewhat muffled, but there was no muwrmur, no friction
sound, and no extension of the preecordial dulness. Evening tempera-
ture June 6th, 103°

7th.—Slept well during the night, but talked in his sleep.

8th.—Ordered five grains of compound soap pill every six hours, and
tineture of perchloride of iron every four hours.

From the 8th to the 14th the temperature never exceeded 103-4°,
althongh it was always above 100°; the maximum of the pulse-rate was
102, the minimum 84. The pains in the joints subsided, and on the
14th were limited to the left wrist and hand. The sweating continued
throughout, and there was now considerable cough with expectoration.
A miliary eruption appeared on the 12th, and on the same day he began
to be deaf.

14th.—10 a.m. : temperature 102-8%; pulse 96. Complains of feeling
weak and deaf, but attributes deafness to perspiration passing into the
ears. 3 p.m.,:temperature 1036, 9 p.m.: temperature 1045

June 15th.—Temperature at 3 a.m., 104°; at 9 a.m., 105°; pulse 112;

irations 52, Patient is extremely restless, sleeps badly, and
feels prostrate. The miliary eruption is now most intensely developed,
and there is continued profuse sweating. Heart's impulse bounding ;
sounds muffled ; resonance normal over the pracordia. Dulness, with
marked bronchophony, bronchial breathing, and high-pitched crackling
over lower half of right back. Temperature at 11.45 a.m,, 105%; at
1 p.m., 105:4°; at 1.30 p.m., 106°, while the pulse marked 124, Although
the face is moist with perspiration, the trunk and limbs feel dry and
pungently hot. At 2 p.m., temperature in rectum 106:3°; pulse 120.

2
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At 2.5 p.m., the patient was put into a bath after taking an ounce of
brandy. He bore the bath exceedingly well, and seemed to enjoy it.
Duration of bath thirty-three minutes; reduction of temperature of
water, 90° to 83° = 7°; fall of body-heat in bath, 106:3° (rectum) to
101-%° = 4-5°; fall of body-heat after bath 101-8° (vectum) to 99-8 (axilla)
— about 1°3° in ten minutes, making a total reduction of 58 in forty-
three minutes, The benefit of the bath was striking in every respect.
In particular, the deafness left him entirely, and never returned, although
he was at once ordered five grains of quinine every six hours. Shortly
after the bath he began to perspire freely, and sweating has been a
marked symptom throughout.

From this date he has progressed most favorably. the only draw-
backs having been an attack of pueumonia on the left side in addition
o that already existing on the right, the occmrrence of signs more
nearly than before resembling those of pericarditis, and on one occasion

great depression and irregularity of the pulse.

CasE 2,—Emily D—, aged 52, uunmarried, was admitted on June 15th,
1872. Thereis nothing of any moment in the family history. Herown
antecedents had been good, with the exception of a winter-congh., For
a fortnight she had suffered from rheumatism, and for a week from
rheumatic fever.

On admission she is described asa full-sized, somewhat flabby woman,
with a dull, lethargic expression of countenance. The articular pains
were of moderate severity. There were sonorousriles in the chest, but
no abnormal character in the physical signs over the prieccordia. Ordered
twenty minims of tincture of perchloride of iron every four hours, and
five grains of compound soap pill every night.

June 17th.—Pains fugitive and flnctuating ; profuse perspiration ;
heart-sounds mufiled, but free from definite murmur, endocardial ar
exocardial. .

20th.—Temperature : 3 am., 1024°; 9 a.m., 103-4°. Pains subsiding ;
slept well ; sweats less, although the skin 1s distinetly moist. No
change in the physical signs. Temperature at 3 pam., 104:2°; pulse 96.
The bowels have acted profusely, owing to a powerful purgative inad-
vertently administered. Patient feels extremely prostrate; she is very
talkative, although as a rule she is quiet and even taciturn ; she talks
coherently, however. The skin of the trunk is dry, but there is a slight
moisture on the forehead. Pains now limited to the right knee.

' Ordeved brandy three ounces. At 12 (midnight) temperature 105-2°.
Her manner is certainly strange, although there 1sno actual wandering.

She was at once injected h podermically with a quarter of a grain of
acetate of morphia. She then fell into a low muttering delirious state,
soon passing into sleep.

91et,—Temperature at 1 a.m., 104:82; 2 a.m., 105:3°. About this time
sheawoke, and became exceedingly restless, dozing, however, at intervals.
Temperature at 2.40 am., 105°7%; 35 a.m., 106° (in mouth). Patient
collected, but dull and sommnolent; face dusky ; skin dry. At 3.10 a.m.
she was put into a bath at 90°, Duration of bath twenty minutes ;
temperature of bath at close, 84%; temperature imn mouth at commence-
ment, 1067, at close, 102°; minimum tem erature after bath, 101°
(axilla) at & am.; amount of after-fall about ©; period of after-fall one
hour and a half ; amonnt of aggregate fall about 5°; period of aggg,?ate
fall one hour and fifty minutes. he patient for a while felt comfort-
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able in the bath; but at length she complained of cold and conghed
slichtly. Soon after removal she declared herself decidedly better.
There were, however, lond sonorous riles over both sides of the chest in
front, the vibrations being perceptible to the touch. At 3.40 a.n. she
was ordered five grains of quinine and ten minims of tineture of digitalis
every six hours. At 8 a.m. the temperature had reached 103:8% in
axilla; at 8.15, 104'2° in the mouth. The skin was again dry. Ordered
cold sponging to the trunk. At 830, temperature 103:2° in mouth;
at 11, 1042° in axilla. The cold sponging was then repeated, with
much relief to the patient. At 11.20 a.m., temperature 103-8%; at 3 p.m.,
104°. A quarter of a grain of acetate of morphia was at once injected,
and the daily allowance of l:rru,nm.‘i‘;’l;r inereased to five ounces, At 4 p.m.,
temperature 104'6°; at 5, 104'7°. No sleep since injection. Fifteen
graing of hydrate of chloral administered at once, and five ounces of
wine ordered daily in addition to the brandy. At 7 p.m., temperature
105:2%.  Cold sponging repeated. At 8, tewmperature 104:6°; at mid-
night, 103-6°,

22nd.—At 10 a.m., temperature 102:8°. Slept about two hours.
Pains in joints more severe and more extensive,

From this time forth the temperature subsided, and although the
Eatiﬂnt continued to be restless for some days, and to suffer from a

arassing cough, the result of pneumonia and bronehitis, she made a
good recovery.

GENTLEMEN,—It is imposgible not to recognize in each of the
foregoing cases—at all events, in the second case—a strong
likeness in miniature to those fearfully fatal attacks of hyper-
pyrexia with head-symptoms which startle us sometimes in the
course of acute rhenmatism. The points of resemblance may
be summarized in the following epitome of the report :—In
George B— there was a pre-existing nervous diathesis, if T may
so speak, and that alone is a preliminary of the utmost signi-
ficance. The first special symptom to attract observation
was talking in sleep on the night of June 6th—not much, it
may be said, but quite enough to put us on our guard, and
accordingly increasing attention was paid to the temperature.
From the 8th to the 14th, the pain in the joints subsided,
and almost disappeared. On the 12th there was a red miliary
rash, which on the 15th became intensely well pronounced.
On the 14th the patient complained of weakness and deaf-
ness. The latter symptom, which really began on the 12th,
he wrongly aseribed to the influx of perspiration into the
ears, for the deafness vanished after the bath, in spite of the
free exhibition of quinine, while the perspiration continued as
profuse as ever. On the 15th there were exteme restlessness,
msomnia, and prostration. At midday the sweating abated,
and the trunk and limbs became dry and pungently hot to the
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touch. At 1.30 p.m.the temperature reached its maximum,
106° in the axilla. At 2 p.m. the bath was administered, and
all the threatenings of mischief swiftly passed away. In the
case of Emily D—, on June 17th it was noted that the pains
were fugitive and fluctuating, and on the 20th that they were
decidedly on the decrease. On the same day there was a rise
in the temperature, although it was far from amounfing to
hyperpyrexia ; there was rather sharp diarrhoea, probably the
rosult of severe catharsis ; there was prostration, possibly the
result of the diarrhcea ; there was dryness of the skin; and the
patient became unusually loquacious, although perfectly
sensible in her remarks. Ab midnight her manner was une-
quivocally strange; and now the temperature amounted to
105-2° in the axilla. After an injection of morphia she fell
into a state of low delirium, with alternations of sleep and
restlessness, until 3 a.m. (June 21st), when she became
more rational, though dull and somnolent. At this date the
temperature, which had been rising rapidly, culminated at
106° in the mouth. Again, you will observe the prodromata,
or rather the inangural symptoms, are in accordance, as far as
they go, with those of the grand mal ; and again, the bath which
was promptly administered gave complete relief, at least when
supplemented with cold sponging, which cleared away the last
remnants of fever and excitement. 1t might, indeed, be
alleged that many of the so-called prodromata in Emily D—
were symptoms of poisoning by morphia, and nothing more.
This can hardly have been the case in any material degree, for
the morphia injection Was repeated in the same dose within
eleven hours, and produced no corresponding cONsequUences.
Fven if the morphia be held responsible n any degree for the
rosults in question, 1t can only have been collaterally and
secondarily responsible. The main mischief lay in the nerve-
centres and in that loss of mervous equilibrinm which gave
force and fulness to the o oration of the morphia in the first
instance, while the suc{:eecﬁng calm and the restoration of the
balance after the bath made it. powerless for evil in the second.
Again, it might be alleged that pneumonia is responsible for
the attack in one Ccase, and over-purgation in the other. It
may have been so in the beginning, but without rheumatism
the symptoms would never have presented the peculiar features
recorded ; and with vheumatism, if they had been allowed to
~un their course, there is no reason in the world why, having
advanced so far, they should not have gone a step further and
ended in hyperpyrexia and death. Clearly, then, insignificant as
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the above attacks may appear at first sight to those who have
never had the good or the ill luck to come face to face with the
worst manifestations of the malady, they really raise a question
of the highest importance. Were they nothing more than
mere rodimentary disorders, essentially innoceunons, and never,
under any circumstances, destined to come to a dangerous
maturity, or were they grave and formidable attacks in
embryo, cut short in their development by medical interference ¥
On the whole, I am convinced that the greater and the lesser
seizures are the same in nature ; whether they are the same in
tendency, what their comparative degrees of danger may
precisely be, how many times the lesser evil, if let alone, may
merge in the greater—these are questions I dare not pretend
to determine. Anyhow, even if we believe in a difference of
tendency, it would be unwarrantable to act upon that belief.
The commencement of a grave case must strongly resemble the
consummation of a mild one; and, difficult—or, rather, im-
possible—as the distinetion must be on the moment, it is the
bounden duty of the physician for all practical purposes to
assume their 1dentity in every respect.* In other words, if in
acute rhenmatism he meet with a temperature of 105° or even
on occasions 104° or 103° along with nerve-symptoms and
other congenial phenomena, he should at once plunge the
patient into a bath. Chest complications need not deter
him, nor even a considerable amount of prostration. For the
average tun of cases, the plan recorded in the notes may
suffice ; it is slow, indeed, in accomplishing the end in view, but
it is safe. If ever the old maxim  Principiis obsta™ is to have
any value, it should have it now under the circumstances above
given; and if ever delay is to be dangerous, it should be
dangerous now. We cannot afford to wait for anything like
an outburst of trune hyperpyrexia, whatever that may mean,
although, of course, it would be a far grander achievement to
extinguish than to forestall one, and although, of course, when-
ever preventive measures succeed, it is easy to say in the end
that there was nothing to prevent from the beginning. There
is no hard-and-fast definition of hyperpyrexia in the nature of
things; what is only pyrexia in one man may be virtually

* Dr. Wilson Fox appears to have found that spontaneous recovery
in acute rhenmatism after 1067 is rare, and almost unexampled. If Dr,
Fox is right, the question of absolute identity in all respects is well-
nigh settled beyond controversy, at least as far as my own cases are
concerned. (See Dr. Wilson Fox on the  Treatment of Hyperamia,’
p- 27, and foot-note.)
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hyperpyrexia in another, with all its associated elements of
danger to life. Given corresponding symptoms, I regard 105°
as the utmost limit allowable before the adoption of the bath,
and even without any ascertained history of corresponding
symptoms I should never wait beyond 106° or even 1055%. I
have made no reference to medicinal or other measures pre-
liminary to the bath or supplementary to it, partly because it
was beyond the scope of the present lecture, partly because no
long time ago I entered at large in the particulars of the subject.
In conclusion, I venture to express the hope that, with our
attention awakened to the possibility of forthcoming mischief,
we shall hear less and less of the grand mal from year to year;
and that, as it appears to be absolutely unknown even now in
many parts of the world, so hereafter it shall be comparatively
unknown elsewhere.



LECTUGRE III

ON A CASE OF ACUTE TUBERCULAR DISEASE, WITH OCCLUSION OF
THE VAGINA.

Delivered May 24th, 1872. Published in ‘ Lancet * Aungust 3rd, 1872.

Eriza W—, mt. 15, was admitted under my care on the 26th of
April, 1872. Her father and mother ave alive and healthy, and there is
no history of comsumption in the family. The patient herself had
always enjoyed good health until about six months ago, when she ex-
perienced acute pain in the head, recurring from time to time. For
the last three weeks her fellow-servants had noticed that she was
stupid and dull; previcusly she had been an intelligent and bright
girl. On the 22nd of April she complained of severe headache, pains
in the back and loins, sickness, and constipation. For some indefinite
period she had been subject to a slight harsh eough. She had never
menstronated,  On admission, the tongue was foully coated ; complexion
purplish ; expression dull; no congh ; no dyspnea; anorexia, but no
thirst ; complains chiefly of headache, nansea, and pains acrvoss the
loins, in the knees, and under right axilla; a few large pustular spots
on the trunk ; nothing of any moment discovered on examination of the
chest. Ordered an effervescing dranght, with spirit of chloroform, every
six hours, and a warm bath.—Evening: pulse, 96, respiration 18, tem-
perature 99°.

April 27th.—After a sleepless but not delivious night, the patient
seems drowsy this morning, When moved and examined by percus-
sion and auscultation she is fretful, and apparently hypermsthetic ;
%upilﬁ dilated ; no headache ; tongue densely coated orange and white.

o urine passed since admission, Twenty-five ounces withdrawn by
catheter; specific gravity 1015; contains no albumen. Morning pulse
96 ; temperature 958'9°, Ordered, two grains of calomel at once, and in
three hours a draught of eastor oil. Twenty grains of bromide and
two grains of iodide of potassium added to each dosc of the effervescing
mixture. Hydrate of chloral, fifteen grains, administered at night.

98th.—Slept well after the chloral, but tosses her limbs about this
morning, seems stupid and heavy, and scarcely answers questions at
all. Temperature 954°; pulse 102, unequal in force and rhythm.
Ordered dry cupping to the nape of the neck, and a castor oil enema,

99th.—Lies in a semi-comatose condition. Jactitation continues.
Urine, after retention for twenty-four hours, withdrawn by catheter;
specific gravity 1025; reaction acid; contains a trace of albumen.
Motions after castor oil abnundant and extremely offensive. The head
to be shaved, and compound camphor liniment, with the addition of
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half its volume of strong solution of ammonia, to be applied to the
scalp; enemata of strong beef-tea—three fluid ounces with an egg—to
be administered every four hours—3.30 p.m.: patient grinds her teeth;
complexion intensely livid.—Evening : pulse 188 ; temperature 99-6%

th.—Complete unconsciousness ; extreme lividity. Pulse 146; res-
pirations 54 ; temperature 101'8°. Died at 3 p.m.

Autopsy, twenty-four hours after death.—The following is an abridg-
ment of Dr. Robert King's report:—Body well nourished. Bot
lungs, as well as their pleural membranes, were thickly studded with
gray miliary granulations. There were also numerous subplenral
ecchymoses. In both lungs were small patches of extravasation, and a
fow islets of lobular pnenmonia in an early stage. The right lung was
gorged with black blood; the left was almost equally congested, but
with blood of a brighter red. The under surface of the diaphragm and
the capsule of the liver were copiously beset with miliary granulations.
The liver itself contained a number of cheesy bile-stained bodies, a
little less than a split-pea; these were found to consist of bile-duets,
nearly if not entirely obliterated by deposits within and around their
walls. Grannlations were found abundantly in the spleen and kidneys,
and in both organs they had partially undergone the cheesy metamor-
phosis. There was no aleeration of the intestines, but specks of
tubercle were discovered on some portions of the peritoneal surface,
especially on that forming the recto-uterine fold. The uterus and
ovaries appeared to be healthy ; but around the os uteri was a little
patch which seemed to be roughened by miliary granulations. The
vagina formed a huge sac, measuvring eight inches in circumference,
and containing some twenty-five or thirty fluid ounces of dark, gromous,
offensive material, which escaped in abundance on cutting through the
thick, tough, and imperforate hymen. Gray granulations were met
with at the base of the brain, in the fissure of Sylvius, and on the
upper surface of the cerebellum. The brain-tissue was extremely soft,
ans the lateral ventricles were distended with fluid and greatly dilated.

GexTLEMEN, at the onset we had the greatest difficulty in
escertaining the previous history of the case. The facts had to
be gathered piecemeal from various sources. When gathered
they were meagre in the extreme, and we were left n great
measure to our Own resources. There were many features of
hysteria about the case, but a moment’s reflection sufficed to
dispel that idea. The tongue alone, densely and foully coated
as 1t was, gave positive evidence strongly in favour of more
cerious mischief, while the absence of all quivering of the eye-
lids bore witness to the non-existence of hysteria. Indeed, 1
should rate the negative evidence as even stronger than the
positive ; for in my experience, amidst all the fleeting phases
of that wonderful malady, this quivering of the eyelids is
almost invariable. We were, then, compelled to look for some
other way of accounting for phenomena which, apart from
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hysteria, were in the highest degree alarming. With some
misgiving and some mental reservation, I wrote down the dia-
gnosis of tubercular meningitis. When, however, 1 learned
that there was a history of severe and recurring headache six
months ago, I began to waver in my decision. It seemed
natural to connect that headache with the existing dizease;
and if there were grounds for assuming this connection, it
appeared impossible to retain the original diagnosis, for tuber-
cular meningitis would assuredly have done its work and taken
the life of the patient long before six months were over. 1
wavered then for a while, and bethought myself of abscess or
tumonr in the brain, but I never erased the written words from
the card, and the last thirty-six hours of the girl’s life proved con-
clusively to my mind that the old diagnosis was the true one.
During the whole period of her residence in the ward she had
been remarkable for the purple flush of her complexion. Now,
however, she became intensely livid, and even eyanotic. You
are aware that death by apneea and death by eoma are formally
distinguished from each other, and they are truly distingunish-
able at their origin, but at their close they present many phe-
nomena in common, and in the dead-house the appearances in
the lungs are much the same. It might, therefore, have been
argued with some show of reason that the intense lividity of
the girl betokened nothing more than coma assuming naturally
the characters of apneea at its close. The argument would
have been untenable. The lividity had existed at the onset
long before the coma began, and in the end it was intensified
in a degree, and for a period of duration, utterly inexplicable
on the hypothesis of coma alone. There must inevitably have
been all along intrinsic disease of the lungs quite independent
of any pathological process going on within the eranium, and
such intrinsic disease by exclusion must have been tubercular.
I say by exclusion for this reason: if the lungs on examination
tell you nothing at all, or nothing of any special significance,
and yet, on general grounds, you are assured of the presence
of lung disease, then you may be equally sure that the lung
disease is tubercular, and under the same circumstances you
may reasonably surmise that there is a free distribution of
tubercle, not in the lung-tissue only, but elsewhere thronghout
the several organs which it usually invades. Amongst these
organs the membranes of the brain, in particular the pia mater,
occupy a pre-eminent place. Tubercular meningitis, then, was
about as safe a diagnosis as any fallible man conld make. The
old Leadache was, in all probability, connected with the arrest
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of the catamenia, of which I shall presently speak, and stood
in no direct relation to the existing symptoms.

If you remind me that there was no history of consumption
in the family, I reply that such a history, to the best of my
belief, has little or nothing to do with the far-spreading deve-
lopment of miliary tubercle. If, again, you tell me there was
no acceleration of pulse or breathing, at least before the closing
scene, no cough, no dyspncea, properly so called, no elevation
of temperature, I reply that, strange as it may seem, you mdy
have none of these things in tubercular meningitis. With
regard to cough and dyspnoea, as the mere diffusion of pulmo-
nary tubercle cannot be discovered by physical examination, so
it fails to betray itself outwardly by any violent or explosive
act ; and in truth 1t i« one of the best marked features of
tubercular meningitis that the chest symptoms go to sleep, as
it were, while the brain is unnaturally awake. With regard
to the pulse I have known at least two cases of acute and uni-
versal tubercular disease where the pulse never exceeded 100
from first to last, so long as they were under my observation.
Qimilar remarks apply to the respiration in a minor degree.
Understand me rightly, however. I am not going to deny that
before the accession of brain-symptoms both the pulse and
the respiration may have been, and probably were, above the
normal average. Finally, with regard to temperature I have
been enabled to declare for tubercular meningitis in a difficult
case, on the ground of a temperature never exceeding 99°.
Again understand me rightly. 1 am not affirming the absence
of well-developed fever-heat as the rule ; far from it. I only
say that fever-heat may be absent in some cases towards the
close, and even during the whole period of medical supervision.

So much for the aspect of the case during life. Let us now
pass in review the two most remarkable features in the dis-
coveries of the dead-house: the wide-spread dissemination of
tubercle, and the arrest and imprisonment of the catamenia
within the sac of the vagina, for sac it may be called with pro-
priety when its orifice was closed by an imperforate hymen,
and its wall presented a circamference of eight inches.

Gentlemen, I need not inform you that modern researches
have gone far to set aside the old doctrine so long prevalent as
to the origination of tubercle, and have established the general,
if not universal law, that tubercle, at least in the disseminated
form, is mot a neoplasm or primary growth, the result of a
peculiar dyscrasia, but a secondary deposit, the offspring of an
infective process. The aboriginal source of that infection is
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said to be for the most part some material which has undergone
the caseous degeneration. Analogous deposits in the form of
secondary abscesses occur, as you know, in pyemia. Now,
assuming the truth of the aforesaid law, how are we to account
for the acute development of tubercle in our case ! On careful
examination we found nothing whatever to explain it, save only
the collection of decomposing catamenial blood in the vagina.
Blood of course contains white corpuseles, and white blood-
corpuscles are held by many to be chiefly, if not exclusively,
the progenitors of pus-globules. Blood, then, in its retrograde
metamorphosis, may be supposed to go through a process akin
to suppuration, and on this view no one would have been sur-
prised if we had discovered in our case the evidences of
pye®emia. Again, there is but one step between suppuration
and caseation ; and, indeed, the essentials of the change in
guestion may have actually existed in this girl, although, of
course, the appropriate form and consistence were wanting ;
for condensation was impossible with a fresh flow of blood
recurring at each catamenial period. On this view there is
nothing unnatural or astonishing in the discovery of tubercle,
which, in the absence of all other conceivable sources, may, with
extreme probability, be aseribed to the decomposing blood-
mass in the vagina. Perhaps, however, I have been refining
too much and drawing unnecessary distinctions. It may be
that sometimes the same foci of infection give rise to pyamia
and tubercle indifferently, the particular product developed
varying with the constitution and surroundings of the patient.
Nay, more, it is not beyond the limits of a fair presumption to
suppose that both processes may occur at the same time in the
same individual, and in our own case it might not be going too
far to designate as products of something like pymmia the
pustular scabs on the trunk and the ecchymoses beneath the
pleura. There is an obvious reason why the two processes
should not often be found co-existing in the same person ;
pyemia will, for the most part, kill before tubercle has time to
gTOW. -

I conclude, therefore, in favour of the disintegrating blood
as the fountain-head of the muschief, and this conclusion is
positively and strikingly confirmed by the multitude of miliary
granulations clustered around the os uteri, and scattered
throughout the recto-uterine fold of the peritoneum. If I am
right, the case is almost unique, for I cannot recollect having

heard or read of tubercle originating in the decomposition of
blood.



LECTURE IV

ON A CASE OF OTITIS, WITH ARSCESS OF THE CEREBELLUM
: AND PYEMIA

Delivered December 6th, 1878. Published in ° Medical Times and
Gazette,’ May Sth, 1880.

Annig O—, =t. 12, was admitted under my care on October 12th,
1878, with the following history, as recorded in the notes :—Her father
died of phthisis, and one sister of marasmus. She herself has suffered
from pains in the head for many years. For the last six months she
has been growing thinner, and for six years she has had a foul-smelling
discharge from the right ear. On October 7th she complained of the
head; on the 9th the heart beat violently, and from that time forth she
felt drowsy and vomited much, independently of the food she had
taken.

On admission, she is described as a fairly nourished, dark-haired, red-
lipped girl; cheeks flushed ; tongue furred; pupils large, equal in
diameter, and equally responsive to light; eyes en{:irn'ieg by a deep-
brown areola ; pulse small and compressible. Vomits incessantly, and
complains of almost incessant headache, chiefly over the forehead. No
ctrabismus; no retraction of the abdomen. Temperature 100°; pulse
112 ; respirations 28.

The case is far too long for detailed description. I can only give a
sketch of the sequel in 2 general way, with one or two allusions to par-
ticular dates. Summarily, then, the main points were these :—Recur-
vent rigors, thirteen in number from admission to death, a period of
eighteen days. Continued vomiting—often a simple regurgitation of
clear inodorous fluid, neutral to test paper, while the vomited matters
at other times were most offensive in odour. Foul exhalations from
the breath and from the whole body. Pain, seated first in the frontal
region, then attacking the occiput, ultimately restricted to the right
side of the meck, and there accompanied by much swelling and
tenderness of the parts around. Spectral illusions and visions
strange forms flitting about the foot of the bed; hypermsthesia of the
curface ; dizziness; difficulty of swallowing, and involuntary passage of
urine and fwces. Harassing cough and severe pain on both sides of the
thorax and across the abdomen. Impaired resonance ovel more than
the lower half of the right back—noted on October 25th ; dulness over
both posterior bases, with fine crepitus on the left side—noted on the
96th of the month. In the last stage unconseiousness or semi-con-
sciousness, diarrhea with fetid evacuations, aordes on the gums, in-
sensibility of the pupils, lividity of the lips, and, on October 30th, death
amid convulsions.
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The important phenomena of the pulse, the respirations, and the
~ temperature, I have held in reserve apart from the rest, in order to

dwell upon them a little more at length. The pulse was variable;
never below 100, often inordinately rapid, especially towards the close;
the highest rate on record amounted to 163. The respirations also
were variable. Always above the average gtandard even from the
beginning, in the end, during the last week, they rose to an enormous
number, culminating in 76. Often they were paroxysmal, but the
paroxysms never bore the periodical characters of the Cheyne-Stokes
type, the ascending and descending form, that which is bounded by
absolute apneea at each extremity of the cycle. The temperature, high
at first, but not immoderately so, on the 17th began to look ominous.
On the 19th it was taken every two hours. The maximum for that day
was 1052°, and the minimum 994° giving a range of 58° For the
aucsﬂeeding days the four highest maxima were 10522, 106°, 106°4°, and
106:8°. The four lowest minima were 97°6°, 9747, 97° and 96-2°. The
four oscillations of the greatest amplitude—the four longest ranges—
were 8°, 84°, 92° and 10-2°

For treatment iodide and bromide of potassium along with occa-
sional opiates were tried in the first instance, but soon superseded by
opium in repeated doses—five minims of the liquor opii every three
hours, or forty minims in the course of the day. The compound ether
and compound cetaceum draughts followed in association with the
linetus morphize, which henceforth did duty for the opium, inasmuch
as the pain was now on the decline. At the last, hydrocyanic acid and
bismuth were given to control vomiting. Throughout the case most of
the ordinary local remedies were in constant use, but leeches were only
once applied.

Autopsy from the veport of Dr. Sydney Coupland.—The longitudinal
ginus contained a small quantity of non-purulent blood clot. The pia
mater on the convexity was smooth and transparent, but its vessels
were very full of blood. The outer and upper part of the cerebellum on
the right side was found adherent to the dura mater, which at the spot
presented a dirty slate-blue appearance. The cerebellum itself was
similarly discoloured in the same region, and, on detaching it, a quan-
tity of bright grass-green pus escaped from a rent corresponding to
the site of an abscess in the white matter of the right cerebellar lobe.
The abscess was about the size of a chestnut, and abutted on the sur-
face, o flattened lamina of grey matter alone intervening. The pia
mater at the base of the brain was natural, but very vascular. No
other abscesses were met with, but scated in the substance of the left
corpus striatum, and projecting into the lateral ventricle, was a small
opaque-yellow, firm, encapsuled nodule, believed by Dr. Coupland to be
a tubercle, and not an old abscess. In the right posterior fossa of the
base of the skull the dura mater covering the petrons bone was thick-
ened, discoloured, and in part separated from the bone by a collection
of pus. In the immediate neighbourhood of this change the lateral
sinus for the lower half of its course was completely obliterated, or
rather converted into a marrower channel filled with pus and sur-
younded by thick soft walls. On examining the neck there was seen to
be considerable swelling and matting together of the tissues on the
right side around the track of the jugular vein and beneath the
anterior margin of the sterno-mastoid musele. A large group of red-
dened and swollen lymphatic glands imbedded in fat covered the vessels
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from the mastoid process to a level with the thyroid body. The jugular
vein throughout its entire course was bounded by a firmly adherent
thrombus n% a dusky gray colour, and permeated by a narrow pus-
containing channel. The thrombus terminated at the junction of the
jugular with the subclavian vein, and from this point onwards along
the innominate a non-adherent, partly decolorized ecoagulum ex-
tended into the vena cava and right auricle. The right ventricle also
and the left auricle contained coagula of recent origin. The heart’s
tissue appeared to be healthy.

In the right pleural cavity was found fully a pint of chocolate-
coloured foul-smelling fluid. The pleura itself was coated above and
on its posterior surface, by a thin ash-gray false membrane, below and
anteriorly by a thick layer of soft granular lymph. Beneath this last-
named layer of lymph were found the remains of a pyzmic abscess in
the lung, and the whole of that organ was studded with pymmic infare-
tions in all stages of development, from small firm nodules of h@emor-
rhagic nature, and other nodules, purulent or puriform in the centre,
and dark-red at the circumference, to abscesses of the size of hazel nuts,
with ill-developed lining membranes. Between the infarctions and
the abscesses the lung-tissne was intensely engorged. Beyond a small
area of vascularity there wereno appearances of pleurisy on the left
gide. There were, however, numerous capillary ecchymoses in the
visceral pleura, and the left lung was pervaded with py@mic formations
as freely as its fellow. The peritoneum was natural. The spleen was
large, pale, and soft. The liver was pale on the surface, and on section
presented a swollen, glistening character, the lobules being ill-defined,
and the consistency of the organ diminished. The cortex of each
kidney was infiltrated and bloodless, contrasting strongly with the
pyramids, which were full of blood.

‘After the autopsy the temporal bone was examined at leisure, and
sections made through various parts of the petrous portion. The
internal anditory meatus contained a gmall quantity of pus, and its
lining membrane appeared to be thickened and discoloured. The mem-
brana tympani also was thicker than natural, and at its lower margin
showed a perforation which would admit a probe. The tympanic cavity,
as well as the vestibule, the semicircular canals, and the cochlea, were
filled with a whitish-yellow cageous-looking material, evidently cemented
pus. The walls of the tympanum were discoloured, and some slight
discoloration was seen in the upper portion of the cancellous tissue of
the mastoid process, and on the floor of the lateral sinus, where it
grooves the temporal bone.

GunToEMEN,—In the foregoing record of the post-morten
phenomena you see portrayed in their most characteristic
features the consequences resulting from caries of the temporal
bone, or rather I ought to say from otitis interna, understand-
ing the term broadly as embracing all the structures of the
auditory apparatus within the houndary of the membrana
tympani. Those features are the following :—Pachymeningitis
or inflammation of the dura mater, abscess of the brain,
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thrombosis of the intracramial sinuses, and pysmia. Lepto-
. meningitis, or meningitis simply so called—au.e. inflammation
of the pia mater—is not so commonly or conspicuously present
as its predecessors on the list, at any rate in the adult. Strictly
speaking, there was no lepto-meningitis in our case, only a
high degree of vascularity in the membrane.

- The following are the principal symptoms ageribed by anthors
to abscess of the brain :—Pain in the head, often agonizing,
convulsions, paralysis, coma, drowsiness, stupor, shivering,
pyrexia, delirium, vomiting, involuntary passage of urine
and faces ; in a few cases, defective articnlation ; instill fewer,
loss of langnage or aphasia. Be it understood, however, that
these are the symptoms of the acute stage; for in many
instances—perhaps in the majority—suppuration may be
slowly progressing without a ftrace, or with hardly the trace,
of a symptom to betoken its existence. I have many times
in this place dwelt upon the marvellous apathy and long-
suffering of the brain—the great centre of sensation and
voluntary motion—under ecircumstances which one wonld
suppose sure to awaken its resentment. Morbid products, so
long as their growth is slow, may lie imbedded in the brain-
substance for many months, nnknown and unsuspected, until
some determining cause occurs to light np an explosion. You
are at liberty, therefore, in a large proportion of cases, to
recognize two stages in the career of encephalic abscess—the
stage of delitescence, and the stage of activity ; the period of
smonldering, and the period of conflagration. The first period
may be of indefinite duration ; the second is variable, lasting
from a few days to several weeks.

Abscess of the brain, so far as it falls under the province of
the physician, or more precisely, so far as it 18 unconnected
with injury to the skull, may be said to occur in two principal
varieties, one originating in disease within or around the bones
of the eranium, the other in pyzmia. A few cases there may
be of idiopathic abscess ; certainly a fair number are on record
whose origin was never ascertained. These abscesses, however,
were for the most part recorded at a time when the pathology
of the brain was ill understood. Apparently the inflammations
whence they arose were looked upon as accidents which might
befall the brain, exactly as pnenmonia or bronchitis might
invade the lung from causes unknown orincidental to every one
in the common course of life. As our pathology advances,
these unexplained cases retire into the background, and almost,
I will not say entirely, disappear. Sir Willam Gull would
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seem to dismiss them altogether, and Rindfleisch is equally
decided on the point. Cases, it is true, have been clearly
traced to ulcerative endocarditis in the septic form, but
between this form of endocarditis and pymmia the line of
demarcation is so dim as to be nearly invisible, and the cases
themselves offer no valid exception to the rule. For all
practical purposes, then, the distinction may remain as it
stands. Our own case offers an example of the first-mentioned
variety—that which originates in the cranial bones—although
it is a case of undoubted pyzmia. Let me enlarge upon this
point. The case was one of pymmia, but the abscess m the
brain was not pyzmic ; it was the direct consequence of disease
within the petrous bone, pachymeningitis, and thrombosis of
the lateral sinus; it was developed by contiguity alone ; 1ts
propagation was purely local, and in no degree systemic. The
frue secondary products of pymemia were found in the lungs
and in the pleural cavity. They sprang from the petrous bone
and its surroundings ; they differed n their mode of derivation
from that origin.

I have spoken of the cranial bones and their appurtenances.
This requires a word of explanation. In many cases the bony
tiecue is itself extensively diseased, and the disease may reach
the internal surface of the bone, and so attack the meninges
and the brain-substance bodily. In some cases the bony
tissues are not extensively carious—nay, they need not be
earious at all—but the contained cavities are the seat of dis-
ease. In this second class of cases the abscess is often seated
~t some distance from the bone within the interior of the brain,
and is presumably due to inflammation of a vein, or to coagu-
lation of blood within the channel of a vein, the coagulum
invading the vessels of the meninges, and in the end those of
the brain-material itself. For all these points in pathology we
are largely indebted to Sir William Gull and Mr. Toynbee.
In the present case there was no disintegration of bone, only a
discoloration.

I have distinguished, medically speaking, two principal
forms of encephalic abscess, one deriving its source from the
cranial bones and sinuses, the other from pyzmia. You may
naturally ask me, Is the distinetion drawn absolutely accurate
at all times? May not caries and other morbid processes
within and around the cranial bones and sinuses as readily give
rise constitutionally to the products of pysemia in the brain-
substance as they give rise to secondary changes in other
organs, and as readily as foci of disease in other organs deter-
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mine the products of pymmia in the brain? There is no @
_ priori presumption against this view. Multiple and even
single metastatic abscesses may be developed in the brain when
the source of infection is far distant. Is there any reason in
the world why they should not be found there when the
primary source happens to be near at hand within the walls of
the eranium ? The channel of communication would be essen-
tially the same in both cases. The morbific matter emanating
from a source within the eranium may indeed attack the lung-
tissues, the pleura, and possibly the pericardium, inducing
pulmonary infarctions and abscesses, with or without empyema
or pericarditis. More than this, it may pass onwards, clear the
capillaries of the lungs, and lead to the formation of pus or
puriform deposits, sometimes in the liver, more frequently in
the joints and their surroundings. Is there any reason in the
world why it should not attack the brain in like manner, by
the same route, and with the same result? Strange to say, in
the whole course of my reading and experience, 1 am not sure
that I have ever met with an unequivocal example in point.
In other words, given a lesion in the cranial bones along with
suppuration in the brain, and apart from all foci of infection
elsewhere, I have never been able to assure myself that such
suppuration arose from a pervading systemic blood-change.
As far as I know, the rule for the vast majority of medical
cases is this : the lesion and the suppuration are on the same
side of the cranium and its cavity. Were the suppuration
owing to pysemia, the abscesses would be found on both sides,
or indifferently on cither side. Surely we onght now and then
to meet with an abscess on the opposite side ¥ As a matter of
fact I have never encountered more than one indisputable case
of the kind, and that a most insignificant one in every sense,
so that, speaking within the range of my own researches, I
should practically disregard this case altogether, and make the
rule absolute. Of course the experience of the profession may
contravene this canon. Abscesses, more or less numerous,
originating under the above condifions may have been dis-
covered, or may yet be discovered, on the side of the brain
opposite to the lesion. This would at once prove my main
contention to be wrong, and all its corollaries and the distine-
tions founded upon it would fall to the ground. If, on the
other hand, that contention is mght, then it is a marvellous
fact, and one that passes all understanding, when we reflect
upon the close relationship between pymmia and bone-disease.
1t is true, abscesses of the brain might be ascribed—nay have

3
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been ascribed—to a local and limited pysmia, and it must be
admitted that they present some analogy on a small scale to
the phenomena and processes of general blood-pollution,
when they are deep-seated and separated from the offend-
ing bone by a broad barrier of normal nerve-substance.
Such limitations, however, in the meaning of the term
appear to me undesirable. In my opinion, pysmia ought to
be regarded as universal in its scope and as co-extensive
with the blood itself.

Perhaps it would only be fair dealing to take note of certam
allegations and assumptions that might be made in antagonism
to the views here propounded. It might be alleged that there
is scant evidence for the development of secondary abscesses in
any of the viscera beyond the lungs in the cases under discus-
sion ; and, indeed, it would appear that few, if any, derivative
lesions are ever transmitted from a focus of disease within the
bones of the cranium to the spleen or to the kidneys. If, then,
these organs escape contamination, why should the brain
suffer ? it may be asked. Where is the mystery of the brain’s
exemption from the ravages of pyemia? All this is nothing
to the main purpose ; it only widens the field for wonder, and
the old dilemma reappears under a new form. How comes it
to pass in these cases that secondary appearances are so seldom
disclosed in the viscera beyond the lungs, in the brain or else-
where, save occasionally in the liver ? Again, it might be
assumed that the brain-tissues in the neighbourhood of the
primary lesion are by that very vicinity undermined m struc-
ture, and rendered prone to dissolution at the touch of py@mia.
Hence it may well be that py@mia, engendered in the bone and
propagated through the medium of the lungs, will not assail
indifferently the one or the other side of the brain, but will
fasten by choice on the side contignous to the lesion—the side
predisposed for the reception of the virus. Kven in true
pyemia, then, from the nature of the case the secondary
changes might be expected to occur in the corresponding
hemisphere, and it would be wrong to ascribe unilateral abscess
there as a matter of course to local propagation alone. Let
this argument go for the utmost it is worth : it only establishes
a preference for one side, not an exclusive attachment to it ;
and nothing short of this will avail to explain the phenomena
as the results of pymia proper. A certain proportion of cases
might fairly be claimed for the opposite side. No such pro-
portion exists, as far as T know. One undoubted case of this
nature, and one only, have I ever encountered. It was under
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the care of Dr. Greenhow. The mastoid cells on the right side
were discoloured, and contained pus in the fluid form. Masses
of concrete pus filled the right tympanic cavity. The right
lateral sinus and jugular vein were occupied by a suppurating
clot, the suppuration reaching down to the subclavian vein,
where the outlet was closed by a rounded coagulum. Nume-
rous characteristic secondary abscesses were scattered throngh-
out the lungs. A minute abscess, about the size of a grain of
wheat, was seated in the white matter of the left posterior
lobe, near the inner margin of the convolutions. Now, if this
is not to be numbered among the unexplained and inexplicable
cases, I am of opinion that it must be traced locally to the
disease within the bone. At any rate the entire issue may be
formulated thus. Tt is infinitely more probable that an abscess
should for once arrive at the opposite side of the brain by local
transmission from the diaeaaef bone, than that it should never
more than once arrive there from the same starting point by
systemic dissemination, Be that as it may, let Dr. Greenhow’s
case be a true example of secondary abscess, the outcome of

semia from otitis interna, it is but one out of a multitude of
cases ; add, if you please, my own case, with its small encap-
suled nodule, believed by Dr. Coupland to be the remains of
a tubercle, they are but two cases among so many, and cannot
shake the main distinction drawn between the principal varie-
ties of encephalic abscess—a distinction sufficiently near the
truth for the time being, until fresh cases are forthcoming to
annul it, .

The symptoms usually assigned to inflammation of the dura
mater are these :—Severe rigors recurring in paroxysms and
often simulating those of ague, high fever, headache, vomiting,
intolerance of light and sound, convulsions, and it may be
pyemia. Add to the above paralysis and coma, which are
especially apt to follow when the pia mater is involved in the
inflammation. No great amount of difference, you will say,
symptomatically between pachymeningitis and the acute stage
of abscess. Certainly not; but you must take the symptoms
as a group, and, given bone-disease, the pathological changes
are so often associated that the community of symptoms
becomes a matter of no moment in practice. Again, the sym-
ptoms of thrombosis will not differ essentially from those of
pachymeningitis. You would naturally expect this, inasmuch
as the wall of the sinus is only a prolongation of the dura
mater, a fold or reflection of that membrane. One point
requires to be emphasized. When the sinus is blocked by a
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foul decomposing clot, the danger of systemic infection is more
imminent than when the channel is unobstructed and free.
Our own case is remarkable in this particular, that the coagu-
lum attacked the jugular vein, and in its descent accounted
well for the descending pain, which, first assailing the head,
passed downwards along the mneck, and then occupied exclu-
sively the right side of that region over the path of the
thrombus. 1t was not, however, the thrombus alone nor the
accompanying phlebitis thab determined the pain in question.
The tissues around were all coincidently inflamed and played
their parts severally in its production. On the other hand, the
disintegrating thrombus played the foremost part in the deter-
mination of the pyzmia.

On the pysmia in our case there is no necessity to comment
at length. It belonged to to the unequivocally embolic class.
All the coarse and conspicuous lesions were seated on the
hither side of the barrier interposed by the capillaries of the
lungs. The finer fragments drafted from the decaying clot in
suspension or in solution might indeed surmount that barrier
and spoil the wholesome crasis of the systemic blood, but
the grosser débris lodged bodily in the bifurcations of the
pulmonary artery, and there established blocks as prone to
retrograde and degenerate as the primordial thrombus itself.
Corresponding changes ensued in the pleural cavity through
simple continuity of tissue.

Pyszmia may be caricatured by a whole host of diseases—
in fact, by all diseases which present the phenomena of hectic
and typhoid symptoms combmed. As a rule, however, the
thermometer will set at rest the differential diagnosis. In our
case the chart alone was decisive on the point ; and when
interpreted with the aid of the context, proved, beyond the
possibility of a doubt, that the lungs were the seat of dangerous
and swiftly advancing secondary processes.

In speaking of the treatment of py@mia it is unnecessary
to dwell on the importance of anodynes, soporifics, stimulants,
and restoratives, powerless though they may be for any
permanent good. Among real remedies, if they have any
existence at all, the most popular is quinine in large—I might
say in enormous—doses. Quinine, you are told, is antiseptic,
antiphlogistic, antiperiodic, and antipyretic. Now, with all
these associated antagonisms it ought to be a very powerful
agent indeed. If it have any influence in checking the eourse
of pysemia it is chiefly in virtue of its antiseptic and anti-
phlogistic powers. Quinine destroys the life or paralyses
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the movements of bacteria, vibriones, and all the legions of
living molecules that are believed to infest the blood n pyzemia
and its congeners: hence it is antiseptic. Quinine destroys or
deadens the movements and migrations of the white corpuscles
of the blood, and so modifies the processes of inflammation
and suppuration : hence it is antiphlogistic. In one or other
of these ways, or in both ways at once, it may save the vital
viscera from the taint of corruption, and thus avert the
approach of death for awhile, or even, it is said, sometimes for
a permanency ; but once let those viscera be, touched cor-
ruptibly,” and then death is imminent, and the drug is simply
thrown away upon the disease. With the antiperiodic powers
of quinine we have no concern: there is no such thing as
periodicity in pyemia; quite the reverse. As a pure anti-
pyretic, as a mere refrigerant, apart from all other modes of
operation, it is inconceivable that quinine can be of any
material use where the blood is so profoundly altered as it is in
pyeemia. I repeat, it is mainly useful as an antiphlogistic and
antiseptic. Other antiseptics have been brought to bear upon
the disease—sulphocarbolates, hyposulphites, and the like;
they are all, I fear, unavailing. Recollect, however, that we
were not concerned with pysemia alone, but with cranial and
intracranial changes, which called for a different course of
procedure, and forbade the unlimited use of the routine
remedies. I never gave a single grain of quinine, believing it
to be an utterly forlorn hope as against pronounced pysemia,
and fearing that it would only aggravate the vomiting, which
I endeavoured to hold in check to the best of my power, but
for the most part in vain. Iendeavoured also to mitigate pain
and to control congh and dyspneea. These ends we may have
achieved in some measure; we may even have prolonged life
and postponed death for a few days or for a few hours; but
the main purpose of all medication lay far beyond the range
of all our resources.

One point deserves to be especially noted. You may be
startled, perchance, at the free use of opium in the case of a
child, and above all in a head-case, so prone as all head-cases
are to terminate in coma. Bear in mind, however, that the
child was suffering sheer agony. Bear in mind, moreover,
that when a medicine has many properties and powers, and
when the requirements of the system demand that one of these
shall be concentrated npon a symptom of surpassing gravity,
all the remaining powers may lie dormant. To put it in a
simpler form: when a medicine, from the nature of the case,
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LECTURE V

ON A CASE OF PERFORATION OF THE TRACHEA BY AN ENLARGED
AND CASBEOUS GLAND.

Delivered January 16th, 1874. Published in ‘Medical Times and
Gazette,” January 24th, 1874.

F. 8. G—, =t 4, a frail-looking but most interesting and intelligent
boy, was admitted for the first fime September 29th, 1875 His father
and mother are both delicate; the father has enlarged glands in the
neck. There is no history of phthisis in the family. Patient was a
first_born child, fat and well-liking after birth ; but in a month he began
to wheeze, and it used to be said that he was asthmatical, like his
grandfather. In November, 1872, he had a_low fever, from which he
recovered in seven weeks. Shortly afterwards he became an out-patient
at Brompton Hospital, under Dr. Powell, and was treated with steel
and cod-liver oil. He then went into Oxfordshire, where he canght cold
after being out in the damp marshes, At night his breathing became
very bad, and his friends tgought he would die. On this account he
was taken home, and now (Aungust, 1873) the dyspncea grew worse. He
continued to suffer from repeated attacks of shortness of breath, and
came at last under the care of the late Dr. Murray, who thought he bad
an intrinsic laryngeal growth, and on this account admitted him into
the hospital under his own care.

On the night of admission (September 29th, 1873) he was seized with
severe dyspnaea, stridor, and cough of hoarse, ringing qu ality, lasting ten
minutes, and terminating with expectoration of mucus. On QOctober
9th, the congh was distressing, and he had an abortive attack of lividity
and breathlessness. On October 23rd, 24th, and 25th, the breath was.
exceedingly short, but he derived great relief from the application of
hot sponges to the throat. In all these seizures the head was thrown
forcibly backwards. On October 30th, when he was transferred to my
charge, the paroxysmal attacks were much mitigated, but there were
abundant sonoro-sibilant and moist riles in the chest. The hot sponge
to the neck, cold affusion to the face, and a dranght containing ether
and ammonia, generally availed to remove or assuage the dyspnaa.
During the early November he improved immensely, and was discharged
on the 18th of that month. No satisfactory examination with the
laryngoscope could ever be made; he required chloroform for the pur-
pose, and chloroform he could not bear.

He was readmitted under my care, November 27th, 1873, with a return
of the bronchitis, but he did not appear to be suffering from much
laryngeal discomfort. The old paroxysms of severe dyspnwa were
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gone, but still there were a few remaining chest viiles, and still he held
his head back as before in some degree. The glands in the neck were
observed to be swollen, and in particular one large gland stood promi-
nently forward in front of the left sterno-mastoid musele. For a full
fortnight he continued to improve, seldom suffering from any exacerba-
tion of his ordinary dyspnea. On December 13th, however, the
paroxysms began to reappear with some severity, and I added five
grains of bromide of potassium to the ether draught, with the view of
controlling spasm. On the nights of December 13th and 14th, he was
obliged to sit upright in bed with his head thrown back to recover his
breath; the lips were blue, and the respirations short. These attacks
passed off after the exhibition of the bromide and ether mixture and
application of hot flannels. On the 15th, he was ordered liniment of
belladonna to the nape of the neck and between the shoulders; the
attacks became fewer and milder, but still he appeared to be in great
danger. On the 17th, Mr. Morris was summoned, and all appliances
were held in readiness for tracheotomy if required. At 5.30 on the
morning of the 18th occurred a violent paroxysm, accompanied by
lividity, hoarseness, and orthopneea. Mr. Morris was again summoned,
and soon after 8 a.m. performed the operation of tracheotomy, or, more
exactly, that of laryngo-tracheotomy. (I quote from Mr. Morris’s note).
« A large vein taking a transverse course was divided, causing severe
hemorrhage for a short time until the ends were secured. The presence
of the tracheal tube greatly aggravated the spasms, which were attended
with short expiratory efforts and cough, with twenty long inspirations
and several shorter ones between the acts of conghing in the course of
o minute. The tube, however, was at last introduced and kept in sitil,
and at 10 am. the boy was breathing through it comfortably. At
11 a.m. it had to be removed again. At 3.30 p.m. the respirations were
easier than they had been for the last three days—they were fifty-two
in the minute; pulse 140 ; expectoration slight and free from blood-
stains. Nothing could be seen by condensed light thrown into the
opening in the trachea. Any attempt made to keep the orifice patent
by means of curved wire caused dyspnca and distress.,” Carbonate of
ammonia (a grain and a half) and spirit of chloroform ‘(five minims)
were ordered every three hours.

On December 19th, at 9 a.m., the child was sleeping quietly. At 10
the breathing became more laboured, and three ounces of brandy in the
day were prescribed. In the evening he appeared to be more com-
fortable, and towards midnight went to sleep; the pulse marking 148,
and the respirations 44.

On December 20th he looked more comfortable still ; sat up and played
with his toys. There were sonoro-sibilant and moist riles over the
upper regions of the chest; below, at the posterior bases, dulness on
percussion, with tubular breathing on the left side. The wound was
open and discharged mucus in abundance.

From this date to the 24th he continued to gain ground; the pulse,
respirations, and temperature all declined ; the percussion dulness disap-
peared at the bases and along with it the tubular breathing in the same
regions, althongh above over the scapul® there still remained a well-
pronounced bronchial and blowing character in the breath-sounds.
The wound appeared to be healthy, and, save that the child was unable
to breathe freely through the natural passages when the aperture was
closed, everything seemed to offer the fairest promises of a successful
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issue, for the time being at least, when on the evening of the 24th he
became drowsy, and the lips looked ominously livid. He rallied, how-
. ever, on the two following days; but on the morning of the 27th he
lost his appetite, grew livid again, and seemed languid and distressed
in his breathing. During the visit he was seized with a seyere paroxysm
of dyspnea, accompanied by a sharp cry. Ordered inhalations of
nitrite of amyl. At 3 p.m., after partial recovery from this seizure, he
was again attacked with another and yet more violent outbreak of
dyspnecea, characterized by gasping inspiratory efforts. He died within
five minutes.

Autopsy (from Mr. Sidney Coupland’s report).—No examination of
the brain was allowed. There were some old adhesions between the
upper surface of the liver and the diaphragm. On raising the sternum,
a collection of enlarged and somewhat indurated glands existed in the
anterior mediastinum, mostly over the root of the right lung—one of
these glands breaking down into a cheesy mass. the posterior
mediastinum there is a chain of enlarged glands from the size of a pea
to that of a hazel-nut, and just above the right bronchus these ila.nds
have formed a mass of perfectly caseous matter, while the glands igher
in the neck are also slightly enlarged. On laying open the trachea, the
tube was found to be occluded just above the point of bifurcation by a
mass of cheesy matter extending into the right bronchus, and proceed-
ing from the largest mass in the mediastinum, which had uleerated
through the trachea at this point, the aperture measuring nearly half
an inch along the axis of the tube, while for more than half an
inch above the calibre of the channel was narrowed by the pressure
of the gland from without, In the right lung at the apex on its inner
aspect 1s a cavity with thick, fibrous, reticulated walls, containing cheesy
matter. This portion of the lung is adherent to the cheesy mass in the
mediastinum, The bronehi are slightly dilated in the upper lobe, and
much thickened, The vest of the lung-tissue is more or less solidified,
especially in the neighbourhood of the cavity, where it is perfectly and
uniformly solid, gray, and smooth on section. The margin of the
lower lobe is collapsed and somewhat congested, while the surrounding
parts are emphysematous ; but the tissue is otherwise healthy. At the
apex of the left lung there is a mass the size of a bean, translucent on
section, with a few fine opaque granulations, and containing in the
centre a small caseous nodule. The rest of the lung is congested pos-
teriorly, pale and an@mie anteriorly, with here and there a few patches
of collapse. The mucous membrane of the larynx is healthy, except
around the margin of the wound, where it is slightly inflamed. The
incision has divided a small portion of the thyroid cartilage, the whole
of the ericoid, and the first tracheal ring.

GENTLEMEN,—In commenting upon the case 1 have just
detailed to you, it is mot my purpose to encroach on the
domain of the lecturer in medicine, or to enter on the wide
field of laryngeal pathology at large. Tet it be understood
in limine that, although I may refer as occasion demands to
books and papers on diphtheria, croup, ulceration, and the like
processes incidental to the larynx, I am not directly concerned
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with any one of these processes, but with laryngeal spasm alone
without intrinsic laryngeal disease. You must remember in
reference to this point that enlarged glands were discovered
in front of the sterno-mastoid muscle; that there was mo
pain or tenderness over the thyroid or ericoid cartilage ; that
the attacks were in the main spasmodic, as evidenced by their
own peculiarities, and by the remedies that removed them ;
that the voice, respiration, and cough, though coarse and
clanging in the earlier paroxysms, presented no corresponding
characters of any moment during the long period of compara-
tive repose that ensued : that whenever the boy took a walk
about the ward, he uniformly and persistently held his head
backwards; and that in the sitbing or recumbent posture,
whether simply out of breath or suffering from prolonged and
distressing dyspncea, he invariably maintained the backward
inclination of the head until the agony or the discomfort passed
away. From all these circumstances combined, I found it
impossible to resist the conclusion that there could be no intra-
laryngeal disease ab all, and that emlarged glands, in the
neighbourhood of the larynx and upper air-passages in general,
lay at the root of the malady ; and this conclusion was exactly
confirmed by the post-mortem examination. You see then,
that our case stands on a different footing from cases of cedema
of the glottis, croup, diphtheria, and all the varieties of
laryngitis. There the irritability originates from within the
larynx: here it was conveyed from without—either from a
distance, by propagation along the pneumogastric nerve, or
along the trachea itself from the stricture at its bifurcation, or
from the immediate surroundings of the larynx by pressure
exerted on its exterior at the spot. If you adopt the hypo-
thesis of nervous transmission, the present case in many
respects bears a close analogy to the disease designated laryn-
gismus stridulus, or child-crowing,—a disease ascribed by one
of the earliest writers on the subject exclusively to glandular
enlargements, but now well known to arise from a multitude
of causes. If you refer the spasm to pressure upon the
bifurcation, then you must regard the muscular erethism of the
whole tube as simply propagated by continuity of tissue from
one point in a given region o another. Lastly, immediate
pressure, possibly exerted on the larynx, it 1s superflnous to
descant upon. Take whatever view may seem reasonable to
vou, it is immaterial to the scope and purpose of the present
lecture. Now, assuming the correctness of the above diagnosis,
we had no difficulty in explaining the whole series of pheno-
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mena, with all their exacerbations and remissions, however
strange it may appear at first sight that consequences so
fleeting and capricious in their onset and in their departure
ghould all be derived from one permanent cause. So long as
the glandular structures remained quiescent and unaltered in
volume—so long as there was no unnatural excitability either
in the muscular system of the larynx or in the nerve-fibres and
nerve-centres which govern the movements of that system,—
so0 long the boy breathed with comparative calmness and ease.
When, on the other hand, the glands increased in bulk from
transitory hyperemia, or when anything occurred—as many
things may occur in a child—to upset the equilibrium of nerve
or muscle, then came the spasm and the paroxysm of laryngeal
suffocation. Many, indeed, of the minor attacks may have
_ been entirely owing to the impaction of mucus at the seat of
the stricture over the confluence of the bronchi, and may
possibly have involved no element of spasm whatever. Even in
some of the stronger paroxysms the same cause may have
reinforced the influences of pressure, and lent its aid in the
production and maintenance of spasm. Such conclusions or
conjectures we are at liberty to base upon the disclosures of
the dead-house, but at the bed-side of the patient spasm
appeared, if not to represent the sum and substance of the
morbid process, at least to constitute the chief danger to life ;
and these views were amply verified by the whole tenor of the
case and by the resulfs of the operation.*

Convinced of the accuracy of the diagnosis, while T endea-
voured to control the paroxysmal seizures by means of ether,
ammonia, bromide of potassium, and cold affusion, I gave
iodide of iron in order to promote the resolution of the
glands, or at least to check their ulterior development. At
the same time, I was most unwilling to entertain the idea of
tracheotomy, preferring to hold the operation in reserve until
some imperious necessity should arise to enforce it. Such
I believe to be the duty incumbent on the physician, when
the fountain-head of the malady lies deep-seated, below the

# Possibly some of the later symptoms may have been due to spasm of
the trachea. Dr. Morell Mackenzie informs me that in cases of tracheal
stenosis, he has always met with symptoms of spasm, but how far they
were owing to spasm of the adductors of the vocal cords, and how far
to spasmodic contraction of the trachea itself, he has never been able to
determine. In spasm of the trachea the value of the tracheotomy
would, of course, vary with the situation of the spasm. In any case,
however, in the midst of so much uncertainty, we are bound to take
our chance and to operate in evbremis,
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level of the larynx, or, in general terms, whenever it is extra-
laryngeal. He cannot hope to cure the disease by opening the
trachea—he can hardly hope to afford a respite wherein the
disoase shall undergo a cure spontaneously or otherwise ; for
the most part it 18 absolutely incurable. Why should he
hasten to take a leapin the dark? Recollect that tracheotomy
is by no means an innocuous operation ; on the contrary, it 1s
fraught with many dangers peculiar to itself. On this point I
refer you to the works of Trousseau, Jenner, Holmes, Greenhow,
Hillier, and others; they deal with the subject at large. I
only quote those particular sources of danger which fall within
my Oown range, as before circomscribed. First on the hst
«tands ulceration of the trachea from the presence of an ill-
constructed canula in the wound. This, however, ought never
to occur with the improved appliances devised by modern
surgery. Secondly, suppurative inflammation may take its
point of departure from the lips of the wound, and descend
fato the cellular tissue of the mediastinum. Thirdly, granula-
tions may grow exuberantly around and above the canula, and,
if the canula be long retained in sitdf, may lead to stenosis and
even obliteration of the larynx. Fourthly, the nice mechanism
of the laryngeal muscles, which regulate the admission or
exclusion of air, may at length be deranged or destroyed, or
the muscles themselves may waste from long disuse, and the
paroxysms may return when the canula is removed, if ever the
time arrive for its ultimate removal. Fifthly, mucus may
acenmulate in the smaller ramifications of the bronchial tubes,
and collapse of the lung may ensue, with broncho-pneumonia
and lobular consolidation ; all owing to many co-operating
canses, but primarily, I believe, and perhaps mainly, to insuffi-
ciency in the act of coughing, and that again owing to the
presence of an opening in the trachea, which cannot of course
txocute the natural movements of the glottis, You may try
to supplement these shortcomings, and to induce an artificial
cough, by placing your finger on the aperture after a full
inspiration just at the time when the glottis should close natu-
rally and the chest-walls forcibly compress the air, and then
by removing the finger just at the fime when to the best of
your judgment the glottis should reopen naturally, and the
air discharge itself with an explosion. This artificial cough
may be useful indced, and even indispensable, but of necessity
it falls far short of the perfection of mature with all her fine
adjustments and unerring co-ordinations. Moreover, nurses
and attendants on the sick are only human beings, liable to
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forgetfulness and to fatigue, and in a long, wearisome, and
- dangerous case, they can hardly be expected for ever to be
taking the right course at the right moment. I have done now
with the enumeration of the particular risks incurred. Let me
in the last place, allude to a circumstance strongly suggestive
of danger in a general way. Tracheotomy, in children at
least, has been a sad failure in a large proportion of cases
occurring in England, and its results contrast most unfavour-
ably with those reported from the Continent, and even from
Scotland. What is the meaning of this anomaly ? Is it owing
to the possible fact that in France and elsewhere, tracheotomy
is more freely and unhesitatingly carried into execution than
in England, and that in consequence, while some of the sur-
vivors may really have been rescued from death by the opera-
tion, many more have simply recovered because they were not
killed by it and would have done perfectly well without it ?
Are we in England less careful than other people in the after-
management of our cases ? Is it our ungenial climate that is
responsible for all our misadventures? TIs it possible to
imagine that the English thorax and the English larynx and
trachea are more feeblﬁy organized and more vulnerable than
those of other nations ¢ Can it be tamely acknowledged that
English surgeons and English physicians are below the
standard of their brethren abroad? Surely it would be foul
heresy and treason to say this, at any rate; and as for the
preceding surmises, whatever element of truth they may con-
tain, to my mind they fail to clear away the whole of the
mystery. Unexplained, and apparently inexplicable, it hangs
like a cloud over all our deliberations, darkening our prospects
and bewildering us at every step.

Now, in the face of all these perils is there not enough to
make a man pause before he lays open the trachea when the
paroxysms are in the main spasmodic and the lesions entirely
extra-laryngeal ¢ Thereis enough, indeed, to make him pause,
but not enough to make him withhold his hand altogether in
an emergency. Let us try to elucidate the point by a retro-
spect of our own case. After the operation it is recorded that,
with the exception of one solitary experiment, every endeavour
to introduce the canula only provoked intense outbreaks of
suffocative dyspncea; and the same consequences ensued on
the insertion of the curved wires. Again, the boy resented
strongly the application of the finger to the wound, and even
the gentlest pressure made with a fold of lint on each side of
the neck at a distance from the spot, with the view of closing
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the wound without touching it, appeared to embarrass the
breathing beyond his power of endurance. Now, if this acute
sensibility of the larynx and trachea, or anything like 1if,
already existed, as there is every reason to believe, before the
operafion, it 18 impossible that the boy could have continued
without surgical interference to expel the copious muco-puru-
lent masses that now escaped through the orifice, but without
the operation must have traversed the ordinary passages, and
aroused in transitu an amount of irritation which, sooner or
later, would have ended 1n asphyxia and death. In this con-
nection, bear in mind that cough and accumulation of mucus
were prominent features in the case from the beginning, and
assuredly not the mere consequences of the operation. The
conclusion is irresistible ; the boy must have died, as everyone
believed who saw him in his agony.

Now mark theissne. As soon as the operation was over, and
the larynx ceased to play its old part in the work of respiration,
then the agony also disappeared. The boy lived and enjoyed
life for mine full days, until he succumbed at last under an
attack of pure suffocation, unattended or at least uninfluenced
by spasm, and solely determined by the outpouring of caseous
matter, and the complete occlusion of a part of the trachea
already narrowed to one half its normal capacity. But for the
perforation of the trachea, he might have lived many days,
perhaps many months longer. Nay, more, we may venture t0
affirm that, had the trachea remained imperforate, and had the
oftending gland at the bifurcation undergone ulterior changes
and diminished in volume, or become encapsuled or imprisoned
in a solid framework, like the corresponding masses discovered
in the lung-tissue, the boy’s life might have been saved per-
manently. But let that pass; all hypothesis apart, the results
actually achieved alone justify, and more than justify, the per-
formance of the operation.



LECTURE VI
ON A CASE OF PNEUMOTHORAX

Delivered June 2nd, 1871. Published in ‘Lancet,’ September 16th,
1871.

Jouxw B—n, afrench-polisher, aged fifty-two, admitted May 3rd, 1871,
* was a very healthy man until three years ago, when he had “jaundice
and dropsy.” His illness lasted about six months. Ever afterwards
he suffered from more or less persistent cough, always aggravated in
the winter season.

State on admission.—Pulse 120 ; respirations 40 ; temperature in axilla
101-5°. Considerable lividity of face and lips; orthopnma ; expression
anxious; slight ineurvation of nails, and shight clubbing of finger-ends.
Sputa loose. Loud rhonchus, with sibilus and moist sounds on both
sides of chest, all most intense and most abundant towards right base.
Dulness over lower three-fifths of right back. Fine friction-like but
indeterminate erackling sounds below right mamma, where sharp pain
is felt on drawing a deep breath. Elevation and expansion of chest-
walls both imperfectly accomplished. A roughness, but no definite
murmur, with the systolic sound at the heart’s base, and along the
lower margin of the prazcordial space.

Ordered a mixture containing acetate of ammonia, aromatic spirit of
ammonia, spirit of nitrous ether, and tincture of squill; simple poultices
to chest; and three ounces of brandy daily.

At 9 p.m. the pulse was 108; respirations 36 ; temperature 101-4°,

On the two ensuing days, May 4th and 5th, the cough was harass-
ing ; the ex ectoration copious, muco-purulent, shreddy, and fetid ; the
urine acid, depositing lithates, but free from albumen, and of specific
gravity 1025. The pulse, respirations, and temperature all rose within
thig 3?”3’ and on the evening of the 5th marked respectively 1207, 527,
an 1

On the 6th of May dry cupping glasses were applied between the
shoulders, and a mixture ordered containing senega, carbonate of am-
monia, and tincture of squill.

May 7th.—Slept little; respiration rapid and distressing. Lower
region of chest on the right side dull as before ; but just above the line
of dulness the rilles yield a marked amphoric note, and the percussion
sounds at the spot partake of the same quality. At the right apex, in
the erect posture, the resonance is somewhat similar. N%- &plashing
on suceussion; no fine metallie tinkling ; slight hemoptysis. Mixture
to be continued, and dry cupping repeated. Chloral hydrate, fifteen
grains, to be administered at night.



L]

48 PNEUMOTHORAX

Sth,—Much relieved by cupping. Slept well. No blood in sputa
this morning. Urine of specitic gravity 1018, and_free from albumen.
No trace of amphoric riles to-day, but around right mamma, in the
recumbent posture, the percussion note is intensely resonant. Suffers
from diarrhcea. Ordered four ounces of brandy and three ounces of
sherry daily; compound challe powder with tincture of catechu, 1n
dranght, when requjred. Repeat senega mixture.

9th.—-Slept ill. Expectoration more profuse, more puriform and
slightly streaked with blood. No amphoric riles, but a eracked-pot
sound near right mamma.

10th.—He became drowsy, and in the night restless and somewhat
delirious.

12th.—The drowsiness increased, and the breathing grew weaker and
more laborious. He now lay for the most part low in bed. Percussion
note over right front of the chest unduly clear and ringing.

13th.—Died in convulsions at 11.33 a.m.

At the antopsy, which took place a few hours after death, the thorax
alone was allowed to be examined. On removing the right lung the
pleural sac was found to contain about two pints of a thin purulent
fluid, of intense fetor. At the extremity of what appeared to resemble
a small pouch or sinus, retreating from the general cavity of the pleura,
a hmnc{\lial tube of rather large size opened into the interior of the sac.
The sac itself was again subdivided by adhesions into two distinet, but
communicating, compartments—an upper and a lower, the npper oc-
cupying the space between the lung and the ribs, and the lower inter-
vening between the lung and the diaphragm. The right lung was con-
siderably compressed against the spinal column ; there was a general in-
orease of its fibrous tissue, and at the apex a slight amount of consoli-
dation, but no trace of tuberclein any part. At the base of the left lung
there was a circumscribed abscess, ahout the size of a walnut ; and above
this another, about the size of a hazel-nut. Around these cavities all the
tissues were dense and indurated, and throughout the lung-substance
there was some fibrous degeneration, but no tubercle anywhere. The
mitral valve was thickened, and there was asmall fimbriated excrescence
upon one of the segments of the aortic valve.

GunriEMEN, there are many varieties of pneumothorax as
distinguished by their varying modes of origin. Some of these
appertain almosb exclusively to the surgeon. They originate
in penetrating chest-wounds, in abscesses connected with dis-
ensed bone, in fractured limbs lacerating the lung-substance,
and the like causes; others, again, are mainly remarkable for
the extreme rarity of their oceurrence—indeed, they are so
rare that the majority of you might spend a long lifetime in
the exercise of your profession without encountering a single
specimen. All these I shall pass over, and confine myself to
purely medical pneumothorax, as we meet with it in ordinary
practice. :

Pneumothorax, then, may originate in empyema of old
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standing. BEmpyema is virtually abscess of the pleural cavity,
and, like any other abscess, it will seek to find an exit for 1ts
circumseribed pus in one direction or another. It may pene-
trate outwards through the integuments and reach the external
atmospherie air, or it may proceed inwards through the visceral
pleura, and come into contact with the internal pulmonary air.
In either case there will be pneumothorax superadded to em-
pyema. When the perforation takes its course from without
mwards—from the pleural sac into the lung-tissue—you may
call the pneumothorax centripetal, regarding the lung as a
centre, and the pleural sac as a periphery.

Another variety, by far the commonest of all, 1s the converse
of the last. In the vast majority of instances it originates in
“the rupture of an intra-pulmonary abscess or vomica into the
cavity of the pleura, whatever the nature of the vomica may be.
As the course of the perforation here is from within ontwards
—from the lung as a centre to the pleural sac as a periphery—
ou may call this variety centrifugal. Pneumothorax of this
ind, and that which is due to centripetal perforation in old
empyema are the most important varieties that fall within the
province of the physician; and to one or other of these two
our own case obviously belongs. To which of the two shall we
say? It is not easy to answer this question at first sight.
There is a difficulty in discovering the precise outline of a
vomica within the lung-substance at the spot where the rup-
ture took place. Nevertheless, in spite of this difficulty, 1
believe the rupture to have been centrifugal—that is to say,
directed from an intra-pulmonary vomica into the sac of the
pleura. My opinion is this. Within some indefinite period
before admission, a vomica of moderate size broke through the
visceral pleura at once in mass by an aperture of communica-
tion as wide ag itself, or ultimately formed such aperture. The
walls of the vomica then in course of time became almost
insensibly merged in the pleural membrane, and the interior of
the vomica incorporated with the pleural cavity. The appear-
ances at the aperture are in themselves suggestive of this view,
much resembling as they do those of a small secondary ponch
engrafted upon a large aneurysm, and the same view is amply
corroborated by the existence of vomica in the opposite lung.
These vomicae were probably pneumonic in origin. I cannot
believe they were pyeemic. Yon may call them phthisical, if
you please, but, in the absence of any existing trace of tubercle,

you can hardly call them in any sense tubercular.
There remains yet another problem for solution. Could we

4
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be certain during life that this was a case of pnenmothorax ?
You are aware that the physical signs of pnenmothorax are
singularly striking—almost unique. I will not enumerate
them here. Suffice it to say that the ringing, echoing, rever-
berating quality of almost every one of these physical signs,
when they are widespread and well developed, as they nsually
are in general pneumothorax or hydro-pnenmothorax, is
perfectly distinctive, and its evidence unimpeachable. In our
case the signs were ill-developed ; some of the number, indeed,
were absent altogether. Moreover, they were inconstant, many
of them disappearing ab times. Now, under these circum-
stances, a question might fairly arise whether we should not
ascribe the existing physical signs to the presence of a con-
siderable cavity within the lung substance, immediately con-
tiguous to the chest wall ; or, if pneumothorax there needs
must be, whether the pneumothorax was not limited in extent,
and circumseribed by surrounding adhesions. I am of opinion
there was sufficient evidence to enable us with a high degree
of probability to decide in favour of general pneumothorax.
When the patient reclined on his back, the whole front region
of the chest on the corresponding side yielded a clear ringing
percussion tone. When he sat upright a resonance of similar
quality was elicited extensively over the apex of the lung ;
there must, therefore, be underneath a large air-containing
cavity, and this must almost of necessity imply general or all
but general pneumothorax. As a matter of fact, there were
adhesions, but these rather distorted the shape than diminished
the volume of the pleural cavity.

I have just told you the physical signs of pnenmothorax are
singularly striking, and almost unique. So also for the most
part are the symptoms of pneumothorax. They consist, in one
word, of sudden and insufferable dyspneea, with acute pain,
and it may be the sensation of something having given way
within the chest. Now, on reviewing the past history of this
man, there is not a trace to be found of any such event. Let
me offer an explanation of this apparent anomaly. As a rule,
in perforation from within outwards, the first occurrence is the
entry of air into the pleural sac; the second—the natural
result of the first—is pleurisy with effusion, or inflammatory
hydrothorax, the two together constituting the compound state
known as hydro-pneumothorax. It may happen, however, in
o few rare examples, even of centrifugal pneumothorax, that
the sequence 1s reversed. Pleurisy, you know, is common
cnongh where there are vomicae within the lungs; often dry
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pleurisy, sometimes pleurisy with effusion. Now suppose an
abundant pleuritic effusion already existing in association with
an unsound lung, there is no reason in the world why a pulmo-
nary vomica in the immediate neighbourhood of the pleura
should not break through that membrane, and introduce air
into the pleural sac. Well, what then? You will not in this
case have the sudden and insufferable dyspnoea which over-
powers the patient in an ordinary case of pneumothorax,
because the Ifung has already been undergoing compression
from day to day, and the machinery of respiration has learnt
to accommodate itself to its surroundings. Under these condi-
tions a little air finding its way into an already overloaded
pleural sac will be a matter of comparatively trivial moment as
far as increase of pressure and dyspnoea arve concerned, and
need not necessarily be signalized by any symptoms calenlated
to make an abiding impression upon the memory of the suf-
ferer. Bear in mind, I say the entry of air is of no great
moment in the case assumed, as far as increased pressure and
dyspnecea are concerned. It may, however, be most momentous
in its consequences in so far as they concern the characters of
the effusion and the ulterior course of the disease. The effu-
sion, simply sero-fibrinous in the beginning, when incessantly
exposed to the damaging influence of air and other matters
derived from the vomica, may become puriform and the dis-
ease run rapidly from bad to worse. Again, in any case, with
or without preceding pleurisy, there may be the same immu-
nify from suffering when the lung-structure is utterly disor-
ganized and well nigh worthless as a respiratory organ. The
lung then has nothing to lose by extraneous compression, and
where no harm is done, no shock is felt. These last remarks
are made by way of parenthesis; the main point to which I
invite your attention is that the invasion of pneumothorax,
even in its centrifugal form, although usually, is not invariably
accompanied by the striking subjective phenomena to which L
have alluded.

A few additional points deserve to be commented upon.
The bronchial respiration on the left back is abundantly
explained by the discovery of vomics in the left lung, with
indurations around. The alterations in the first sound of the
heart—for they were nothing more, certainly not murmurs—
are equally well explained by the rudimentary valvalar lesions
discovered after death. The next point I shall dwell upon at
greater length, for it is a matter of practical importance at the
bedside. 1t is noted that on the 12th of May the patient
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changed his habitual posture from the erect or semi-erect to the
recumbent. Gentlemen, you are all familiar with the fact that
there are varions modes of dying. One man is said to die from
the lungs by apnoea ; another from the brain by coma; a third
from the heart by syncope Or asthenia. You may not be so
familiar with the fact that many men die, so to speak, a com-
pound death—by & combination of two or more of the modes
of dying enumerated. For example, it is very rare indeed for
the victim of old-standing chest disease to die of apncea alone,
although at first sight that might appear to be the sole, or ab
least the predominant, agency at work. In these cases there
are almostalways two elements in action—asthenia and apnoea ;
the two react strongly upon each other in many ways, and
conspire together to take the life of the patient. You know
perfeetly well what is meant by orthopncea: when the breath-
ing is seriously embarrassed, a man sits upright in bed to save
his. diaphragm and his lungs. You know what is meant by
syncope, famtness, and asthenia : a man lies low in bed to save
his heart, and to economize its power of propulsion mechani-
cally. For a long time, in the majority of chest complaints of
old standing and great severity, orthopncea is the rule: the
patient sits upright, and can ondure no other posture for a per-
manency ; at last, 1t may be, he begins to lie down persistently,
while yet all the signs and symptoms of carbonic-acid-poison-
ing and malagération of the blood—with the sole exception of
orthopneea—are as prominent as ever. What does all this
mean? Why this: of the two Jestructive agencies at work—
debility and dyspncea, Or rather debility and malaération of
the blood—debility is now in the ascendant. It means, more-
over, that the blood-contamination, once SO strongly resented
by the respiratory organs in the form of dyspncea, 18 ab last,
amid the universal apathy and prostration, so to speak, either
unfelt or disregarded. The entire system of organic life seems
paralysed ; the necessity of breathing makes no impression
upon it, and provokes no salutary response or reaction. Such
a state of things, you may readily imagine, is imminently peri-
lous to life ; it is, in truth, the beginning of the end.

It is deeply to be deplored that, while pages have been
written on the genesis of pneumothorax and on its character-
istic signs and symptoms, half a dozen sentences have too often
sufficed for the description of its treatment. Nothing can be
more dreary and disheartening than the brief commentaries of
the text-books on this point. The burden of the song is the same

inall. At the onset administer opium to assuage pain, give
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ether, ammonia, and other antispasmodics to control dyspncea,
~ and, if need be, as an extreme measure, take blood from the
arm or apply the cupping glasses in order to save the opposite
lung from the acgession of collateral hypersemia and cedema.
During the progress of the case, sustain the strength, palliate
untoward symptoms as they arise, and reserve paracentesis for
an emergency—at least, in cases of consumption. If this is
all we can do, it is a lame and impotent conclusion indeed, a
melancholy avowal of the shortcomings of science. Perhaps,
in a few particular instances, bolder measures might be allowed
without reference to routine. One thing seems to be omitted
by most systematic writers on chest disease, and T myself plead
guilty to its omission in practice. It is the bounden duty of
all physicians in cases of pneumothorax with effusion, to explore
the chest from time to time, and to determine the nature of
the fluid effused, at all events, in cases where fever is present.
Pus there may, and probably will be, and opinions may differ
as to the proper wag of dealing with a landable empyema,
whether accompanied or unaccompanied by air in the pleural
cavity, but foul, unwholesome pus is another affair, and must
be withdrawn at all hazards. Hence the absolute necessity of
exploration in all febrile cases. 1f is vain to say that the con-
stitutional symptoms will give you fair note of warning, and
tell the truth in due season; that the quick and fluttering
pulse, the vacillating temperature, and, it may be, the occur-
rence of shivering, sweating, and delirium, will set the ques-
tion at vest, and establish the existence of putrid pus beyond
the shadow of a doubt. I assure you, gentlemen, if you wait
for all, or even any of these things, you are greatly to blame.
If your patient is fairly calm and comfortable, you may let
him alone, but in the midst of fever, dyspncea, and distress, it
is impossible to draw fine distinctions, and to await the mere
aggravation of pre-existing symptoms, for, after all the question
is in many cases one of degree only. Again, I say I am my-
self open to my own rebuke, and all the more open to it, inas-
much as in a case of pneumothorax the loose puriform fetid
sputa pointed naturally to an overflow from the pleural cavity.

Another point insufficiently dwelt upon is the prophylaxis.
T am sure there are certain cases of phthisis which present good
grounds for the suspicion of coming pneumothorax. Take,
for example, the following case. It is no imaginary picture, it
is drawn from the life within my own experience. A patient
lies steadfastly on one side, and dare not recline on the other
for fear of provoking pain, irritation, and cough. As a passing
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occasional phenomenon this 1s a matter of no great moment, but
let this state of things last, as 1 have known it to last, nninter-
rupted in time, and unmitigated in degree, for many weeks in
succession, then it assumes a different aspect and a deeper
significance. Clearly, under these circumstances; there must
be something serious to account for the sustained irritability
of the pleura, and in far-gone phthisis the fons et origo mali
must almost of necessity be the presence of vomice underneath
the pleura, and, I may add, underneath a part of the pleura
unadherent and unprotected by false membrane, for adhe-
sions and false membranes would inevitably bar all severe and
continuous pain at the seat of their formation. Such cases are
at any instant exposed to the risk of pneumothorax.

1#, then, we are fairly forewarned of the peril in prospect,
our course of action is clear. Rest and support to the system
are of course essential, and so is strapping of the side, but,
above all, we are bound with the aid of anodynes and emol-
lients to keep down the characteristic cough of phthisis, a form
of congh at once exhausting and in great part superfluous; not
required, I mean, for any work it has to do in the way of
expectoration ; in a word, a form of cough which is immi-
nently dangerous from the strain it puts upon the damaged
lungs, and upon their frail investing membranes.




LECTURE VII
ON A CASE OF PNEUMOTHORAX

Delivered March 22nd, 1872. Published in * British Medical J ournal,’
October 5th, 1872,

Joun B—w, mt. 22, was admitted originally on the 12th of Aungust,
1871, under Dr. Cayley, to whom I am indebted for the preliminary
notes up to the date of his discharge in October. His own antecedents
and his family history were good ; his appearance was that of a healthy
and well-made man.

On admission, the heart was found beating most distinetly in the
third right interspace, ]J;uat beyond the sternum ; there was considerable
apparent bulging on the left side, which was dull from apex to base,
and failed to expand on deep inspiration. The breath-sound was
feeble everywhere, quite inaudible towards the base of the lung, and
faintly blowing at the front apex.

August 17th.—Paracentesis was performed by Mr. Hulke between
the sixth and seventh ribs, and ninety-eight ounces of clear serum of
specific gravity 1020, were withdrawn. During the operation, the
heart returned towards its normal position.

91st.—There was fair resonance in front as far as the fourth rib; in
the axilla, to the level of the fifth; and at the back, as far as the angle
of the scapula.

September 16th.—Friction-sounds were audible over the left front.
There was dulness anteriorly below the fourth rib, and posteriorly from
the base of the lung up to the middle of the scapula. Over the dull
space, the breathing was weak and bronchial ; and there was an =go-
phonic twang with the voice.

October 3rd.—The ﬁatient. left the hospital for Eastbourne without
any signs of pnenmothorax.

3rd—He returned from Bastbourne. He never lost his dyspnea
entirely. About Christmas last, he had a * bilious attack,” accom-
panied by much retching. Shortly afterwards, the dyspnwa became
more distressing, and the * washing-sound ” deseribed in the following
notes began to be heard. On the 23rd of January, 1872, he was again
admitted, and placed under my care.

On re-admission, little or no breath-sound counld be heard over any
part of the chest on the left side. Over the upper three-fifths of the
same side posteriorly the percussion-note was clear, though short; in
front it was inordinately - and full. At the posterior base there
was absolute dulness, and, in the same region, splashing and tinkling
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sounds might be elicited on succussion. The heart’s impulse was most
distinctly seen and felt at the midsternum and in the third right
interspace, and again it was well perceived at the emsiform cartilage.
The heart-sounds were widely diffused over the front of the thorax on
both sides of the sternum, but they were more plainly audible on the
right side.

n the above description, reference is made to the ordinary postures
of the patient during examination ; when he changed his posture, the
]imits of dulness and resonance at once interchanged places.

He was himself quite conscious of the splash within his chest when-
ever he moved, and in particular when he rocked himself; he called it
a “washing sound,” and was much annoyed by it. He was able to
walk a short distance without distress, but was incapable of prolonged
exercise. - Ordered a draught containing aromatic spirit of ammonia,
spirit of ether, and syrup of tolu every four hours; with four ounces of
port wine daily.

January 24th.—No albuminuria. Dulness over the main seat of the
heart’s impulse in the third right interspace, extending an inch and a
half beyond the margin of the sternum.

96th —Measurements of chest at the nipples, right side, 174 inches ;
left, 183, With two florin pieces, the bell-sound may be easily demon-
strated on the resonant surface of the left side.

31st.— Metallic tinkling heard in unison with the movements of the
heart.

February 3rd.—Over the right supraspinouns fossa, the breathing is
bronchial, and there are creaking sounds of indeterminate character.
Respiration andible, though feebly, over nearly the whole of the left
back.

Sth.— Up to this date, the pulse ranged from 88 to 120, and the tem-
perature from 97° to 1008, These were extremes, the maximum of the
pulse-rate and the minimum degree of the thermometer ocecurring only
once. The prevalent average was, for the pulse, about 99 ; for the tem-
perature, about 100°; for the respirations, 27. On this day, paracentesis
thoracis was performed by Mr. Hulke; and thirty-six ounces of greenish-

ellow inoffensive pus were withdrawn bodily by an aspirator, and an
Y definite amount afterwards removed by washing the pleura with
water—probably about twelve or thirteen onnces. Along with the pus,
bubbles of air were seen passing through the cylinder of the aspirator.
During the operation, the heart’s dulness and impulse were perceived
to subside downwards and leftwards, and in the end they reached nearly
the normal position, where the heart-sounds were now more distinctly
audible than on the right side of the stermum. The measurements
were, right side, 19§ inches; left, 172.

9th.— Patient states that on moving in bed he mo longer hears the
washing, but on succussion the tinkling is still perceptible. Gurgling
riles of high pitch and ringing tone distinetly heard over the upper
part of the left front. Posteriorly on the left side the breathing is
aundible down to the level of two inches above the extreme base, where
there is dulness on percussion.

10th.—Expansion of left side almost nil. Heart’s impulse conspicu-
ously visible over the sternum opposite the nipple.

11th.—There is pain in the right hypochondrium when he lies on the
left side. Shivered slightly in the afternoon, and in the evening there
was a marked rise in the pulse and temperature.
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12th.—Passed a very restless night. On taking a deep breath he
complains of pain beneath the right mamma where friction-sounds may
" be heard. There is dulness below the third right cartilage for the space
' of an inch from the méirgin of the sternum. Ordered a dpill composed
‘of opium, quinine, and digitalis. Ether and ammonia draught to be
repeated. Dry cupping to the painful part of the right side.

13th.—He is said to have * vomited ” this morning a quantity of
greenish-looking pultaceous matter.

16th.—Pain of an aching character along left clavicle. Pulse small,
compressible, and undulating. Ordered six ounces of port wine daily.

19th.—Prolonged expiratory murmur at right apex. At right base
rhonchus anteriorly, harsh breathing posteriorly. Heart-soun louder
to the right of the sternum than to the left. Moist riles under both
clavicles. Pulse full, feeble, tremulous and jerking. Ordered four
ounces of port wine and four of brandy daily.

93rd.—Sputa very abundant and most offensive to the taste. They
are expectorated gently in small quantities at a time, and consist of
muco-purulent matter in which pus l:u-gel{ predominates.

26th.—The porringer has been nearly filled since last evening with
greenish-yellow sputa, much resembling the fluid withdrawn in the
operation of the Bth.

29th.— Looks pale with a slight flush. Finger-nails beginning to be
curved. Continued profuse expectorvation of pus. Sonoro-sibilant riiles
over right back; sounds of mixed creaking, gurgling, and sucking
characters under the left clavicle.

March 5th.—Expectorates most abundantly and most easily in the
morning with a slight cough in the first instance without apparent
straining of any kind. Perspired copiously during the night. He is
now greatly emaciated.

7th.—Night sweats held in check by zine and henbane,

9th,— Friction-sounds heard almost universally throunghout the right
side; at the front apex they are replaced by bubbling riales. Sputa
unchanged in all respects.

From February 8th up to this day, the pulse has oscillated between
90 and 138, the respirations between 24 and 36, and the temperature
between 99° and 103:6° This last reading, however, was only once
noted. As a rule, the temperature rarvely exceeded 102:6%; and there
were not more than two or three occasions on which the pulse-rate fell
below 100, or rose above 130.

11th.—Pulse, 144; respirations, 49; temperature, 103-2°. Loud,
coarse, characteristic friction could be heard and felt over the lower
two-thirds of the right front, and over a corresponding area towards
the right posterior base. The patient declared that he himself felt the
rubbing very distinctly when he placed his hand on the right side of
the chest. Pus, as before, was expectorated in large amount. He was
ordered a pill contaning two grains of quinine, one grain of sulphate of
iron, and a quarter of a grain of opium. to be taken three times daily.
At 10 p.m., the patient was much distressed by the incessant outpouring
of sputa. About this time, the exhaustion was very great, and the
cough began to slacken in force.

12th.—At 4 a.m., the cough, expectoration, and outflow of pus, all
ceased entirely ; the breathing became hurried; and there were loud
liquid rattles in the throat with each inspiratury act. Respirations 68.
Between 9 and 10 am., on being raised, the patient seemed to breathe
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more easily for a few minutes, when his head fell back, and he became
livid, and died in a quarter of an hour afterwards.

Necropsy, twenty-four hours after death. For the particulars, I am
in the main indebted to Dr Robert King. Thoras. On opening the
chest, there was no rush of air from either pleural cavity. The peri-
cardium, with the heart and left lung, were pushed over to the right,
away from the side walls of the chest. The lung, however, was firmly
attached by its greatly thickened plenra and bg fibrous bands to the
apex of the pleural cavity, along the left edge of the upper half of the
sternum, and, through the medium of two tail-like prolongations, to
the diaphragm. The lung-mass itself was not much larger or thicker
than a man's hand; its lower two-thirds being of a dark slate colour,
and completely collapsed ; while its upper third was riddled with large
irregular cavities, which freely communicated with each other, and by
three or four openings with the loural sac. The widest of these
orifices would admit the tip of the little finger. The pleural sac itself
was nearly filled with thin watery pus, and more than six pints were
removed. On opening the trachea, the lung remaining in situ, water
could readily be made to flow through it along the left bronchus and
through the aforementioned vomics at the apex into the cavity of the
pleura. On making sections of the lung, a few old cheesy deposits were
observed ; but no trace of miliary tubercle conld be found. The parietal
layer of the pleura was thickly covered with corrugated masses of
lymph, which, along the crests of some of the larger rugs, were fully an
inch and a half in thickness. The right Iung was coated with recent
lymph, especially over its lower lobe and between its base and the
diaphragm. This lower lobe was everywhere intensely congested, and
scattered freely throughout its substance were numerous patches of
lobular pneumonia. e upper portion of the lung was densely in-
durated, apparently by the coalescence of a number of patches similar
to the last in origin, but differing in the greater amount of caseous
change which they exhibited. In two places, the caseous material had
broken down, and left considerable cavities. No unequivocal example
of gray miliary tubercle was discovered anywhere. The upper division
of the left bronehus was traced continuously into the anfractuous cavern
at the apex before deseribed. Having been washed with water from
the trachea before it was opened, no pus was discovered in it. The
right lung, however, contained pus, along with frothy muecus, in its
bronchial tubes. The bronchial membrane in both lun%[? was deeply
injected. The vocal chords were immensely thickened. The heart was
to all appearance healthy, its valves being competent and free from
deposit. There was no excess of fluid in the pericardinm.—Abdoimen.—
The liver especially its right lobe, was attached by recently organized
lymph to the under surface of the diaphragm. Glisson’s capsule was
minutely studded with gray miliary granulations, perfectly distinet,
nowhere coalescing, of a definite rounded form, almost transparent, and
nearly uniform in size, the largest being scarcely bigger than a good-
sized pin's head. The substance of the organ was fatty and somewhat
friable ; it contained no visible trace of tubercle. The kidneys appeared
healthy, and their capsules were non-adherent ; they E{'esenteﬂ no
tubercle. The spleen, on section, showed numerous whitish points,
whether they were Malpighian corpuscles or true miliary tubercles.
The omentum and mesentery were thickly studded with tubercle
throughout ; and the intestine on its peritoneal surface—more particu-
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larly the ilenm—was beset with similar granulations, which occarred in
patches corresponding to irregular and dirty-looking ulcers on the
inner surface of the bowel. These ulcers were met with throughout
the large intestine as low down as the rectum, were most numerous at
‘the lower end of the ileum, and extended quite to its upper estremity.
They were not found, however, in the jejunum or ducdenum.

GenTLEMEN,—You have in the case just detailed a good
example of hydropneumothorax, with most of the characteristic
signs fairly developed.

The question naturally arose as o the existence of phthisis.
I had no reason, judging from the history and from the
physical examination of the chest, fo suspect the presence of
advanced phthisis; and in some degree advanced it must bein
order to perforate the pleura through the medium of a vomica.
I had no reason to feel assured that there was any channel of
communication still patent between the bronchial tubes and
the pleural cavity; for aught I knew to the contrary the
orifice might be closed, and well closed after the lapse of so
long a time. Under the circumstances assuming the absence
of the above pathological states and knowing that the man
was feverish and disabled, incapable of work, and even of
ordinary exercise—knowing also, or fearing at least, that
without surgical aid he must be doomed unceasingly to hear
thie worrying splash within his chest, and that sooner or later
in all likelihood his health and strength must give way—I
thought myself warranted in submitting him to the operation
described in the notes. For a day or two, the result was all
that could be desired. A small residue of pus, it is true, and a
considerable volume of air, still remained ; but the breath-
sound was heard more freely and extensively over the upper
region of the lung, and the heart had regained nearly, if not
entirely, its normal position. Soon there ensued a period
characterized by shivering, fever, vomiting, and pain in the
right side of the thorax. In a word, he was suffering from an
attack of pleurisy on the side hitherto comparatively unaffected.
Fortunately, this attack was unaccompanied by any large
amount of liquid effusion, or we might have been compelled,
under peril of immediate death to the patient, to tap the
right pleural cavity within a few days after the original
operation on the left side. Unfortunately, along with the
pleurisy, so suspicious in itself, a number of new and alarming
signs and symptoms began to declare themselves, and to assume
prominence. Sounds of grave significance were persistently
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heard under both clavicles ; and, although in the beginning
we indulged the hope that they might only be pleuritic
friction-sounds on one side, and on the other intrabronchial
réles more or less modified by the neighbourhood of a resound-
ing cavity, and that all might disappear in time, we
found that, although they changed, they did not disappear,
but remained, obviously suggesting the idea of confirmed pul-
monary phthisis. In the meanwhile, pus issued freely and
almost spontaneously with the sputa; the left side rapidly
refilled; and the heart again occupied 1ts old place beneath
the sternum and to the right of that bone. The characters of
the pulse were of the worst omen; there were night-sweats
and emaciation; and the fever degenerated into well pronounced
hectie.

We were now in a position to give a fair interpretation of
the case, and it appeared almost impossible to resist the fol-
lowing conclusions. The man was originally phthisical,
although for many months the true state of the lungs escaped
observation. In Angust last, he was tapped for simple pleurisy
with effusion; a certain amount of fluid remained after the
operation, and increased until the beginning of October, the
date of his discharge. Shortly after the ensuing Christmas, a
vomica at the apex of the left lung broke through the pleura,
and introduced air into the pleural cavity, converting the
simple sero-fibrinous effusion into pus, and establishing
empyema with pneumothorax. I will not stngn to inquire
what were the agencies at work in the process o conversion :
whether the perpetual influx of air was alone sufficient to
accomplish the change, or whether it was in great measure
owing to the simultaneous introduction of puriform and
putrid materials from the vomica—an event which must surely
take place in phthisical pneumothorax, although its possible
influence has been strangely overlooked. For a while, the
broncho-pleural fistula remains open; at length i closes, or,
if unclosed, it is a mere valvular slit in the pleura. In this
state the patient comes under my charge. Ultimately after
the operation, when the disembarrassed lung recovers some
portion of 1ts lost respiratory power, and, I may add, when
the forces of destruction ab work within the tissues are set
froe from the pressure that held them in check, the closed
orifice reopens or the valvular slit becomes a wide-open gap.

The post mortem appearances were in the highest degree
satisfactory, in so far as they verified to the letter the inter-
pretation we had put upon the case. I will not dwell at
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length upon the immunity of the lungs from tuberculization, so
strikingly contrasted with the presence of tubercle elsewhere,
however interesting this may be from a pathological point of
view. Tt is true that, even practically regarded, the possible
development of tubercle, as a result of infective processes, is a
matter of serious moment when we are deliberating on the
treatment of a pleuritic effusion which may be, or may become,
an empyema. In our case, however, the tubercles were un-
important, and had nothing whatever to do with the fatal
jsssue. The points of real importance were the disorganization
of the right lung, the quantity of pus in the pleural ecavity,
and the wide, straight, unbroken channel of communication
between that cavity and the trachea. And now that we are
in possession of all the facts—the disclosures of the dead-house,
“and the history and progress of the case from beginning to
end—darewe ventare to affirm that we could have prolonged the
life of this man for a few days or weeks? I cannot say more:
he was too far gone for a new lease of life. Asa preliminary
to the solution of this problem, let us examine the mode of
dying. An immense amount of pus had been long as it were
overflowing in successive gushes through an open and capacious
broncho-pleural fistula. Now reflect for a moment on the
mobility and incoherence of pus pure and simple, as distin-
guished from the comparative viscidity of sputa in general, and
you will be prepared to acknowledge that there is reason in the
following remarks. With declining strength, with sharp
pleurisy and a damaged lung on the right side, with a feeble
cough and failing powers of expectoration, it became almost
inevitable that a portion of the outgoing pus from the lett
pleural sac must find its way backwards—regurgitate, so to
speak, through the right bronchus into the corresponding lung,
the only lung on which devolved the duty of such expectoration
as could be accomplished by lung-tissue under the circum-
stances. For some time the right lung continues to perform
this duty, resents the invasion of pus, and eliminates it ; but
all the while, of course, it is suffering from irritation ; and in
the end the irritation becomes inflammation, or quickens pre-
existing inflammation. The elasticity of the lung1s profoundly
impaired, and its intrinsic powers of elimination are reduced to
a minimum. Bmpyema with pneumothorax on one side,
and extensive phthisical pneumonia on the other, must of
necessity prove fatal in a short time, even without the 00zing
of pus into the trachea, or its regurgitation through the
opposite bronchus.  With this oozing, and with this regurgita-
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tion, you may easily understand how 1t might prove immedi-
ately fatal. The least movement of the chest-walls, the
slightest change of posture, propels the fluid into the trachea,
where pait remains, while part regurgitates ; a far stronger
movement is demanded for its expulsion; under the co-
operating influences of exhaustion and inflammation, that
movement is not forthcoming, and the patient dies asphyxiated.
This is the great danger we have to Eread. Can we obviate
it? As a matter of fact now that we are enabled to read the
case backwards by the reflected light of the issue, I believe
the best thing we could have done was to have inserted the
drainage-tubes in the first instance after the operafion in
February. We were mot then, however, in possession of all
the data ; the pus withdrawn was inoffensive, and as yet there
was no overflow from the pleural cavity. Accordingly it was
determined to close the wound, and reserve the chest for a
future operation, if necessary. The question now arises, Was
there a necessity for a second operation 7 In myown opinion,
there was. The second operation, however, should not have
been delayed until the pleural cavity became brimful of pus;
it should have been'performed, and the drainage-tubes inserted,
as soon as there was evidence that the pus, though evacuated
in immense amount, was steadily gaining ground, while the
air was fast disappearing.

I have dwelt in detail upon this case, inasmuch as it offered
* from the beginning, and even yet offers, the amplest scope for
speculation and discussion. Moreover, cases of pnenmothorax
are few and far between even in the large experiences of
hospital practice; and this particular case requires in greab
measure to be estimated on its own merits. You will derive
little advantage in the solution of the problems propounded
by consulting the text-books. For the most part, they content
themselves with saying that, in pneumothorax with phthisis,
paracentesis should be reserved for an emergency. By emer-
gency is meant in all probability the existence of dangerous
dyspncea, septic poisoning, Or severe distress. It 1s not so
certain that the prospect of danger ahead is contemplated
under the term, but 1 am convinced that even prospectively
regarded the operation may be justifiable.

To recapitulate and to conclude, 1 am of opinion that in the
first instance when the hydropneumothorax had existed already
for three months or more, and there appeared to be no chance
of a spontaneous cure—under the circumstances and with the
lights we then possessed—an operation was unavoidable.
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Whether as a matter of principle under the same circumstances

‘the drainage-tubes should have been inserted at once, may be
open to question; but most undeniably they ought to have
been inserted in the progress of the case after the discovery
of the following conditions : free and direct communication
between the left pleural cavity and the trachea, advancing
disorganization of the right lung, and ever-increasing accumu-
lation of pus, in spite of its enormous discharge. By adopting
these measures, we might have kept the pus within bounds,
and diverted it from the trachea and bronchi; we might have
arrested for a while those pneumonic processes which were so
rapidly disabling the only lung of any real use in respiration ;
and, although the man must inevitably have died an early
death from combined exhaustion and apncea, we might at
Jeast have saved him from dying of downright suffocation—
literally drowned in pus.



LECTURE VIII

ON A CASE OF HEART DISEASE, OLD AND RECENT
Delivered January 8th, 1875.

WirLiam B, K—, =t. 12, born of a rheumatic mobher, was admitted
November 11th, 1874.

On the 21st of October, he began to suffer pains in the ankles and
knees, and two days afterwards in the shoulders; the pain was severe,
but, according to his own account, it was wholly unaccompanied by
redness or swelling. About the 3rd of November he was taken with a
cough : on the Tth of November he felt some pain in the left side of
the chest, but neither then nor at any time until the day of admission,
did he experience any shortness of breath.

On admission, pulse 132; respirations 52; temperature, 100-5°.
Breathing universally high-toned, and harsh. At both posterior bases
it is distinctly tubular, more extensively at the right base, and over the
same regions there is either dulness or impaired resonance On percus-
sion. A systolic murmur at the heart’s apex. Ordered a mixture con-
taining acetate apd carbonate of ammonia, and a linctus containin
morphia. A belladonna and iodide of potassium ointment to be appli
to the preecordia. Brandy, two ounces daily.

November 12th.—Urine of specific gravity 1022; yields aibumen,
one twentieth, but no chlorides. Pulse 148; respirations 60 ; tempera-
ture 102°. Voice-sound tremulous, and twanging on both sides of the
chest, but more markedly on the right. Cough short and harassing.
Friction-sounds may be heard over the praxcordia. Ordered a mixture
containing acetate of ammonia, aromatic spirit of ammonia, tincture of
squill and compound tincture of cinchona every four hours.

13th.—Pulse 126 ; respirations 48 ; temperature 1008°, Pracordial
dulness increased in area. Pain between heart’s apex and ensiform
cartilage. A leech to the painful part.

14th —Pain relieved at the pracordia, where, however, the dulness
is still extensive, tapering on both sides of the chest to the second carti-
lages. Tubular breathing well pronounced over the ‘ngper two thirds
of the left back and over the lower two thirds of the right ; but in point
of fact the breath-sounds are more or less of this character everywhere
over the right side posteriorly. An oceasional transitory half-musical
sound may be heard over the precordia with the heart’s systole.

15th.— Pain near the left nipple on deep inspiration and on coughing.
Fine crepitus at both posterior bases.

16th.—No albuminuria.

19th.—Pulse 90; respirations 32; temperature 100°. Dulness and
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distinet tubular breathing over the lower balf of the right back, but
hardly elsewhere—only an approach to the tubular type over the left
upper lobe.
Pﬂplat.—Pulﬂe 104 ; respirations 27; temperature 996°. Pericarditic
rhythm well marked. Precordial dulness diminishing in area.
96th.—Double murmur in carotids, not, however, wholly effacing the
second sound. Same at the base of the heart,
97th.—Praecordial dulness lessening in area.
30th.—Severe pain, increased by deep inspiration, at the margin of
the left lower ribs. Constant hacking congh. Harsh tubular breathin
over the greater part of the right back, which is more extensively dul
on percussion. A leech to the ]‘iﬂ.in‘ful part. Sherry, six ounces daily.
Compound ether and ammonia draught when required. Mixture to be
repeated every four hours. At 8 p.m., respirations 50; pulse 168.
Four ounces of brandy ordered. eech-bite bled wvery profusely;
bleeding stopped by tincture of perchloride of iron. He conghs less,
but breathes more laboriously. At 9 p.m., pulse 154 ; respirations 60 ;
temperature 101°, Sputa scant.{)&nd tenacious, but not rust-coloured ;
breathing short ; face flushed. Perspires freely. At 9.45 p.m. he died.
Autopsy.— After removal of the sternum and rib cartilages, the much
enlarged heart was seen to occupy nearly the whole of the space brought
into view. . Numerous adhesions, readily broken down, existed between
the left lung and the parietal and diaphragmatic pleure, while a few
ounces of blood were contained in the corresponding sac. The right
lung was free from adhesions, but the plenral cavity on that side con-
tained nearly one pint of dark straw-coloured fluid without much, if
any, admixture of lymph. The upper lobe of the right lung was crepi-
tant, though somewhat congested. DMiddle and lower lobes smooth on
surface and of a purple colour; on section they exhibited a umiform
dull-red appearance; they were firm to the touch, sank in water, and
exuded a large quantity of thin airless fluid on ]fa;'eaaure. The bronechi
within the lung were inflamed and filled with frothy secretion. Left
lung congested and @dematous; in other respects healthy, save that the
outer portion of the lower lobe, for the depth of about half an inch, pre-
gented the same characters of carnification and splenization as were
resent throughout the whole of the right lower and middle lobes.
%runnhi as described in the right lung. ‘Lhe heart was inits greater ex-
tent bound down to the parietal pericardium by semi.fibrous adhesions,
easily broken through ; their bands were chiefly limited to the anterior
surface of the heart, for posteriorly the two pericardial lamine were
separated by a small quantity of opaque finid, the membrane itself being
couted by a thick, rough, vascular Jayer of lymph. The left chambers
of the heart were especially enlarged. The right auricle was dilated, but
the cavity of the right ventricle appeared to have its normal dimensions,
The tricuspid valve, however, was incompetent, though healthy in ap-
pearance. On the left side there was incompetency of the mitral and
aortic valves. The mitral valve was thickly covered on its aurienlar
aspect by warty vegetations. The endocardinm of the left auricle was
thickened. The cavity of the left ventricle was large and its walls thick,
ale, and soft. The central curtain of the acrtic vﬁ?e was shortened, its
rder thick and rounded, and the seat of vegetations. Vegetations,
however, were most abundantly massed on the right and left segments.
The whole of the liver was seen to project below the ribs, its lower
margin reaching to the umbilicus. 1t was somewhat congested. The

9
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kidneys also were slightly congested. The remaining viscera were
healthy.

GuxTLEMEN,—You are all aware that the liability to endocar-
ditis and pericarditis in “heumatism is inversely as the age of &
man. That is the main proposition, but there are one or two
corollaries to the proposition which may not be so well known
to you. In the first place, in young people it is not always
acute or even subacute rhenmatism that gives origin to heart-
disease; in them the fambest trace of articular ailment, the
merest modiecum of rheumatism, may inangurate in the heart
changes that sooner or later may ;ssue in disorganization and
death. The younger the patient the Jess the amount of the
rheumatic poison that is required to determine those changes.
A child may have a few fleeting pains in the limbs, and may keep
his bed orhis room for a few days, and then make a good recovery,
to all appearance, in the eyes of his friends, but not so, peradven-
ture, in the judgment of the physician, who may know perfectly
well that he bears a damaged heart and a doomed life. 1In the
borrowed words of Corvisart, « Heeret lateri lethalis arundo.”

The second coroliary from the main proposition is the fol-
lowing. In any young person who is suffering from long-
established heart-disease, and who has suffered of late m any
degree from attacks of heumatism unrecognized before, it is
fair to presume, all negations notwithstanding, that there may
have been in early childhood some fugitive and forgotten
attack, which has left an abiding impression upon the heart, if
not upon the memory. This conclusion I drew in the case of
a girl I lectured upon in 1873, althoigh her known experiences
of rhenmatism were altogether insignificant and limited to the

receding six months, and to the same conclusion I am irre-
sistibly drawn in the case of this boy, in whom the first ascer-
tained attack dated from three weeks only before admission.
In both the one and the other there was a large amount of
insoundness in the heart of old standing, and taking origin |
clearly from a fime long prior to the period of acknowledged |
rheumatism. The corollaries aforesaid rest, indeed, on wholly
different bases, but they are both undeniably true. The first
of these, the ascription of heart-disease to a mere trace of
+heumatism in early life, is amply verified by all experience.
The second, the presumption of a bygone and forgotten attack of
rheumatism in childhood ander the given circumstances, stands
to reason so steadfastly that it 1s almost impossible to gainsay it,
although, of course, it 18 absolutely impossible to prove it.
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I need not again enter at length into the particulars of the
heart’s unsoundness. Suffice it to say that the hypertrophy
and dilatation were of old date; the valvular changes were
partly old and partly new, an overgrowth, in fact, of recent
excrescences engrafted on the products of past inflammation.
The changes in the pericardium must be new altogether, and
comprised within the period of the preceding three weeks.
All the changes were well attested by their proper evidences
during life, but, if you please, I will limit myself to the con-
gideration of two of the physical signs recorded in the notes ;
one, the pericarditic rhythm, as it is there called, the other, the
double murmur in the carotid arteries.

The rhythm of the auscultatory signs in pericarditis—at all
events in a very large proportion of cases—is peculiar and all
but distinetive. It may be described as a cantering* tripartite
rhythm, governing alike the natural sounds when they exist
alone, the exocardial murmur when it exists alone, and the
combination of murmur and natural sounds when they coexist.
The essential element in the rhythm is a doubling of the diastolic
sound, or a doubling of the diastolic rub, or the association of
both phenomena in one and the same case. Always valuable
in diagnosis, the rhythm is of especial value when unassociated
with rub. Im this simple form it is often in advance of all the
gigns and symptoms of mischief at work within the pericardium.
Whenever, therefore, in the course of rhenmatic fever you meet
with the rudimentary rhythm I have just defined, you are bound
practically to assume the presence of pericarditis, and to act upon
that assumption at once without waiting for the development of
the anthentic and recognized rub. It remains only for me to
warn you that when the developed friction-sounds are unusually
harsh and grating the rhythm maybe lost inthe noise and disso-
nance. Again, 1n rare cases, where the tones of friction are
softer and more subdued, there may be no rhythm from begin-
ning to end. The rhythm is only a gemeral rule, it is not a
universal law.

The second point for deseription is the double murmur in the
carotid artery. Auscultation of the carotid is mainly useful in
affording a measure of injury done to the aortic valve—in the

* We owe the term “cantering” to the late Dr Hyde Salter. I

- cannot, however, accept Dr Salter’s analysis of the rhythm in relation

to the several stages of the heart’s cycle; at all evenis it will not accord

with the characteristic rhythm. The Ll'i[ile rhythm of pericarditis is

discussed more at length in Lecture X1 of this velume, with sone
amonnt of unavoidable repetition.
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langnage of chemistry, as a quantitative test. Of course, like
all quantitative tests, it is also qualitative, determining the
nature of the damage as well as the amount; and in this re-
spect it may have its value for an inexperienced auscultator,
when, for example, he cannot tell whether the sounds heard at
the praecordia point to a local pericarditis limited to the neigh-
bourhood of the great vessels, or to aortic valvalar incompe-
tency; or when, given pre-existing pericarditis, he wishes to
ascertain whether there may not be superadded incompetency
of the valyve. For similar purposes he may find it of advantage
to consult the carotid artery in some cases of mitral stenosis.
Nay, even the best ear may be baffled at the praeﬂﬂrdia by
emphysema and bronchitis, and the best auscultator may be
fain to get rid of the uproar and the interference by appealing
at once to the carotid for the diagnosis of the disease. Possi-
bly, also, the test may be available in this respect on a few
other occasions, but in the main, I repeat, auscultation of the
carotid is a quantitative test with a view to assessment of dam-
ages. Let us assume that the natural second sound is gene-
rated by the closure of the semilunar valves, without entering
into the question how far it is so generated directly by the
meré collision of the valve-curtains, how far indirectly by the
‘<hock of the recoiling blood that follows the closure. Hither
way the closure gives origin to the sound. Suppose, now, that
you hear about or above the base of the heart a double mur-
mur—systolic and diastolic, for it is seldom diastolic alone
—_and that you pronounce 2 verdict of aortic valvular inade-
quacy ; you know that the valve is damaged ; you wish to know
how far it is damaged. If you fail to hear the second sound ab
the preecordia, you may ot once unhesitatingly conclude that the
damage is serious. If, however, you hear the second sound there,
followed by a murmur, and, it may be, veiled but not abolished
by it, then you are in a dilemma. You cannot decide with
unerring certainty whether the second sound is generated by
both the semilunar valves acting together, or by the pul-
monic valve alone. You may, indeed, guess that the second
sound is owing simply to the closure of the pulmonic valve, if
it be limited to the left side of the sternum, but it 18 not
always so limited. You proceed then to exclude the pulmonic
valve by interrogating the carotid artery ; whatever pousitive or
negative evidence you gather by auscultation there, whatever
there you hear or fail to hear, so far as the valves are concerned,
must all be ascribed to the aorta alone; the pulmonary artery
is out of court altogether. What do you hear ? In the vast
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majority of eases you will hear a murmur with the systole of

the ventricle; during the diastole in the first place youn
may hear nothing at all—neither natural sound nor mur-
mur; or you may hear a murmur alone ; and these resulis
of auscultation, mere murmur and absolute silence, wonld
appear to alternate with each other in the most inexgl)li-
cable fashion. In the selfsame individual, one day you dis-
cover the one, and another day the other; nay, more, at the
same moment you find the one in the right carotid and the
other in the left. More than that, in the same carotid you
meet with the one in the upper half, the other in the lower half
of the vessel. In the second place the natural diastolic sound
may be veiled without being concealed by a murmur, or veiled
and followed by a murmur, or simply followed by one. In
- the last place, when the lesion is slight but sufficient to cause
abiding incompetency, a murmur continuously andible at the
praecordia may ab times be lost altogether in the carotid, and
the pure diastolic sound alone remain. Again, you may have at
times the pure unmodified diastolic sound in yet another class
of cases, where the lesion is quite insignificant and the valve is
competent by fits and starts, varying intermittently with the
varying blood-pressure at the commencement of the aorta. 1
have thought it my duty to lay before you these particulars,
which, perhaps, you may regard as unnecessary hair-splitting,
unworthy of a place in your recollection. [ carenot if you do
forget the particulars so long as you remember the main prin-
ciple that presides over their interpretation. It is intelligible
enough and easily enough borne in mind. Let there be known
aortic valvular insufficiency, and let the amount of injury
incurred be unknown, the presence of the second sound in the
carotid is of good omen, its absence of evil import.

Among the physical signs of pulmonary disease tubular
breathing occupied a prominent place. Probably it owned a
complex origin, resulting to some degree from the pressure of
an enlarged heart and a loaded pericardium, but principally
from intense cedema, from pleurisy and hydrothorax, and from
pneumonia, although it must be admitted that at the time of
death the pneumonia failed to present the granular character,
if, indeed, it ever had that character at all.

The death of this boy was distressing in the extreme. Up
to the 29th of November he had improved wonderfully in all
possible respects ; the pneumonia, the pulmonary edema, the
pleurisy, and the pericardjtis, all appeared to be on the decline,
and everything seemingly offered the fairest prospect of re-
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covery, in so far as the victim of inveterate heart-disease can
over be said to recover. On the following day the whole scene
changed. The boy was seized with a sharp attack of inflam-
mation in the leff diaphragmatic pleura, the fluid rapidly re-
accumulated in the right pleural cavity, and the dyspneea
became insupportable. A leech applied to the left side gave
viso to excessive hsmorrhage, controlled with the greatest
difficulty. All these untoward events occurring at once were
more than the boy could bear, and he died. Could anything
have been done at the last moment to save life, or postpone the
hour of death? Ought I to have sanctioned paracentesis of
the right side ? Perhaps I ought, and possibly 1 may resort
to this step hereafter on an emergency, but except as a folorn
hope I should be afraid to do soin heart disease. At the post-
mortem examination there were few or no mflammatory
appearances in the effusion into the right pleural cavity, nor
were there any vestiges of inflammation upon the pleura itself -
on that side. The fluid, therefore, in all probability, was in
the main that of hydrothorax or dropsy of the pleural sac. If
so, it would have returned at once after removal, and the
velief would have been little more than a momentary respite.

On the other hand, the boy might have died under the opera-
tion.




LECTURE IX

ON A CASE OF PYEMIA, WITH VALVULAR DISEASE OF THE HEART

Delivered May 2nd, 1879. Published in ‘ Medical Times and Gazette,’
September 16th, 1879.

WiLLIAM S—, mt. 56, was admitted into the Middlesex Hospital,
" March 22nd, 1879, when the following notes were taken —He is
unable to give any definite account of his illness. All he can say is
that he has had pains in the ankles for the last two or three weeks.
Some years ago Ee was in the surgical wards, under the care of Mr.
Nunn, with what he calls erysipelas and econsumption, which probably
means serofulous disease of the bones. On his own showing he is
« moderately abstemious,” and never had syphilis. His general aspect
is that of a4 pale and somewhat emaciated man. On the day of
admission, pulse 102, range of temperature 2-2°—from 101-2° to 103-4°.
No albuminuria. -

March 23rd.—The pains in the ankles have subsided ; there is no swell-
ing or tenderness about any of the joints here or elsewhere, but there is
considerable tenderness with some slight redness over a limited space
in front of the left tibia. The right leg bears the scars of incisions made
for erysipelas; the largest- are seen on the outer surface of the limb,
two on the thigh, and several more over the fibula. Besides these
there are numerous smaller cicatrices of a coppery tint about the inner
side of the right knce and over the upper hall of the left leg. The edge
of the right tibia is unnaturally rongh. There is no @dema anywhere.
The chest is voluminous and over-resonant generally, but deficient in
clearness of percussion-note and in force of respiration in the right
uppermost interspace. The first heart-sound is coarse and frapping.
Pulse 108 ; range of temperature 2:6°—from 10167 to 104-2°.

24th.—Slept for two hours before midnight. From this time he
became delirious, restless, and talkative, twitching the face, and
attempting to get out of bed. Towards morning he calmed down in
gome measure, but the twitching and the restlessness never disappeared.
Urine retained in bladder, and drawn off by catheter. In the evening
}tg ggs again delirious. Range of temperature 24°—from 101'8° to

i

25th.—Slept all night ; this morning he is drowsy, and still twitches
the muscles of the month and eyelids. Tongue dry, brown, and glazed ;
cheeks hollow. The left knee is full of fluid, and both shins are red and
tender. Pulse 120; range of temperature 44°—from 10127 to 105:6°.
Near midnight, when the thermometer stood at the maximum, he was
put into a bath at 95°, lowered subsequently to 30°, During immersion
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his own body-heat was reduced 1'8°—from 105:6° to 103:8%; after
removal it sank to 99°, giving a total reduction of 66° at 1 a.m on the
96th. He then seemed calmer than before, but it was more like the
calm of exhaustion than anything else, for he complained of great weak-
ness after the bath, while the drowsiness and the musecnlar movements
of the face continued as before. There are now numerous patches of
erythema, tender to the touch, along the tibiz and over the back of the
Jeft hand. Quinine was given at 6.40 and at 7 a.m. in doses of fifteen
grains, but made no impression upon the temperature, which in half
an hour rose from 104” to 104-4°,

97th.—At 1.30 a.m. the fzces were passed involuntarily. He now
became noisy, sleepless, and delirious, 1 spite of repeated sedatives.
Breathing at 9 a.m. rapid and shallow; viiles abundant thronghout the
chest; face and lips cyanosed. Left knee still full and floctuating.
Patches of ecchymosis are seen over the right tibia. A small pustu%e
has formed on the forehead, and the right eyelid is cédematous. Range
of temperature 2:4°—from 102° to 104-4°.

98th.—No change noted except that a copious eruption of large
pustules has appeared on the face and thighs, and that the breathing
i< shorter and the pulse weaker than ever. Died at 3 pm. Range o
temperature 1'3°—ftrom 102:8° to 104-17 ; the maximum occurred at the
point of death.

In addition to occasional measures of treatment, the following
remedies were regularly administered :—First, salicylate of soda ; then,
on the occurrence of head-symptoms, chloral, morphia, wine, brandy,
ether, ammonia, and bromide of potassinm; finally, quinine to the
amount of five grains, and tincture of digitalis to that of ten minims,
every four hours.

Autopsy (from the Report of Dr. Sydney Coupland).—There was no
excess of fluid within the pericardium. A few small hiemorrhages were
seen under the visceral layer on the posterior surface. All the chambers
of the heart were filled with clots. The clot in the left auricle was
adherent and laminated. The wall of the left ventricle was rather
thicker than natural and somewhat pale, but not of the faded-leaf tint.
The mitral valve was considerably thickened, and the chorde tendinem
<tiff and coarse. The other valves were healthy. The right lung was
slightly adherent to the chest-wall and to the pericardium. The lung
aenerally was emphysematous. In the anterior part of the upper lobe
come small whitish patches were visible on the surface. These were
found, on section, to be wedge-shaped; they were of a dirty white
colour, granular, and somewhat friable, but not actnally purulent. The
left lung was non-adherent, emphysematous, and dotted su erficially
with points of subpleural extravasation. On the inner anterior
aspect of the lower lobe was a emall cuneiform mass, similar in appear-
ance to those described in the right lung, but more softened, and in
part quite purulent ; it was about as large as a pea, and surrounded by
a zone of intense hypermmia. In the upper lobe were two patches
resembling those in the right lung. The liver was enlarged, smooth,
and pale; it presented no abscesses, infarcts, or subserous petechia.
Spleen normal; rather small. Kidneys slighﬂ{ adherent to their
capsules ; a cyst on the surface of one; surfaces of both, when denuded,
distinctly granular and uneven at the edges ; substance pale and coarse-
looking; cortex diminished in bulk. The vessels of the pia mater were
gorged with blood, but nothing else of any moment was discovered
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within the eraninm. There was no disease of the bony gkull. The
knee-joints were incised, and in the left a large quantity of sero-puru-
lent flnid was found intermixed with flakes of lymph, A smaller
amount existed in the right knee. There was also some puriform fluid
in the right ankle-joint. Incisions made over the swellings on the left
tibia and index-finger of the left hand let out some pus, which was
situated, in the first instance, beneath the periostenm, and in the
second case within the sheath of the tendon. The surface of the right
fibula, along which the scars were ranged as aforementioned, appeared
to be healthy on dissection. The upper tibio-fibular joint contained
pus. The head of the right femur was dislocated, and found to be
normal.

Genriemen,—I presume you are all familiar with the chief
clinical features of pywemia as they present themselves in the
‘domain of surgery, where they are far better pronounced than
ever they are in the range of medical experience. To fthe
surgeon, you know, rigors are of eggential value and signi-
ficance in the diagnosis of pyzmia. Without rigors he would
at once look upon such diagnosis with the gravest misgivings—
perhaps he would set if aside altogether as unworthy of
acceptance. You must, however, bear in mind that to the
surgeon belongs the privilege of witnessing and watching the
majority of cases from the onset: many of the cases, indeed,
are his own handiwork—the outcome of his own operations.
Now, if ever there be a rigor at any time, it is sure to oceur
at the very outbreak of the malady, and the surgeon 18 sure
to see or to hear of it.  If he does not, he has strong primd facie
grounds for disbelieving in the existence ol pyemia. It is
otherwise with the physician. Again and again the cases that
fall under his charge are at least of some short standing, and
the rigors may have come and gone unrecorded and unre-
membered, or they may have never existed at all. Recollect;
this, and in medical cases never allow yourselves to be carried
away by the foregone conclusion, that there is no pyaemia
because there is no history of shivering. Recollect, moreover,
that rigors are really far oftener absent in the sphere of
medicine than in the sphere of surgery, although they are
the rule in both departments alike.

The symptoms of pyzmia are, in brief, a near approximation
to those of enterie fever, with a large, but varying intermixture
of the hectic form. The main distinetive criteria are the follow-
ing :—If the rigors and the perspirations which commonly
signalize the onset are repE::LtuR thronghout the career of the
case in disorderly fashion, you may safely exclude enteric
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fever, typhus, ague, and acute rheumatism. Moreover, in the
two first.mentioned the fever-spots are pathognomonic and
cannot be mistaken for the sudamina and pustules of py@mia,
Again, the pleuro-pnenmonia which may often enongh attack
the sufferer from rheumatism, and attack him severely too, 1s
seldom at once so severe, so widely diffused, and so rebellious,
as in pymmia. Hven the appearances around the joints, which
make rheumatism and pyemia look so like each other, may,
for the most part, be diseriminated with care. Inrheumatism
ihe redness is faint by comparison, and fades away insensibly
into the normal hue of the surrounding skin ; in py@mia it is
vivid and crimson-coloured, sharp in its definition and jagged
at the margins. Such, at least, is the teaching of my own
experience. Again, in the majority of cases of pywmia there
is an earthy-yellow tinge of the complexion, which in many
instances may deepen into genuine jaundice. In rheumatism
true jaundice is altogether exceptional, although there may be.
o trace of the characteristic tint in the eye and in the urine.
In the common forms of fever jaundice is so rare as to claim
especial recognition whenever 1t chances to co-exist. Far,
however, above and beyond all other criteria is the testimony
of the thermometer. The free and fitful oscillations on the
chart are unerring and all-sufficient guides to the diagnosis.
Nevertheless, it would be well to pause awhile and to enlarge
upon the differential diagnosis of pywmmia and acute rheu-
matism. No two diseases are so often confounded ; indeed,
at first sight the confusion is almost inevitable unless there
is something in the circumstances of the case positively to
foreshadow the coming of pyzmia. 1 have made the mistake
more than once for a moment, or for a longer though limited
period ; it would be unpardonable to remain in uncertainty or
in error to the last. A few months ago 1 lectured on cerebral
‘henmatism—a form or manifestation of rheumatic fever which
is most nearly akin to pymmia, and this for two reasons : it 1s
always accompanied by head-symptoms, as its name denotes,
and it is generally accompanied by a high degree of fever-heat,
often running rapidly nto hyperpyrexia.  In that lecture I be-
sought you to stand on your guard, and to look ahead for the
tokens of forthcoming mischief. 1 warned you then in all
casos of acute rheumatism, and I warn you now in all cases
that bear the least resemblance to acute rheumatism, when
associated with nervous derangement, never on any account to
allow the temperature to go beyond 104°, or at most 105°%
before you resort to the bath. I acted on this principlein the
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present case ; I assumed it virtually to be cerebral rhenmatism,

“as I was bound in conscience to do while as yet there was the
shadow of a chance that it might accord with my assumption.
In so doing of course I interfere with the natural changes on
the thermometer. 1 do not give the instrument fair play and
free scope for the delineation of the disease if, the moment it
stands at 104° or 105°, I ecool down the body-heat in the bath
and reduce it in the end to the normal average, or below that
level. This is true as far as it goes; the bath defaces for
awhile, but it does not destroy, the distinctive readings on the
thermometer—if you read between the lines ; in other words,
if you look at the lesser elevations, which are untouched by
the bath, and disregard the main peaks, wh ich alone are
lowered by it. In well-developed cerebral rheumatism with
. high fever, the temperature will seldom fall gpontaneously
more than a degree or so; indeed, when left to itself it 1s
almost always on the rise. In pyemia, on the other hand, it
may fall many degrees, so that with the aid of the thermometer
alone you will not usually remain long in the dark as to the
nature of the case. Again, apart from the thermometer, there is
one cardinal eriterion which in a multitude of cases will decide
the point incontestably. In cerebral rheumatism, at the out-
burst of a paroxysm, the joint-pains wsually subside or dis-
appear. In pywmia, if they exist at all, they pursue their own
course; they have nothing whatever to do with pyrexia, hyper-
pyrexia, or head-symptoms. Perhaps I ought to have availed
myself of this criterion in W.8—, in whom there was no abate-
ment of pain or swelling at the time; perhaps I ought not to
have bathed him at all, but I thought it best to be on the safe
side, and to give him the benefit of a desperate doubt. It is
worthy of note, as contrasting with the resulis obtained in
rheumatic fever, that the bath made no impression upon the
nerve-symptoms in our case: the subsultus and the drowsiness
were just the same at the close as at the commencement.

I have pronounced the testimony of the thermometer to be
an unerring and all-sufficient guide to diagnosis. Itis so when
the oscillations are present, but it must be borne in mind that
they may be exceptionally absent. Their absence, then, offers
no decisive presumption against pymmia, provided there be
collateral evidence in its favour. In my own case they were
fairly, but not fully, represented. It is well also to remember
that the variations may vanish altogether in any case on the
approach of death.

What are we to regard as the primordial source of infection
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in W. S—? Notassuredly the lesions in the lungs, nor again
the puriform exudations into the joints ; these are well-known
and stereotyped changes of a secondary order, proper to
yeomia. Dr Bristowe has traced pyzmia to suppuration
beneath the periosteum ; and to this source, it may be said,
must we be fain to trace it in our own case for want of a
better. I confess, however, that I feel some misgivings on
this score. It may be, after all, that the true fountain-head
and origin of the evil has never been discovered, and that the
abscesses under the periosteum are themselves secondary.
When the primary mischief is small and inconspicuous, it may
well lie lurking in some sequestered and unsuspected spot. It
is impossible to explore the innermost recesses of the entire
body and it is pre-eminently hard to establish a negative in a
ogt-mortem examination.

As for the treatment of the case, it would be mere waste of
time to speak of it. The disease ran its course unchecked, and
no measure of mine availed to postpone the arrival of death
one single hour.

I have two more matters to lay before you. 1. The spleen
is reported to be small. This 15 an unusual oceurrence in
cases of blood-infection, but it may occur in pysemia exactly as
we meet with it from time to time in typhus and enteric fevers.
9_ T have introduced into the notes a term which mayseem to call
for explanation and even apology. 1 have described the first
heart-sound as ¢ frapping.” The word is a homely one, but it
is most expressive of the thing signified; that is to say, it
expresses well and better than any scientific term a sharp first
sound and a preceding momentary murmur or semblance of
murmur—taken together. Provisionally, however, I speak of
the first sound itself as  frapping.”

I have many times made passing allusions to that brief aus-
cultatory sign—that dwarf-murmur or mock-murmur—which
is best designated by the name “ preface” or “ prefix ” to the
systolic sound. It may be described as appearing under two
principal varieties—(1) as an undeveloped presystolic murmur
__the faint foreshadowing of its possible mature existence ; (2)
as an alternative presystolic murmur taking the place of the
mature murmur for variable periods, those periods lengthening
as the murmur falls away in force of expression during the
downward progress of the disease. In this latter caseit might
well be called a degenerate presystolic murmur.

That the sign in question and the recognized murmur of
mitral stenosis are essentially one and the same thing, you may
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convince yourselves by a few simple manccuvres. Take a pure
example of the model-murmur, and, after ascertaining its
undeniable presence at the apex, shift the stethoscope inch by
inch from that point ; you will find that the murmur shortens
in duration and lessens in intensity at every move you make in
the direction of the base, until at last it merges in the merest
prefix ; or you may vary the experiment, and apply your ear to
the left scapula; the result will, or may be, precisely the same.
ain, listen to the preecordia of your patient as he lies on his
back in bed, and you may hear the preface and nothing more.
Raise him, and make him lean forward ; you may then recall at
once the pronounced murmur and the concomitant thrill, if the
thrill had no existence before, for it may coexist with the pre-
face alone in all its forms and phases. We are forced to the
‘conclusion that the substance and the shadow, the full-grown
murmur and its diminutive counterfeit, are alike in their
essence, and differ only or mainly in degree. Even the unde-
veloped form, with few exceptions, implies thickening of the
mitral valve. Such thickening, you know, lies at the root of
stenosis, and may become true stenosis if life only last long
enough, but there is no stenosis of necessity for the time being.
The alternative form, of course, has the same meaning with the
murmur it replaces. Summarily, then, the sign possesses a
more or less definite value ; it signifies, as a rule, thickening of
the mitral valve, whether it amount to stenosis or not. In the
heart of W. S— thickening of the valve and its chordwe
tendinese was well displayed, but there was no narrowing of
the aperture.
I have one more apology to make in this connection. T am
in the habit of using the term ¢ compound murmur,” meaning
thereby an apex-murmur consisting of two parts, separated, it
is true, by the intervening first sound, but for the sake of
brevity in deacrililtinn regarded as merging in one murmur,
provided always the murmur be well expressed on each side of
the natural sound. If it be ill-expressed before that sound—
. if the preceding element be nothing more than a momentary
preface—it would be an excess of refinement to make use of a
term which would require constant reiteration. The truth is,
that over and over again, in cases of old-standing insufficiency
of the mitral valve, we meet with at least the trace of a pre-
systolic tone, although it may be much obscured when regur-
gitation is in the ascendant.

I am bound, however, to give youn a word of warning here.
Many auscultators might maintain that the so-styled preface is
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no preface at all, but only part and parcel of the systolic sound
itself, reduplicated, resolved into its elements, delayed in its
evolution, roughened at the start, or otherwise modified. At
any rate, they might put this construction upon my first
variety. Some such modification there may be at times in rare
instances ; the point is a fine one to decide by an appeal to the
carotid-pulse, the entire sequence of sounds is so swiftly past
and gone. 1 can only say that to my own ear both the
varioties afore-described are in the main alike and undistin-
guishable ; in other words, to my mind they are both in the
main presystolic. Nevertheless, 1 am often compelled by the
exigencies of language to define my meaning in terms charac-
terizing the systolic sound. 1 may then speak of that sound
as unnaturally changed in various ways, although on my own
view the sound itself may only be sharper and clearer than
natural, while the remaining characters assigned to it really
belong to the period of the presystole. '

In conclusion, if I am not mistaken, if I have not strangely
misunderstood the teaching of the wards and deadhouse, it
appears to me that any one who seeks to give a good account
of the full murmur of mitral constriction should first deal with
the fragmentary form so often heard when there is no con-
striction at all. Stenosis clearly is not the sole item in the
reckoning. How far will simple thickening go in explanation
of the phenomena ?

In the undeveloped form, apart from stenosis, it is hard to
believe that a few patches of interstitial change can determine
the result by meve obstruction to the flow of blood within the
cavity of the ventricle, for ib is here usually that the swollen
patches would be floating at the moment when the brief mur-
mur is generated. Again, in the undeveloped form, apart from
stenosis, it is hard to believe that the loose valve should
vibrate in its own substance and return vibrations to the sur-
rounding blood. A membrane whose delicacy, though damaged,
is not as yet destroyed, would never vibrate at all unless put
upon the stretch and fastened home to the ventricular wall
in every direction. It 1s otherwise with the developed form of
ihe murmur and lesion as they exist in true stenosis. In this
case the stiffened valve may vibrate, and not improbably such
vibration is largely concerned in the genesis of the murmur
and the thrill, just as the rude collision of the coarse-grained
cusps may be largely concerned in the exaggeration of the first
sound. What we want, however, is some common mechanism
which will fit all the facts, and bring into harmony all the
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varieties of presystolic murmur, in full length or in miniature.
For my own part, I offer no solution of the problem ; I only
wish to record my conviction that there is a problem to be
solved even yet.*

# Tt has been suggested that the preface or prefix may only be a
gystolic murmur developed during the period presumed to intervene
between the beginning of the systole and the closure of the auriculo-
ventricular valves. It may be so, but, if so, on areview of the foregoing
remarks, the strange conclusion is forced upon us, that every so-called
presystolic murmur must be in some measure systolic or, more exactly
8 ing, must rest upon a systolic murmur as its base. Moreover, on
this assumption we shall have to recognise a mew orvder of systolic
murmurs differing from the normal type in having the accent on the
last syllable instead of the first. Fortunately, on practical grounds, it
is a matter of no moment what the true rhythm and mechanism of the
preface may be. Apart from all hypothesis, the sign has always the
same significance; it points to the same anatomical lesions and bears
essentially the same relations to the pronounced presystolic murmur,
whether in its own right it is entitled to the name presystolic or not.
Tither it is presystolic in the proper sense of the term, or it is the
representative and potential base of a presystolic murmur. On any
view, the foregoing remarks may stand as they are with due reservations,
if necessary, on the score of nomenclature. It is my own belief that no
auch reservations are necessary. The apex-thrill confessedly accom-
panies the presystolic murmur, and may accompany the mere prefix.
Surely this is strong evidence in favour of an indentity of Thj’tE!}l in
the two physical signs, and as the one is beyond all question presystolie
so apparently must the other be—in the main.



LECTURE X

ON A CASE OF ULCERATIVE ENDOCARDITIS WITH EMBOLISM OF THE
BRAIN

Delivered November 2nd, 1877. Puhl:}s'hed in ¢ Lancet,” March 20th, 21st,
1580,

Mary T—, @t. 48, was admitted under my care July 31st, 1877. Iam
almost entirely in the dark as to her antecedents. She was unable to
tell her own tale coherently, and there was no one to make good the
shortcomings of her life-history, of which nothtng is known except
that she denied ever having cuffered from acute rheumatism. Re-
specting her last illness, I am indebted to Mr Lendon for the following
notes :

On the 24th of July the patient complained of pain in the region of
the liver and of uneasiness after taking food. On the 28th Mr Lendon
was called to seen her at home. She was then complaining of mcessant
retching and vomiting and of obscure pain felt everywhere, but
especially in the stomach, and over the left side. Her skin was hot to
the touch, her tongue furred, her pulse 120, and her respirations 30.
Nothing definite was discovered on examination of the lungs; there
was, however, a compound apex-murmur, systolic and presystolic, with
a concomitant thrill. The abdomen was slightly tender on pressure,
but in no degree tense; there was gurgling in the right iliac fossa, but
ted anywhere; the bowels were relaxed and the

no fever-spots exis e b
motions black, but she had been taking iron; the area of the splenic

dulness was decidedly inereased, and there was some pain in this region ;
urine of specific gravity 1024, non-albuminous.

July 29th.—The vomiting has been controlled by bismuth and
hydrocyanic acid. Pulse 120 ; respirations 30 ; temperature 106°. She
has been shivering for some time. Wandered during the night, but i8
quite sensible now. Expectorates a good deal of frothy muco-pus. No
fresh physical signs. Appears to be utterly prostrate.

31st.— Pulse 126; vespirations 33 ; temperatare 105:8°. Tongue dry
and brownish in _the centre; bowels still relaxed. Physical signs as
before. Received into the Middlesex Hospital this day. On admission,
she is deseribed as a dark-complexioned, well-nonrished woman, with a
pulse of 136, a temperature of 1057 and a breathing-rate of 44, Face
flushed, skin hot, tongue moist at the margins, with a foul, dark fur
on the dorsum; lips and gums sordid ; abdomen slightly swollen,
tympanitic, painful in parts, and generally tender over the entire
surface. The area of the splenic dulness is enlarged, but the spleen
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itself cannot be felt below the ribs, nor is there any tenderness here.
There is, however, tenderness in the right hypochondrium where the
liver dulness falls as far as an inch beneath the ribs in the mammary
line. Gurgling may be detected here and there, but it is not limited to
the right ilio-ceeal fossa. There are no fever-spots. Coarse sonorous
riles may be heard posteriorly, but the percussion-note is fa,irly_ od
everywhere before and behind. Slight occasional eough, but no ta-
tion of the nostrils. Her whole appearance is one of profound a.paths
and indifference to her condition ; she delivers her answers slowly an
with much hesitation; they arve not always rational. No motion, no
vomiting. At 6.30 p.m. temperature 104'6°, and at midnight 99°;
range for the day 68°. Ordered a draught containing nitro-hydro-
ehloric acid, also guinine, ten grains, to be repeated in twenty minutes ;
whisky, four ounces daily.

August lst.—Slept well, but perspired profusely throughout the
night. This morning she only complains of deafness, which may have
been due to the quinine. No action of the bowels. Urine of specific
-gravity, 1020, non-albuminons. At noon temperature 105°4°, the maxi-
mum for the day. She is shivering again, but not violently. She is
stupid and will not swallow; she cannot speak so as to be understood ;
she will, however, make a feeble effort to protrude the tongue when
told to do so. Cough on the increase, although it is most abortive and
execnted with much straining. A compound murmur, chiefly pre-
systolic, may be heard at the heart's apex, accompanied by a thrill.
Left face bfank; the right lateral furrow deeply indented; tomgue
deflected to the left. Apparently she possesses slight if any power of
movement in the left limbs. Sensibility much impaired over the entire
left half of the body, including the trunk. The eyes deviate to the right
gside. The left check bulges during expiration. Ordered tincture of
digitalis five minims, with tincture of aconite two minims every second
hour. An ointment containing belladonna and iodide of potassinm to
be applied to the preecordia. At 4.30 p.m. she was sweating abundantly,
and at 7 p.m. the temperature fell to its minimum, 98°% yielding for the
day a range of 7°4°. At 9 p.m. she appeared to be more helpless than
ever. She tries to speak when spoken to, and to put out tongue
when desired, but cannot accomplish either act.

2nd.—Passed a restless and rambling night. No change in her

neral aspect this morning. Anmsthesia almost absolute; left con-
junctiva impassive to stimuli. Over the entire left half of the scalp,
face, neck, chest, abdomen, and limbs, deep fpnnetures may be made
with a needle without exciting any evidence of sensation, although the
wounds bleed readily. Reflex action, however, may be easily provoked
by irritating the sole of the foot. The pupils are about normal in
diameter, equal, and equally sensitive to light. The eyes still deviate
to the right ; she will move them leftwards as far as the median line,
but no farther. The head also inclines to the right, and cannot be
pushed across to the left without producing pain. She will answer
questions rationally, and her utterance is fairly distinct, but she is
constantly wandering wide of the mark in her speech, and dwelling
upon matters foreign to her present circumstances. All her passages
are involuntary. Often she beats the chest rapidly with her right hand
over the priecordia, but does not appear to suffer from any pain or
discomfort there. At 9.30 p.m. pulse 144, respirations 64, temperature
1042°. Bhe is now perspiring freely, and seems hot and flushed. During

6
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sleep both eyes are incompletely shut, the unclosed interval, however,
is about the same on the two sides. At 11 p.m. the thermometer
reached its maximum point, 104-6°, the minimum for the da being
98-4° ; range 6:2°. Ordered aolution of iodine to the shaven scalp.

3rd.—Temperature 103'4°, pulse 96, respirations 52. Lies in a state
of profound sopor. Afb 12 noon she was almost comatose, breathing'
heavily At 1 p.m. temperature 105-8°. The compound murmur is
now chieﬂjl') systolic at the apex, where the heart’s impulse and the first
sound are both strongly expressed. At 3.30 p.m. coarse laryngeal rilles
micht be heard at some distance from the chest; the breathing was more
ﬁm%arra.ased, and at times the patient appeared to be almost choked. At
4.30 p.m. temperature 105°, pulse 150, respirations 60. At 5.30 p.m.
temperature 1054°, pulse incalculable, respirations 60, shallow, 1rre-
gular, often coming to a stand-still, interrupted by a fit of choking. At
% o m. temperature 10673°. At midnight it stood at 106:9°, when the
pu?se marked 160 and the respirations 30, Maximum temperature
106+9°, minimum 101°6°, range 53°. Two leeches applied to tE
temple ; digitalis and aconite omitted.

4th.—At 1 a.m. temperature 107°; at 9 a.m. 105° Wholly unable to
swallow ; nutritive enemata rejected ; coma continues. At 1 p.m. tem-
perature in axilla 107:2°; at3 p.m.in rectum 109°. She was then dusky
and pulseless. At 3.15 p.m. she died, with a temperature in the rectum
amounting to 1104°.  Range for the day 47°.

BM%E‘P death, at 4.15 p.m., temperature in rectum 109-2°; at 5.15 p.m.
107-2°,

Autopsy. (Abridged from the reportof Dr. Coupland.)—Head :—There
was excess of fluid within the <ub-arachnoid cavity. The vessels of the
pia mater were fall of blood. Lymph was found exuded on the inferior
aspect of the cerebellum and at the base of the brain, es]ﬁeciall}r around
the chiasma and in the interpeduncular space. The right middle cere-
bral artery was swollen and plugged from its origin onwards, so that
it felt like a piece of cord. From this some black clot extended into
the right anterior cerebral artery, and into the terminal branches of the
middle cerebral trunk. The territory supplied by the plugged vessel
was completely softened, so that in raising the brain the organ fell
asunder between the optic thalamus and the corpus striatum. The
precise limits of the coftened mass were not ascertained until vertical
sections were made after hardening in spirit. The goftening was then
found to involve the whole of the corpus striatum in both its nuelei,
with the exception of the lamina presenting in the ventricle. It was
found also to involve the island of Reil and the anterior part of the
optic thalamus. Moreover, the morbid change spread far into the cir-
cumjacent white matter and convolutions, but nowhere was it noticed
above the level of the corpus callosum. Posteriorly, only the invest-
ment of the optic thalamus was softened, and not the body itself. There
were no inflammatory lesions of any moment around the seat of soften-
ing, which was gray and curdy. Thorax .—Pericardinm natural.
Heart flaccid. Both sides, but chiefly the right, full of flnid blood and
soft clot. Pulmonary and tricuspid valves normal. Endocardium of
left auricle much thickened. Projecting into the auricle a polypoid
mass of veretations sprang from the margins of the mitral valve.
Similar excrescences of smaller size occupied the posterior wall of the
auricle. All the vegetations were loose and fragile, and in the neigh-
bourhood of one of these a small uleerated spot was discovered on the

e right
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posterior ensp, The chorde tendine® were greatly thickened, and the
. apex of the papillary musele of the septum—the largest of the museuli

pilliares—was converted into fibrous tissue. The mitral orifice barely
admitted the tips of two fingers. Wall of left ventricle mottled and
friable. Both funga highly congested. At their posterior bases they
were slate-blue coloured and collapsed. Abdomen :— The spleen
measured five inches and a half by three inches and a half. It was pale
and soft, and in its upper part presented a small wedge-shaped mass of
a yellow colour surrounded by a zone of hamorrhage. Liver large,
dry, and glistening on section; lobulation ill-defined; consistency
elastic, not friable. Cortical substance of kidneys swollen and pale,
contrasting markedly with the medullary portion, which was congested.
Surfaces slightly uneven and soft. No embolus in either organ. The
uterus was retroverted.

GunrremeN ,—Ulecerative endocarditis i3 a disease always
characterized by enormous overgrowth of valvular vegetations.
It has no necessary connexion with coexisting rhenmatism,
although, as a rule, the heart has suffered already from long-
standing unsoundness. Its consequences are embolism or
blood-infection, or both together. It is always accompanied
by severe constitutional symptoms, usually described as those
of intense pyrexia, but often possessing characters of peculiar
type, and differing in some respects from the symptoms of
violent fever in general. I have said the disease may involve
blbod-infection. In one sense it is always infective, for when
the entire blood-stream flows bodily over an ulcerated surface,
it can hardly fail to imbibe some taint of corruption, and to
develop some degree of the fever of septiceemia. Inthe higher
sense of the term it is not always infective; in other words, it
does not always give rise to acute septiceemia, or to gangrene,
suppuration, or other form of dangerous and degraded secon-
dary change, for these alone are the proper products of infeec-
tion, as I should understand it. I am bound, however, to warn
you that by many authorities ulcerative and infective endo-
carditis are regarded as commensurate and synonymous terms.
Nor is this all. Pathologists have brought to light the so-
called material of infection, the presumed blood-poison itself,
in the several shapes of micrococei, vibriones, bacteria, lepto-
thrix-filaments and the like—a motley assemblage of molecular
organisms which may be briefly designated microzymes.
Clustered around the valves, or imbedded within the coagula
of the heart, these infinitesimally small beings drift away in
the blood-current along with the detritus of the clot or the
vegetation, and either found colonies in emboli of their own
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making, or else roam at large, in perpetual motion : either
case spoiling the purity of the wholesome blood. ~This state of
things bears the name of myeosis endocardii.” Unfor-
tunately no one can tell where these strange beings are born,
whother within the heart or behind the heart in the course of
the circulation, whether they are indigenous or exotic, central
or peripheral in origin. Cases are on record which one would
unhesitatingly refer to an extraneous source. On the other
hand, there are undoubted examples where no distant point of
departure was discovered, but in this connexion 1t must be
borne in mind that the same thing is true of unequivocal
py#mia, which over and over again we find no aboriginal
focus of infection, whether anything of the kind exist or
not. In all my own recent cases of ulcerative endocarditis
post-mortem examination revealed nothing to warrant the
assumption of an extraneous source. You cannot fail to see
the importance of the question at issue in this matter. Can
the heart spontaneously become the hotbed of a living mortal
poison, or must it wait until the carriers of the poison are
engendered elsewhere, and thence conveyed to the centre in
the matare or in the embryonic form through the medium of a
morbid lesion, or from first to last by way of the natural pores
and passages of the body ? The question, you see, most
materially concerns the doctrine of abiogenesis, or the genera-
tion of life from no-life. In one respect the issue is unfm-

ortant. Whether or not the heart be in any sense the native
soil of these mysterious molecules, at all events it is said to be
a nursery ground wherein they grow, increase, and multiply ab
a fearful rate. In my own cases I cannot be sure that they
had any existence at all during life, although in one they were
discovered after death.

Let us concede that mycosis endocardii may perchance be
present universally—not indeed in every instance of ulcerative
endocarditis, but in every nstance of the infective class as
before defined. Another guestion remains to be asked. May
we not learn a lesson from mycosis endocardiiin the pathology
of pyemia? May we not see our way more clearly to the
solution of the great problem, how to account for those
secondary changes which, seated in front of the heart within
the domain of the systemic arteries, are yet derived from
sources of origin behind the heart, in the path of the venous
circulation ?  Some instances of ulcerative endocarditis are
themselves derived from this origin—in a word, they are
examples of true py@mia. In such cases there is no mystery
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at all. Starting from the point of invasion at the periphery,
* and then marching severally in single file, either alone or in
company with molecules of clot, microzymes might indeed
pass the barrier of the lungs ; but if they were to continue on
their way severally, or even in groups of a few cohering
corpuscles, they would never at once block an artery or even
an arteriole, whatever mischief they might do to the capil-
lariez. On the other hand, let us suppose that the heart is
their halting place, and that here they rest for awhile and
reinforce their numbers ; they may then start anew, and, along
with materials gathered from the heart itself, may advance in
masses amply competent to stop the highway in the arteries
and set up embolism there. As a rule, however, in pyzmia
there is no uleerative endocarditis, and therefore no mycosis
endocardii, as the term is usually understood. Nevertheless,
there may be analogous agencies at work, practically if not
literally amounting to mycosis. The living organisms, and
even the non-living portions of the blood-poison, when they
arrive at the heart, may be free to enter into new arrangements
there under new conditions. In lieu of the even onward flow
of the venoms circulation we have mow to deal with eddying
streams or stagnating pools. In these the septic elements may
come into collision one with another; they may coalesce and
cohere ; they may react physically or chemically npon the
normal constituents of the blood, so as to develop masses where
before there were molecules only. With the right side of the
heart we have no concern: moreover it is easy enongh without
these agencies to account for the products of pysemia in the
lungs. The left heart is all-important, and here the blood is
aerated, another circumstance which may have some bearing
on the result. All this may appear to be wild and fanciful in
detailed description, but if the secondary changes beyond the
heart in pyzmia are really owing to embolism of the systemic
arteries, there is much to be said for the main idea. Surely
in this case the material for impaction must be elaborated in
the heart, or its elaboration must begin there. If, on the
other hand, the secondary changes are not owing to the camse
assigned, we can only refer them in the last resort to simple
thrombosis at the seat of change, or, better still, to embolism
of the capillaries properly so-called. Limited to those capil-
laries in the beginning, the block will extend slowly backwards
by overgrowth of accessory thrombi, or small superadded plugs,
until the entire mass of sequestered tissne assumes the site
and the proportions of a true arterial infarct. Let the patho-
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logists of the future determine all these questions—at present
they are involved in the deepest darkness.

Tt is otherwise, I rejoice to say, in the climical diserimination
of ulcerative endocarditis, which becomes, for the most part,
clear as daylight when the teaching of a single case points the
way to the diagnosis of another. You have only to do your
bounden duty, and, as a matter of course, to examine the heart
of every human being that comes under your care, and it is
well-nigh impossible to make a mistake. Such examination,
however, is absolutely essential, for this reason. Vegetations
may be growing in rank luxuriance over the valves, and yet,
strange to say, there may be no preecordial distress, no local
symplom of any sort to awaken the suspicion of mischief at
the heart. Put your trust, then, in the physical signs, and, in
association with the general symptoms, they will proclaim the

rosence of the disease with no uncertain sound. They may
not, indeed, tell the whole truth at once; but wait awhile, and
after one or two examinations the question will be set at rest
all but indisputably. The physical signs are evermore chang-
ing from day to dayin correspondence with unceasing changes
in the form, site,and volume of the vegetations. The systemic

henomena are severe pyrexia, and, if infection be in the
ascendant, then, in full force, all the symptoms of septiceemia.

I have said that the fever of ulcerative endocarditis is often
in some respects peculiar and sui generis. 1 am warranted in
g0 saying on the assurance of two of my three last cases. In
one the temperature was never noted as exceeding 102-4°,
whereas the pulse ran high throughout, and in the end inordi-
nately high. In another, that of the girl H. C—, whom you
must all remember, on a few occasions the pulse marked 150 ;
many times it ranged between 130 and 140, and never once
declined below 100 from admission to death—a period amount-
ing to three months. The thermometer, on the other hand,
nover showed a higher reading: than 103:8° the minimum
being 974°, the pulse at the same time registering 138.
Surely this is a strange disproportion, and one that may
possibly shed some light upon the diagnosis of the disease.
Both the foregoing cases were of long duration, and in both
the determining cause of death was hypersemia and cedema of
the lungs, exactly as might have happened at any moment to
anyone suffering from heart disease without the aid of a
blood-poison to accelerate the issue. The case of M. T—,
differed widely from its predecessors. She died within a

fortnight, and in her the blood-poison reached a high pitch of




WITH EMBOLISM OF THE BRAIN 87

intensity. Moreover, in her there was no disproportion of the
kind above-mentioned, or if it existed at all, the ratio was
reversed, and the temperature transcended the pulse-rate.
Perhaps the hyperpyrexia, which closed the scene, may be
reasonably referred to acute brain-softening, with meningitis,
the consequence of that softening, and not to simple septi-
cemin. Be that as it may, it is the hyperpyrexia characteristic
of severe shock or injury to the nervous system ab ifs climax,
and finds its nearest and best parallel in cerebral rheumatism,
and occasionally in tetanus and lesions of the spinal cord. In
M. T—, however, the temperature, thongh fitful and oscillating
as in pyzemia, still maintained a high general average all along,
and offen reached or passed the uttermost limits of pyrexia
proper, even before the occurrence of embolism in the Sylvian
‘artery. Are we, then, at liberty to say that in the milder
forms of ulcerative endocarditis the pulse-rate is ruled by the
bulk and burden of .the vegetations, provoking the heart to
excessive action, but not materially exalting the fever-heat ;
while in cases that are truly and thoroughly infective the
blood-poison is the overruling power that governs the course
of events, and gives full expression to the fever in all its
phases ?

Other symptoms there are, or there may be, to which I should
accord a high value and a strong significance. First let me
mention a marked apathy in the patient, an utter indifference
to everything and everybody around him, sometimes alternating
with delirium. Whenever I have found a murmur ora medley of
murmurs at the praecordia, I have learnt to look upon this frame
of mind in the light of a symptom suggesting embolism of the
extreme arterioles of the brain, chiefly in the cortical system
of the convexity. M.T— exhibited unconcern and indiffer-
ence enough, apparently owing to sheer helplessness and
abolition of all mental power. Usually I have seen it in the

ise of reverie and dreamy abstraction. Such demeanour
was not to be expected in M. T—. In her the Sylvian artery
was plugged at the main, there was extensive softening of the
central ganglia and their environs, and there was meningitis,
In the girl H. C— dreaminess was a conspicuous feature, and
in her brain we found a minute focus of yellow softening near

- one of the parietal convolutions.

Another special symptom, and a most inauspicious one when
it ocenrs, 1s an eruption of spots resembling petechie, and
evidently originating in capillary embolism. As for embolism
on the large scale, endangering life or limb, even when its
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presence is fully ascertained, I exclude it from the reckoning
altogether, and for a good reason. I wish you to understand
the case with all possible speed before such embol ISI ArTives,
and not to await its arrival. -

Last, but not least, in the catalogue of special symptoms 1s
profuse drenching perspiration, second only, if it be second,
to that of ague, and far beyond the average mark and measure
of phthisis or abscess. In all my recent cases of ulcerative
endocarditis I have invariably met with this superabundant
sweating, so that, in my mind, it is now fairly enrolled among
the leading indicia that would guide me on the way to a right
diagnosis. Sweating, however, though generally symptomatic
of the worst cases, is not universally present in all.

TFinally, I have to comment upon the insensibility of the
entire left side, associated with left hemiplegia, as a result of
the embolus in the opposite side of the brain. Hemianaesthesia,
intense in degree and bounded with geometrical precision by
the median line of the body, is far from uncommon as a syn-
ptom of hysteria, if we may accept the accounts of the French
anthorities. Briquet and Charcot assure us that hemian-
msthesia, perfect in all its points, occurs in 93 out of every 400
cases—that is to say, in upwards of 23 per cent. of all hysteri-
cal women. I can hardly imagine it to be so common in
England ; indeed, I am sure it is not; but then we are far
behind the French in all the mysteries and marvels of hysteria.
In the vast majority of instances you will be at no loss to
discern the underlying neurosis, which will ordinarily be certain
to betray itself by one or more of its familiar features, although
you would do well to remember that M. Charcot has met with
‘mixed cases truly cerebral and truly hysterical at once. Nay
more, he has encountered a few cases of purely cerebral
origin presenting all or nearly all the characters of hysterical
anmsthesia. With reference to the pathology of the cerebral
form, M. Charcot, after long wavering between many regions
whose morbid changes might possibly determine hemian-
smsthesia, comes at last to the conelusion that the posterior part
of the internal capsule is alone responsible for the result. At
any rate, it is the only part which is found to be invariably
destroyed or damaged in all cases of predominant and persistent
hemianeesthesia where the lesions are circnmseribed. Now,
the internal capsule lies wholly within the domain of the
Sylvian artery, a domain in the present case utterly dis-
organized by interception of its blood-supply at the fountain-
head: hence the hemianwsthesia. The hemiplegia needs no
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commentary. Cases of this kind are not numerous. The
reason appears to be that the plug is usually seated at the
point of a bifurcation, and not at the origin of the vessel. It is
interesting to note how closely the lesions follow the lines of
anatomy. The softened structures are all comprised rigorously
within the range of the Sylvian artery ; the unsoftened portions
of the great central ganglia lie more or less beyond that range ;
their blood comes wholly or partially from other sources—in
the corpus striatum from the anterior cerebral artery, in the
optic thalamus from the posterior cerebral.

Regional diagnosis of brain disease offers many beautiful
problems for solution. Has it any corresponding advantages
in practice ? It is a sad tale to tell, but I am afraid those
advantages have been immensely overrated. For all that, T
should be the last person to disparage or discourage it in its
proper place, chiefly as a matter of medical science. On
general prineiples, I should say in medicine, as in everything
else, let us by all means solve all the problems we can. We
never know what fruit our investigations may bear in time to
come, however barren and unpromising they may seem to be
now. Again, in a few particular instances, localization may
enable us to forecast the future of a case. If, for example,
there are grounds for ascribing the symptoms to the medulla
or its environment, then beyond a doubt life is most seriously
compromised. Darker still are the prospects of recovery when
we have reason to believe that an extravasation of blood has
forced its way freely into the ventricles of the brain. Finally,
if we ever meet with another case of hemiplegia and hemi-
anmsthesia conjoined, and know that it is the result of embolizm,
the chances are that the embolus must be lodged in limine at
the very commencement of the Sylvian artery, over and
against the points where the basal branches are given off
from the main trunk. I need not tell you that a lesion so
gitnated would be imminently perilous to life. If modern
views of the vascular anatomy of the brain may be trusted, it is
hard to believe that there exists in the arterial system around
the spot any mechanism competent to save from utter destruc-
tion the ganglionic territory within the sphere of the Sylvian
artery, however it may fare with the convolutions and the
cortex. Not that I should refer the rapidity of the softening
Frﬂcesﬂ to this cause alone. Large allowance must be made

or collateral agencies, for the fever of septiceemia, and for the
general depravity of the blood and tissues. Kven in our case
the coustitutional symptoms and the nature of the lesion must
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be taken into account. The mere site of the mischief in a
particular region of the brain is only oneitem in the reckoning,
and in the majority of cases it is only a subordinate item.
Lastly, let me ask, will regional diagnosis avail you much in
the matter of treatment ? I fear not. It availed me nothing,
or next to nothing, in my own case. I had only or chiefly to
deal with the pyrexia and the prostration. What in the
world could I do with the embolus ? As for the meningitis,
I knew nothing of it before death, and, if I had known of its
existence during life, no measure of mine would have made
the slightest impression upon it.
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" LECTURE XI

ON A CASE OF PERICARDITIS WITH NUMEROUS COMPLICATIONS

Delivered March 21st, 1879, Published in ¢ Medical Times and Gazette,”
November 15th, 1879,

. QapaH B—, a married woman, ®t. 46, was admitted into the Middle-
sex Hospital, January 3rd, 1879. Her father and mother lived to a
d old age, the one dying at seventy-five the other at seventy-four.
Tier brothers and sisters are all healthy, Her own history is thus briefly
recorded :—She has been subject occasionally to slight rheumatism in
the finger-joints. She has never been laid up for any length of time.
For the last twelve months, however, she has been losing flesh and
becoming pale. About two months ago she was seized with shortness
of breath and congh, which have grown gradually worse of late, but she
has never suffered from pain of any moment. A fortnight ago mdema
appeared in the lower extremities.

On admission she is described as a stout, flabby, anemic, muddy-
complexioned woman. Her legs are gwollen as far as the knees, but
ihere is no swelling elsewhere. She now complains of pain across the
chest. She is short-breathed and coughs slightly. The lung-resonance
js imperfect over the left front, excessive in the central regioms at the
back, but again deficient at each posterior apex. The heart’s impulse
cannot be felt, and the sounds are feeble and distant. The area of pree-
cordial dulness reaches the second left interspace. The cough is
paroxysmal; the sputa are thin and watery; the jugulars large and
distended—markedly so in the act of coughing, when they become
beaded and varicose. Urine of specific gravity 1015, non-albuminous.

January 5th.—A faint impulse may be felt over the fifth interspace.
Over the third space there is a distinct systolic superficial murmur.

“th.—The heart-sounds are inaudible at the normal situation of the
apex, scarcely audible in the fourth space, and very weak in the third.

ere is no murmur now, but the rhythm of the natural gounds has a
slightly cantering character.

th.—The right front is freely resonant, except over the breadth of
an inch along the margin of the sternum. On the left side there is
absolute dulness in the third, fourth, and fifth spaces, while in the
second, and even in the axilla as far as its posterior bovder, the reson-
ance is greatly impaired. Urine 1010, non-albuminous.

18th.—There is dulness in the axillary regions on both sides, reaching
as high as the fourth space. Numerous fine moist riles throughout
the lower lobes. No albumen in the urine; speecific gravity 1020.

91et.—On the left side there is no good resonance any where in the
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front or in the flank, except at the outer part of the two first inter-
spaces. The axilla is dull even to its summit.

24th.—A distinet percussion-wave may be transmitted across the
abdomen.

98th —Grazing sounds heard superficially with systole and diastole.

February 6th.—A friction-murmur at the precordia.

On the T7th heart-sounds unnaturally rough and murmur-like.
Rhythm cantering. On the 8th the hands and arms swelled slightly.
On the 11th she died.

I have above limited myself almost exclusively to a mere sketch of the
main physical signs, drawn 1n the most meagre fashion. For the rest,
the history was one of increasing edema, ascites, dyspnea, and distress,
in no respect differing from the melancholy records of heart-disease in
general. The respirations ruled high, and so did the pulse-rate. There
was nothing noteworthy in the temperature. For a few days after
admission there appeared to be some slight amelioration in the sym-
ptoms, but it was short-lived only. Soon the disease ran its course
unchecked and uninfluenced by remedies, which proved to be palliative
at best, and nothing more. It would be wearisome and useless to
recount those remedies; let them pass.

Autopsy (from the report of Dr. Sidney Coupland).—Both lungs uni-
versally adherent to the chest-wall, the diaphragm, and the pericardium.
The pericardial sac occupied a large space ; its outer fibrous coat, over-
laden with fat, was much thickened and toughened in its proper sub-
stance, The visceral membrane was similaﬁy thickened in a minor
degree. Bxternally there were no adhesions between the pericardium
and the chest-wall. Internally the heart adhered rather firmly to the
back of the pericardium by a layer of recent lymph presenting a rough,
honey-combed, granular appearance. When denuded of this material
the heart was seen!to be largely overgrown with fat. The apex was
rounded, the right ventricle—distended with blood-clot—alone entering
into its formation. The wall of this ventricle was mainly composed of
fat, within which the myocardium was reduced to a lamina of soft
friable tissue of a brownish faded-leaftint. The wall of the left ventricle
was similar in colour to that of the right, but softer in consistency, and
more easily broken down. Microscopic examination showed that the
muscnlar fibres were finely granular, but the strize were not entirely
obliterated. The valves on each side were nearly natural. The lining
membrane of the aorta was raised into irregular prominences of athe-
romic deposit. Both lungs presented general condensation of their
substance; they were tough everywhere, and the lower lobes particu-
larly condensed and semi-carnified. A quantity of serous fluid flowed
from the smooth dark-red surface on section. The liver displayed a
typical nutmeg character. The spleen was soft and adherent to the
left extremity of the liver. The capsule of the spleen was the seat of a
dense yellow semi-cartilaginous pateh. The kidneys were dark red, full
of blood, finely granular on the surface, and greatly indurated.

GexrrenEN,—The nature of the foregoing case during life
was looked upon as a problem awaiting its solution in the dead-
house. Of course it was a case of pericarditis ; there could be
no question about that point. Pericarditis, however, failed
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utterly to cover the whole assemblage of signs and symptoms,
not to mention that there was no unequivocal explanation of
the pericarditis itself. The wide area of dulness or impaired
resonance was far beyond the mark of pericardial effusion,
even when its range is inordinately enlarged. Once, and once
only, have I known an exception to this statement ; but I ven-
ture to say that for fifty years to come we shall never meet
with its like again. In this unparalleled case nearly the entire
front surface of the chest was dead-dull on percussion, and
nearly the entire breadth of its cavity occupied by what looked
like a leathern bag full of fluid, while the heart lay ab the
hottom of the sac bristling with lymph and much resembling
a hedgehog or a porcupme on its lair.  In the second place,
dropsy, as far as I know, never arises from present pericarditis
'~ alone, or from pericarditis immediately past. Something more
than this, something deeper-seated and of older standing, was
required in order to account for all the phenomena. Many
wild hypotheses were advanced, many dreams of diagmogis
passed before us in swift succession, and were as swiftly dis-
carded. One fixed idea took possession of my mind, and held
it to the last. There must be a morbid substance gripping the
heart and hampering its action—not simply dislodging the
organ, as a mass of cancer i the mediastinum might do.
Accordingly, T made bold to write down as my dia gnosis, fibrous
induration of the pericardium with adhesions to the surround-
ing pleurse. The diagnosis, you see, is true as far as it goes,
but it falls short of the whole truth; the heart’s chambers
were found to be dilated, and its walls degenerate and over-
laden with fat. The dilatation, however, I regard as a mere
corollary from the original lesion, the fibrous enlargement of
the pericardium. Anything which embarrasses the free play
of the heart-walls sooner or later leads to dilatation of their
cavities, to say nothing of the old visceral pericarditis which
may have undermined the cohesion of the adjoining muscular
tissue, and lessened its power of resistance to the blood-pres-
cure. To this dilatation the dropsy was owing in the main.
Mere development of fat, whether in the form of growth or n
that of degeneration, whether extra-fibrous or intra-fibrous,
will seldom or never determine dropsy in the proper sense of
the term. On the other hand, the granular changes in the
kidney, slight as they seemed to be after death, and undis-
closed as t%:.ey were by albuminuria during life, may have
lent their aid in the determination of the dropsy. For the dis-
closure of these granular changes we are indebted to the post-
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mortem inspection alone. One of the great mysteriés of the
case was the uniform absence of albuminuria. Had we dis-
covered but once even' a trace of albumen, pericarditis would
have been perfectly intelligible ; it isa common accompaniment
of the atrophic form of renal disease, and the preecordia should
always be examined for it in these cases. As it was, we had
no historical elue to the presence of pericarditis, which shounld
never arise spontaneously ; it is always, I believe, secondary
to some prior ailment which ought to declare itself by its own
peculiar signs and symptoms. On the whole, the antecedents
of the case tell us nothing, or next to nothing ; but here the
autopsy comes to our aid, and sheds a clear light on the genesis
and development of the disease. Everything points to the
granular kidney as the fons et origo mali, save only the over-
growth of fat on the heart, which in all likelihood was owing to
ceneral obesity. Given kidney-disease at the onset, the per-
vading pleurisy on the two sides of the chestis at once explained.
Again, given pleurisy and its products around the mediasti-
num, all the remaining phenomena follow in due order of suc-
cession one upon another, or they flow collaterally from the
common source at the fountain-head. Pericarditis—external
and internal, old and recent—degeneration of muscular fibre,
increasing diffusion of dulness due to increasing cedema and
condensation of lung-tissue, may all be referred with ease and
certainty to the self-same cause. In this connexion you may
well wonder how it came to pass that a disease, even now im-
mature and unannounced by albuminuria, could have wrought
so much mischief long before admission at a time when you
might fancy the morbid change to have been insignificant and
inappreciable to the naked eye. Iwouldnot have you to count
too surely on the correctness of this idea. Foraughtwe know
to the contrary the lesion may have existed in much the same
degree of development for months—nay, for years past. 1
have good grounds for believing that nothing in the whole
compass of pathology is so slow in the cycle of its changes as
granular atrophic interstitial nephritis. Bristowe says it may
last ten years or more ; my own impression is that it may last
from fifteen to twenty years. You are all familiar with the
corresponding lesion in the liver, known by the name cirrhosis
—a name, however, which I hope you will never apply to the
kidney. The two diseases are the counterparts of each other,
not in structure only and in outward appearances; they are
just as closely allied in the slowness and secrecy of their
growth. Many a man is at this day walking about the streets
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of London with one or other of these maladies in embryo, but
~ without the shadow of a suspicion that he is the victim of a
dangerous disease. Slow, however, as they both are in
their evolution, the pace of cirrhosis is far faster than the pace
of renal degeneration, although cirrhosis is not of necessity
mortal, which the kidney disease must be in its own due season
if nothing intervene to forestall it. Again, in the same con-
nexion, note, I pray you, the absence of albuminuria from
beginning to end—for a period of five weeks or more. Gentle-
men, if you have reason to suspect that the kidney is degenerate,
whether you base your reasoning on the age and aspect of the
patient, on the life that he has led, or on the nature of the case,
and the coexistence of symptoms otherwise hard to understand,
never abandon the presumption you have formed, simply
because you find no albumen in the urine although you may
have searched for it unceasingly day after day. Still less
abandon that presumption if the specific gravity rule low—nay,
abandon it not if the density be of the normal average or above
it. A low density speaks foreibly in favour of a dwindling
kidney, but it is far from being universally present in these
cases ; often enough it is absent when the organ has not made
much progress in degeneration, or when the case is drawing
near to its close, or when there are severe complications in the
chest. Least of all abandon the idea in guestion because you
fail to discover casts under the microscope. This is a piece of
negative evidence altogether untrustworthy. Again and again
you will see no vestige of a cast even when the urine is albu-
minous. Do not mistake me, however. Suspect the existence
of Bright’s disease as strongly as you may, and even act on the
suspicion as far as you are personally concerned, but keep your
own counsel ; tell it not to the patient, publish it not to his
family and friends, unless there be albumen in the urine.

I reserve to the last the main point I wish to dwell upon.
Tt iz noted that there were friction-sounds and frction-like
murmurs from time to time at the precordia, and the heart-
sounds are more than once described as cantering in rhythm.

The rhythm of the auscultatory signs in pericarditis 1s pecu-
liar and almost unique in a large proportion of cases,amounting,
I should say, to more than one half, perhaps to three fourths,
of the cases wherein those signs are widely diffused and fully
pmnounced. It is a cantering tripartite rhythm—a tune in
three times—you might waltz to it very well.

I feel bound to lay before you my own views on this matter,
although they are hopelessly at variance with those of two
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distinguished writers—Dr Hyde Salter and Dr George Johnson.
The rhythm is composed of three several sounds, so arranged
that two of the number go together while the remaining one
stands apart. The solitary element, the monad, comes first in
order, and the dyad or the twin elements follow and close the
cirenit. Moreover, to my ear, the monad coincides with the
carotid-pulse and is systolic; the dyad falls within the period
of the diastole about the time due to the diastolic sound.*

In the simplest form of the physical sign, to the best of my
pelief, we have only to deal with the splitting of the natural
heart-sounds into three elements combined in the manner afore-
said : the systolic sound remains single, the diastolic sound is
doubled. But what becomes of the adventitious sounds, the
brushing murmurs, the rasping, the grating, and the creaking
noises of pericarditis? Do they comply with the law that
governs the evolution of the natural sounds in the simple
form? To a great extent they do. The softer varieties, those
which are more or less murmur-like in tone, in a multitude of
cases conform to the law exactly. According to circumstances
the natural sounds may or may not be abolished by the super-
vening murmur, but the rule is that the rhythm remains or
comes into existence if it never existed before. It 1s then
associated with the sounds and with the murmur, if both are
heard simultaneously ; with the murmur alone if the sounds
have disappeared and the murmur alone is audible. In other
words, the murmur itself is tripartife. It is otherwise, or it
may be otherwise, with the harsher modifications, those which
offer no analogy to a murmur at all. So soon as the signs of
pericarditis assume the rasping, creaking, or grating cha-
racters, the voice of the rhythm is apt to be drowned in the
din, and often vanishes altogether.

T dare not deny that there may be other varieties of tri-
partite thythm in pericarditis owning a different origin, and
standing n other relations to the carotid-pulse, but they are
rare by comparison, and the standard variety is that which I
have endeavoured to define. Again, I dare mot affirm that
the rhythm, as defined, is absolutely pathognomonic ; it may
perchance occur in some mosb exceptional cases—few and far
between indeed—apart from pericarditis. Still less would I
limit the cantering thythm to pericarditis alone, although that
‘s the mosb convenient term for common use. Triple peri-

# Dr Salter and Dr Johnson both'make the elements of the dyad auri-

cular-systolic and ventricular-systolic; the monad they represent as
diastolic.
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carditic rhythm would be a long, unwieldy phrase ; besides, it
would seem to involve a diagnosis—which the language of
clinical medicine should never do, if it can be avoided ; it
shounld be descriptive only, wherever it is feasible. Bear in
mind, however, that the two terms are not coextensive in
meaning ; they are thus far synonymous, and no farther.
Every rhythm of the foregoing pericardial type is cantering,
but every cantering rhythm is not typically pericardial. Can-
tering, then, is the larger term in the latitude of its range : it
includes the other, and it includes more than the other. Sfill,
in gpeaking of pericardifis, I shonld recommend you to adopt
the expression, and, whenever you have a chance, to master
thoroughly the thing expressed.

I have deseribed the rhythm when it appears in its simplest
form and is reduced to its lowest terms as a morbid subdivision
of the natural sounds, essentially unconnected with the friction-
signs of pericarditis. This point might be disputed, but I
have repeatedly demonstrated examples of the kind wherein
there was nothing to convey the remotest idea of a rub as
ordinarily appreciated by the ear. In such cases it is utterly
impossible that the natural sounds should be lost to the
listener, or even much subdued in tone ; they must be present
and fairly well pronounced. Ina word, they are apparently
the first and second members of the trio. What, then, is the
third member? 1f the first and second are not of the
nature of friction-sounds there is no reason in the world why the
third should be supposed to be of this nature. Possibly by
making pressure on the chest with the stethoscope we may
sometimes eall forth a true rub, but this is of no importance to
the main issue. What were the sounds heard before the pres-
sure was made, when the rhythm revealed no degree of resem-
blance to the murmurs or noises of friction f The pressure-
test may occasionally determine the origin of a doubtful mur-
mur ; but here you have no murmur at all to deal with., It
might indeed be alleged that an amount and kind of frietion
incapable of altering the intonation of the two natural sounds
may at the same time develop in their train a third sound—a
friction-sound pure and simple, though devoid of all friction-
like characters. Thisis fine steering, gentlemen; in my opinion,
far too fine to be safe and sure.

I hold to my own conviction, that all the members of the
entire trio in the simple form are only the natural sounds under
a thin disguise ; the third is but the echo and double of its
predecessor. If this be the rule for the simple form, the same

7
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will be the rule mutatis mutandis for the great majority of
cases associated with genuine friction. In other words, what-
ever determines the triple rhythm of the natural sounds deter-
mines also the triple rhythm of the friction-sounds. What
does determine the rhythm? It would appear that there is
something which delays the evolution of the ventricular systole
on one side of the heart in comparison with the other. Hence
a corresponding delay in the diastole and in its accompani-
ments, the closure of the semilunar valve and the recoil of the
distended artery. Now, pericarditis will paralyse more or less
the underlying muscles of the heart-wall just as peritonifis
paralyses the muscular system of the intestines. Indeed, the
muscles themselves may be engaged in the inflammation. If,
then, we are at liberty to suppose that pericarditis in the
ordinary run of cases will not always or even often attack
impartially the entire membrane, but may involve one part in
a higher degree than another, we have at once the conditions
of disharmony in the play of the ventricles. Where the exuda-
tion of lymph is slight, or where there is no exudation at all,
there will be a simple splitting of the diastolic sound, a resolution
of the natural sound into its separate elements. On the other
hand, when the lymph is more or less freely exuded, withoub
being so gross in bulk, or so coarse in grain, as to annihilate
all rhythm, then there will be a double diastolic rub, owing to
unsymmetrical expansion of the two ventricles. Inmany cases
both sets of phenomena will concur at the same time in the
same person. Moreover, the two sets of phemomena may
interchange places in the same person at different times, in
accordance with the changing phases of the circulation. When
the heart is acting feebly, the simple rhythm may take the
place of the rhythm with the rub, and the rhythm with the
rub again take the place of the simple rhythm when the heart’s
action is strengthened.

It may be asked why, on the above hypothesis, there is no
doubling of the systolic sound or the systolic ventricular rub in
the characteristic rhythm? The reason is plain. In one
respect the ventricles will harmonize in their movements ; they
will begin to contract at the same time, and no amount of dis-
harmony in the strength or in the duration of the systole will
ever double the sound or double the rub. It is otherwise with
the diastole, which is delayed from the start on one side.
Hence the diastolic sound and the diastolic rub will originate
at different times on the two sides, and make a double impres-
sion upon the ear of the auscultator.
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I lay no stress on all these speculations, but I find nothing
in the disclosures of the dead-house to bar their adoption. On
the contrary, post-mortem appearances go far to support them
in cases of average severity. With the severest cases, and
with the largest and coarsest exudations, we are not concerned.
In these, as before said, the rhythm may be annulled
altogether.

Let these things go for what they are worth. I do not
ask you, gentlemen, to accept one word of theory or analysis
that I have uttered this afternoon. I do not even ask you
to recognize critically and musically the grouping of the
several sounds described, so long as yon recognize the rhythm
itself in a practical way—so long as you know it when you
hear it. hatever you may think of the minutize involved in
this discnssion, the rhythm itself is no immaterial refinement.
It is a matter of great pith and moment in the diagnosis of a
disease which surely onght never to pass unnoticed. It is of
the more moment, inasmuch ag the simple rhythm alone, apart
from all semblance of rub, is far from uncommon in pericar-
difis, especially at the onset. If, then, you pay no heed to this
note of warning when it is sounded in your ears, the disease
will steal a march upon you, and you will be so much the later
in overtaking it with your remedies.*

* Dr Stokes, in speaking of the signs and symptoms of coming peri-
carditis, mentions among the rest as not uncommon, a doubling of one
of the natural sounds, most frequently the second (* Diseaszes of the Heart
and Aorta,’ p. 93). Clearly, then, Stokes recognized the simple rhythm as
a note of warning at the onset of pericarditis. The simple form, however,
may sometimes persist throughout the whole career of a mild case.
Again, Stokes would appear to have recognized the rhythm with the
rub, but in this form he failed to see a chavacferistic feature of peri-
carditis, (Cf. * Opus citatum,’ pp. 29, 30, 76.)



LECTURE XII

ON A CASE OF MULTIPLE ANEURYSMS [N THE HEART, THE LUNGS,
AND CAVITY OF THE CRANIUM

Delivered July 7th, 1876. Published in ‘ Medical Times and Gazette,’
July 21st, 1877.

Hengry T—, ®t 20, a draper’s assistant, came under my care, in Cam-
bridge Ward, January 12th, 1876, with the following history, as re-
corded in the notes. The only serious illness he can recollect arose
from the kick of a horse over the lower part of the chest, on the left
gide, between eight and nine years ago. Within half an hour of the
accident he spat blood, but never afterwards. On this occasion he was
confined to the house for six weeks. His present attack began about
a month ago, with chest-pains and shortness of breath.

On admission.—The cheeks were flushed purple; the general appear-
ance was that of debility and emaciation. Complained chiefly of pain at
the heart and across the loins. There was a loud blowing murmur of
extreme intensity—loudest, indeed, over the upper and central regions
of the precordia, but loud everywhere in front, where it effaced the
first sound altogether; and, again, well pronounced, although sub-
dued by comparison, at the back. Coincidently with this murmur, &
purring vibration or thrill could be felt at the base of the heart and
over the whole of the right ventricle, but not beyond the boundary of
the sternum ; nor, again, leftwards, so far as the outermost limits of
the apex-beat. The second sound was unnaturally rough at the base,
and both sounds obscurely expressed in the carotids. The murmur
distinctly and entirely preceded the pulse at the wrist ; it was synchro-
pous with the pulse in the earotids, or in part antecedent to it. At
the posterior base of the left lung the firs sound could be heard, appa-
rently prefaced by a brief tone or bruit. The superficial veins the
neck were enlarged, and beaded in places, but they presented no pulsa-
tion. .

As the case progressed, the boy began to look gaunt, haggard, and
extremely ill. He spat blood; he suffered for many days from pain in
the upper part of the right chest; and, when that abated, from pain at
the left posterior base, where the percussion-note was dull, the breathing
tubular, and the voice-sound bronehophonic.  All the while the original
pain at the heart continued, and all the while he was losing flesh and
strength. The urine contained a trace of albunmen, with an admixture
of blood, as shown by guaiacnm.

Such is a summary of the case as far as February 11th. From that
date to February l?t{n the symptoms were chiefly those of dyspepsia—
nausea, vomiting, and loss of appetite. On the 17th he coughed a good
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deal, again spat blood, and suffered again from sharp pain near the right
axilla. Temperature 104-4°—the highest on record. For many suc-
ceeding nights he required injections of morphia to procure sleep. The
nausea, the vomiting, and the anorexia continuned with interruptions
and it was not until the beginning of March that the pain subsided.

Mareh 16th.—A double murmur may be heard at mid-sternum ; both
sounds mufiled, and murmur-like in carotids. Pulse jarring. Pain,
aggravated by deellij inspiration and by coughing, below left mamma.

April 8th.—He has been wandering in the night, and even now seems
confused. He speaks slowly, and with much thickness of utterance.
His vocabulary is limited; for the most part he repeats a monotonous
gound, which at times is clearly “ Have merey,” and with this expres-
sion, plainly or indistinctly pronounced, he closes every sentence. The
power of grasping is about the same in both hands, nor is there any
want of symmetry in the lines of the forchead or face. The tongue,
however, swerves in some measure to the right side.

9th.—Repeated the Lord’s Prayer after the chaplain fairly well. On
being asked how he was, he replied, with some hesitation, “ I am first-
rate.” He cannot read andibly, however, nor could he repeat on dicta-
tion “ A fine clear morning.” Most of his sentences still relapse into
the old * Have mercy.” Wrote his Christian name, “ Henry,” quite
well and legibly. When desired to write “ morning™ he failed alto-
gether, but succeeded in copying a few letters of the word, presenting it
under the form * mony.”

20th.—Still there remain traces of asphasia, although, on the whole,
he expresses himself with greater freedom and with a wider range of
language.

27th.—Looks more and more ghastly, wan, and wasted.

May 18th.—Seems in great distress, and complains of pain and ten-
derness in the left side of abdomen.

99th.—The physical signs have undergone a change, The original
murmur is much softened, and the diastolic sound is clear everywhere
over the chest and in the carotids. There is now pulsation in 1:{12 cer-
vical veins, and yesterday there was slight eedema in the right foot.

June 1st.—After a long interval of clear, intelligible speech, he again
misecalls many things. ks deadly pale, and seems indifferent to life.
Asked for a knife to cut his throat. From this time forth he sank,
and died June Srd.

Autopsy (abridged from the report of Dr. Sidney Coupland).—Beneath
the arachnoid a 1 amount of fluid overspread the shrunken brain,
the membrane itself here and there presenting patches of opaecity with
small plates of bony material. The left temporo-sphenoidal lobe,
euperficially orange-coloured, showed on section a cyst occupying the
anterior half and containing a fluid like cords-and-whey. ated on
the middle eerebral artery, about half an ineh from its origin, a saccular
aneurysm, the size of a chestnut, blocked the entrance into the left
Sylvian fissure. Internally, the aneurysm was found to consist of a
compact mass of fibrine arranged concentrically in a laminated fashion,
except in the innermost parts, where it was channelled and filled with
soft black clot. The vessel was empty of blood. The heart weighed
fourteen ounces and a half. On the right side the conus arteriosus
was immensely enlarged; its walls were abruptly and inordinately
thickened, and its cavity contained a mass of fleshy fragile vegetations,
springing from the dense, irregular, milk-white endocardium, and
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spreading as far as the attached margins of the pulmonary valve.
Half an imch below the attachment of the valve, the septum ventriculo-
yum in its anterior part was the seat of two perforations—one cireular,
just admitting a crow-quill, the other triangular, measuring three
eighths of an inch in each direction. Both apertures were fringed with
warty vegetations, but, in front and below, the margins of both were
round, smooth, and continuous with the condensed endocardium of the
conus. The foramen ovale was closed, and there were no traces of the
ductus arteriosus. Projecting into the wide cavity of the left auricle, a
group of vegetations arose irom the adjoining borders of the two
mitral curtains, close to the septum ; and above, over the space of about
a square inch, the opaque thicﬁaned endocardium was covered by vege-
tations. In laying open the left ventricle, a pouch was cut into, lined
by a thick membrane, continuons with the endocardium through a
emooth narrow orifice which occupied the interval between two diverg-
ing column: carnee. The pouch was seated near the base of the heart,
partly in the ventricular walls, but principally in the septum. The
parietal portion was small; the septal division was oval-shaped, and
meaaurec? an inch and a quarter in its long diameter from above down-
wards ; its depth was half an inch; its emooth lining membrane was
traversed by numerous folds marking the course of the muscular fasci-
culi which enclosed it on every side; it passed right through the sep-
tum, and opened into the conus arteriosus by the two foramina before
described. Recent vegetations sprang from the ventricular surface of
the aortic valve, but nowhere involved the free border. All the valves
except the tricuspid were competent to the water-test. The right lung
was firmly adherent at the apex. Two cavities of large size and long
standing occupied respectively the upper and middle lobes. With
these exceptions, the parenchyma of the lung presented no Eecu]iari-
ties of any moment. There were, however, five saccular pouches—true
aneurysms—discovered on different branches of the pulmonary artery,
all possessing walls of immense thickness, and all loosely attached to
the tissues around. Omne was seated on the main artery supplying the
middle lobe ; it was of the size of a Barcelona nut, and ]ineg y a layer
of adherent fibrine. Four were found in the lower lobe, two as large as
the last deseribed, and two of smaller dimensions. They were nearly
all engrafted on points of bifurcation in the artery, and, like the vessels,
they were all empty of blood. No thrombi were found anywhere. On
the left side some recent lymph coated the lower lobe, which was in
great measure solidified, showing numerous tracts of embolic pneu-
monia varying in size and appearance, Some entire, some broken down
into irregular cavities. Large firm fibrinous clots were seen to block
the branches of the pulmonary artery in this lobe, and in one of these
branches an aneurgsm was situated—the only aneurysm discovered in
the substance of the left lung. In the upper lobe near the apex, was a
recent infarction, of the size of a walnut, with a plug in the artery
leading to it. The central third of the spleen was entirely composed of
a large, wedge-shaped, buff-coloured mass, just beginning to soften in

laces. The remaining organs presented mnothing ﬁl&t need be
deseribed.

GentLEMEN,—Many a time and oft have 1 pointed attention
to the foregoing case as a marvel and a mystery past all precise
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_interpretation. During the lifetime of the patient I could only
waver between two alternative hypotheses—congenital malfor-
mation with an unclosed interventricular septum; and aneu-
rysm in some unwonted form or place. Strange to say,
although the hypotheses in question together covered the main
mischief in the heart, yet neither the one nor the other proved
to be absolutely correct. In giving the diagnosis 1 never
dreamt of aneurysm perforating the septum ; still less could I
foresee the discovery of eight disseminated aneurysms. There
can be no manner of dispute as to the nature of the phenomena ;
the wonder is how in the world they came into existence. As
for the aneurysm in the septum, possibly it may owe its original
development to the kick of the horse that occurred eight or
nine years ago. Injury will cause laceration of the heart-fibres,
and then, as you would naturally expect, it is the right ventricle
which bears the brunt of the damage. Under these circum-
stances, let the heart-fibres be once torn, contused, or weakened
on the right side of the septum, they will offer less resistance
to the preponderating blood-pressure from the left heart. The
blood bearing upon the intercolumnar spaces of the left surface
will tell forcibly on the unresisting fibres of the septum; it
will work its way into the substance of the partition-wall, and
there excavate a chamber for itself, in close contignity to the
damaged structures on the right side. Given all these con-
ditions, it is easy to imagine that the blood may break through
the barrier altogether, and unite the two ventricles into one.
Possibly the right ventricle may co-operate with the left, and
excavations commenced at the same level on the two surfaces
of the septum may in due course of time meet midway in its
substance. On this view, or on any hypothesis implying time
spent in development, the aneurysm in our own case, slowly
tunnelling and at last perforating the septum, may have given
origin to endocarditis, with its rank and exuberant overgrowth
of vegetations. On another view the chain of causation may
have been reversed, and endocarditis may have originated
aneurysm in the acute form by a swifter process of disorganiza-
tion. The seat of the aneurysm might seem to bespeak an
acute origin, but its characters conform expressly to the
chronic type. A smooth, narrow mouth in the groove between
two diverging fleshy columns, an expanded sac, a dense lining
membrane continuous with the endocardium at the orifice, and
plainly showing on the walls of the cavity the mouldings of
the muscular fasciculi, which appeared to maintain their
integrity unbroken, and simply to have given way before the
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advancing aneurysm; all these characters taken together
present the very picture of an old formation. Moreover, the
vegetations underneath the aortic valve, though, of course,
near the orifice of the sac, nowhere came into immediate
contact with it—a circumstance almost, if not altogether, irre-
concilable with the idea of acute ulceration of the myocardium
beginning on the left side, where we commonly find the point
of departure for the ulcerative process. In spite, then, of
all plausible presumptions to the contrary, the intraseptal
aneurysm must have been an old one, whether we derive
the endocarditis from its rupture or mot. As for the
remaining aneurysms—the six that were discovered in the
lungs, and the solitary one that existed on the brain-
surface—we may fairly ascribe their genesis to embolism.
Primé facie, indeed, if we were to look at the lung alone, we
might demur to this opinion. The right lung, with its mani-
fold aneurysms, offered no trace of plugging, infarction, or con-
solidation anywhere ; the left lung, with its gingle aneurysm,
displayed all these pathological changes on the amplest scale.
Still, the drawbacks to the hypothesis are not insuperable.
Emboli may give rise to aneurysms, exalting as they do the
tension of the blood-pressure, and impairing the integrity of
the vascular walls in their vicinity ; and on a survey of all the
cireumstances the conclusion is irresistible that they have done
so in the present case. Bear in mind the extreme rarity of
aneurysm in one so young, the absence of any preceding flaw
in the arterial system, the wide dissemination of the aneurysmal
masses, coupled with the presence of a material at the heart,
on the right side and on the left, ripe and ready for detach-
ment and deposition anywhere at any moment—above all bear
in mind the preference shown for the bifurcations of the blood-
vessels, the chosen sites of emboli—and you cannot fail to see
in embolism the sole sufficient cause of all the phenomena
under discussion. Gentlemen, you recollect well the mysterious
murmur described in the notes. Are we in a position to
interpret this murmur now, with the heart lying before us?
I fear not. So multifarious are the sources of murmur that I
find it is impossible to recognize severally the part played by
each in the production of the universal discord. Those who
are familiar with malformations of the heart and its appendages
may speak with authority on this point,—I dare not; I only
venture, with many misgivings, to accord the foremost place
to the pulmonary valve and the perforating aneurysm. In
this connexion two circumstances deserve to be mentioned,

SENSPE SEP e
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There were undonbted evidences of aortic valvular ncom-
petency, alike in the characteristic pulse and in the charac-
teristic murmur. Now, both these characters vanished towards
the close of life, about the time when the boy began to com-
plain of pain in the left side of the abdomen. What is the
inevitable inference ? A considerable cluster of soft and
fragile vegetations were found attached to the under surface
of the aortic valve, which, however, was pronounced to be
competent after death on the assurance of the water-test. The
inference is this. There must have been a time when the
valve put forth a more luxuriant growth of vegetations, large
enough to encroach upon its free margins and to interfere
with the due play of its mechanism. Soon the encroaching
material lost its hold on the surface, drifted away in the
current of the circulation, and became impacted in the spleen,
thus restoring to the valve the competency it had destroyed.
The overgrowth disappeared, the undergrowth remained. The
second circumstance is the following :—The long loud murmur
in part preceded the systole of the ventricle : this point was de-
termined by comparison with the earotid-pulse in front, where
the first sound was inaundible over the chest. At the back 1t
was ascertained by simple reference to the first sound, which
was plainly distinguished at the left posterior base, and there
only. The vegetations on the mitral valve and orifice, and on
the adjacent surface of the auricle, possibly explain the pre-
systolic element in the murmur. Possibly, also, the blood
streaming through the aneurysm may have developed sonorous
vibrations there, even during the period of the auricular systole.
I have spoken of the carotid-pulse as a measure of time in the
interpretation of a mumur ; and this leads me to the lesson the
case before us is pre-eminently caleulated to teach. On apply-
ing the stethoscope to the praccordia with one hand, and placing
the fingers of the other over the carotid, you at once recognized
the thythm of the murmur as systolic in the mam. Again,
when you laid your finger on the radial artery, the murmur
seemed to fall within the diastolic or presystolic period. It
concurred for the most part with the carotid-pulse ; it distinetly
and entirely preceded the pulse at the wrist. You were enabled
to verify this by determining the close coincidence of the apex-
beat with the carotid-pulse, in comparison with its marked
priority in point of time to the radial beat. The radial pulse,
you know, is a little later normally than the heart’s impulse ;
but here the difference in time was abnormally great. You
see, then, that in estimating the rhythm of any given murmur
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it is unsafe to rely on the pulse at the wrist. Whenever it
comes to a fine pomt, and absolute precision is required, you
should as a rule, place your finger on the carotid while you
are listening at the heart. Unfortunately, this is not always
an easy matter to accomplish, at least with the rigid stetho-
scope in common use. The attitude is awkward and embar-
rassing, the carotid itself is but feebly felt in many persons,
and often the slightest movement of the neck may utterly
derange the best concerted manceuvres. If, then, you are
foiled in your manipulation of the carotid, try the subclavian,
just where it is on the point of dipping beneath the clavicle.
The interval between the pulses in the two arteries must be
immeasurably small. The subclavian is the larger vessel, and
presents a pulse less liable to change and less easily effaced by
ithe movements of the muscles, while the clavicle offers a rest
that steadies the hand and leaves the ear and the head at full
liberty to pursue their investigations in peace and quietness.
Enough of the heart: let us pass to the brain. I need not
remind you that in the vast majority of cases of aphasia,
understood in its widest sense, the lesion is on the left side,
and that in the majority of such cases the seat of the morbid
change is the convolution of Broca or its environment.
Pathology, then, and, I may now add, direct experiment, would
seem to mark this region as a great physiological speech-centre
for the mass of mankind ; in other words, as one of the main
links in the long chain of succession, from the supreme centres
downwards to the nerve-nuclei that govern immediately the
muscles engaged in the consummation of speech. Our own
case is no exception to the rule in pathology. The Sylvian
artery near its origin was blocked by an aneurysm, which lay
imbedded on the surrounding structures, among the rest, on
the convolution of Broca. The branches to the corpus striatum
ran clear of the block ; they arose in front of it on the proximal
side. The remaining ramifications encircled the aneurysm,
and must have been submitted .to strong pressure. The
temporo-sphenoidal branch appears to have been absolutely
closed in some part of its course. The branches distributed
to the gyrus of Broca and the island of Reil would seem to
have collapsed and expanded in a desultory manner by inter-
missions. In accordance with the varying fulness and force of
the cerebral circulation, or with the changing bulk, form, and
structure of the aneurysm itself, they were more or less open -
to the reception of blood flowing at times in a slender stream,
at times in volume sufficient to maintain the normal activity of
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the speech-centre. Again, the pressure bearing upon the

blood-vessels must have borne upon the brain-tissues around

the aneurysm at the same time, in the same measure,
and with the same variations. Hence it is easy to under-
stand why the aphasia should appear, disappear, and finally
reappear. I would willingly stop here, were it not that
a distingnished professor—one of the foremost men of the
day—by the mere ascendancy of his name has well-nigh thrown
us back into chaos and confusion. Dr. Brown-Séquard denies
to Broea’s convolution and its surroundings all physiological
power over the mechanism of speech. This doctrine is only
part and parcel of a comprehensive scheme which aims at
revolutionizing the pathology of paralysis, as hitherto ac-
cepted—a scheme, indeed, which goes far to render impossible

' all localization of brain-power. I am, however, only concerned

with aphasia. Let us suppose, then, that our presumed speech-
centre, now under controversy, is softened or otherwise
damaged in its nutrition. You are called upon to believe that
it is not the destruction of tissue, or the abolition of energy in
the part diseased, that directly paralyses the apparatus of ex-
pression, but that the paralysis is owing to an irritation derived
from the damaged spot, and conveyed away to merve-cells in
other regions, where 1t is empowered to puta veto on the
operations essential to speech. The modus agendi is complex
— first irritative, then inhibitory. Now, gentlemen, aphasia
may last a man’s lifetime without material change from begin-
ning to end. Is it, then, conceivable that the processes de-
seribed can go on for evermore without a break, and never let
slip a single opportunity of silencing speech or circumseribing
its scope ! To my mind, unceasing, unchanging paralysis, the
result of untiring excess or sustained perversion of energy in a
nerve, is one of the hardest of all hard things to understand ;
harder by far than all the anomalies that beset the old belief
in passive paralysis. Be that as it may—concede, if you
please, all the profound and enduring influences claimed for
irritation and inhibition, operating intermediately upon nerve-
cells scattered broadcast throughout the brain—youn are mno
nearer the mark practically. The region above defined is still
in disease the main source of aphasia, whatever the nature and
channel of communication may be. Even when robbed of all
its authority over the utterances of health, it still remains a
pathological centre—a centre of speechlessness, if not a centre
of speech—and for all practical purposes we are exactly where
we were.



LECTURE XIII

ON A CASE OF CARCINOMA OF THE PLEURA, LIVER, AND LEFT SUPRA-
RENAL CAPSULE, WITH ASCITES

Delivered May 30th, 1873. Published in the ‘ Medical Times and Gazette,’
: January 10th, 1874

W. D—, mt. 49, a remarkably large and powerful man, first a soldier
and latterly a police-sergeant, was admitted on 30th of Aprvillast. The
health of his family is good ; his own antecedents had been exceedingly
good up to Hm'emger, 1872, His height was six feet, and his weight,
when in condition, sixteen stone. He had suffered indeed from small-
pox and scarlet fever when a child, and from fever and ague when on
service in the Crimea, but during the whole period of his duty in the
police force, comprising twenty-one years, he was never invalided for a
single day. In November, 1872, while engaged in taking a prisoner into
custody, he received a blow on his left side and was severely shaken ; in
a few days afterwards he began to spit blood in small amount, but never
left off duty., At the same time he had most inordinate thirst, drinking
several quarts of water during the night, and passing large quantities
of light-coloured urine. For some weeks before admission he had
been rapidly losing flesh and strength, and for a corresponding period he
had suffered from severe pangs shooting down both legs from time to
time, and from pain over the epigastrium and hypochondria and in the
left lumbar region. He had aqu,ys been a temperate man.

On admission.—Face bloated, eyelids puffy, conjunctive cedematous,
cheeks mottled and streaked with capillary congestion. Free resonance
over the whole front of the thorax; dulness at both posterior bases,
where the breathing is weak ; sonoro-sibilant riles everywhere. Area
 of heart’s dulness apparently curtailed by overlapping lung; first sound

at apex roughened ; impulse in fifth interspace half an inch to inner
side of nipple line, slightly undulating and diffused, occasionally inter-
mittent. thﬂmen voluminous, everywhere freely fluctuating ; resonant
in a high degree over a large space in the mneighbourhood of the
umbilicus, which is unfolded and flattened ; dull in the flanks and along
the pubes ; dull also over the epigastrium and hypochondria, where the
gense of displacement is readily elicited by strong and sudden pressure
with the fingers, The lower margin of the liver can be distinctly felt
reaching within two inches of the umbilicus, firm and rounded, in parts
embossed. Legs highly edematous; considerable @dema of serotum
and penis. Several spots resembling nevi over trunk and arms. Urine
of specific gravity 1010, non-albuminous.

May 5th.—Less cedema; less distension of albumen ; flnctuation now
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limited to flanks. The breathing is exceedingly weak everywhere, and
numerous fine crackling sounds are audible, especially at the right
}}aae, where these sounds present a near approach to the characters of
riction.

From this date to May 10th there was considerable improvement :
the abdomen continued to diminish, while the urine increased and
became very abundant. During the whole period from the beginning
he has been treated with hydragogues and diuretics, digitalis, squill,
copaiva, and compound jalap powder.

y 11th.—Passed a gmg night, and looks more comfortable. At
9 p.m. he still presented the same appearance of comparative comfort.
At 10 p.m., however, he seemed to be growing weaker, and to suffer
from shortness of breath. At 11 p.m. the breathing became very
laborious ; lond bronchitic riles were andible, and distinet bronechial
fremitus was felt extensively throughout the chest.

12th.—1.30 a.m.: Surface of body and extremities cold and clammy ;
_pulse past counting.  Died at 2.45 a.m.

Autopsy (from Dr Sidney Coupland’s veport).—The abdominal cavity
contained nearly two pints of dark sanguinolent fluid; the intestines
were much distended with flatus. The dura mater was unusually ad-
herent to the brain along the middle line; the brain-substance appeared
to be normal ; the organ was very large, weighing sixty-one ounces and
a half The left pleural cavity contained eleven ounces of straw-
coloured fluid ; there were also one or two ounces on the right side, and
a few ounces of serum in the pericardial sac. The heart was universally
enlarged and hypertrophied—more markedly, however, in its left
chambers ; it weighed twenty-one ounces and three-quarters. The
endocardium was somewhat opaque, and the musculi papillares in the
left ventricle inordinately developed, almost creaking under the knife.
There were some patches of atﬂemma on the mitral valve, the free
border of which was ivregularly thickened; all the valves were com-
petent. The right lung was slightly compressed in its lower lobe. The
right pulmonary pleura was covered by small opaque elevations, appear-
ing under the microscope to be solely made up of fibrinous material,
with corpuscular elements. Besides these, there were a few sparsely
distributed nodules, averaging a pea in size, white and firm, limited to
the Jlmrﬂ, and evidently cancerousin nature. The lung was nowhere
freely crepitant; its tissue was tough, much congested, and edematous,
the anterior margins being emphysematous. The bronchial tubes were
full of frothy secretions, and the lining membrane thickened, villous,
and injected. On the left side the pulmonary pleura presented even
more extensively the fine soft granulations above described, but only a
small number of the cancerons nodules. The posterior two thirds of the
upper lobe were solidified and in a state of gray hepatization ; the rest
of the lung was highly edematous. The liver was 1mmensely enlarged,
weighing twelve pounds five ounces. Both lobes were equally infiltrated
with cancerous nodules and masses in every variety of shape and size;
one or two of the larger masses on the lower surface appeared to have
been ruptured recently; each mass presented a white encephaloid
appearance, and was surrounded by a zone of hemorrhagic infiltration.

idneys large, congested and indurated. Right supra-renal capsule
healthy; left supra-renal capsule enlarged to nearly three times the
size of the corresponding kidney, coarsely lobulated on the surface,
and invested by a very vascular membrane. The entire capsule
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measured six inches from above downwards, and four inches and three
quarters in its broadest diameter from before backwards ; it weighed
thirty ounces. On section the mass could be distinctly separated into
a small internal nuclens, and into an investing or cortical portion. The
central substance was translucent in some parts, opaque and yellow in
others, and ranged about two inches and three guarters in every
direction. The cortical substance was soft and medullary in appear-
ance, and in one part broken down., Spleen enlarged and softened ;
mucous membrane of stomach coarsely mammillated ; intestines healthy ;
no notable enlargement of mesenteric or retro-peritoneal glands.

GexTLEMEN,—The man whose organs I have just laid before
you, and whose case I have sketched, was one of the finest
specimens of manly development it was ever my lot to witness.
It would appear, also, that his constitutional strength must
have been (ﬁlite on a par with his enormous muscular power,
when we take into account the many eventful years he passed
in the Crimea, and his long service in the dangerous duties of
a police-sergeant. I allude in passing to these points mainly
by way of illustrating a well-known truth, that strength of
muscle and hardihood of constitution are no safeguards what-
ever against the invasion of carcinoma, nor, indeed, afford the
slightest presumption against the possibility of its occurrence.
I have another motive in making this allusion. Immense
muscular development, and a life spent in hard unceasing
exercise, go a long way towards accounting for the extraordi-
nary size of the heart. In no inconsiderable degree, however,
I believe the heart is proportioned to the man; the volume
of its muscular fibre and the capacity of its chambers in great
measure only represent the magnitude of the muscular system
at large, and the grand scale of the entire framework. After
due allowance on this score, all the residue of real hyper-
trophy may be easily and naturally set down to the long-
continued strain of a most laborious life. It is true that the
primi facie appearances of hypertrophy are most conspicuous
in the left ventricle ; there is nothing, however, very remark-
able in this on any hypothesis, nor are they limited to that
ventricle alone ; if they were so absolutely, my explanation
would fall to the ground, and we should be compelled to seek
in a diseased kidney the first foundations of the hypertrophy.
The kidneys, however, were not notably diseased ; or, at any
rate, they showed no traces of long-standing disease, which
alone would account for the phenomenon to be explained.
Let it, however, be distinetly understood that the heart here
presented to you offers a fair approximation to the type of
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heart you must expect to find in those who die of slow granular
‘degeneration of the kidney. Let it be understood, also, that
I am not denying all disease—or, at least, disorder—in the
kidney. Apparently there was enongh of the one or the other
to account for the swelling of the eyelids and the cedema of
the conjunctivee, but assuredly not enough to explain the
existence of a heart like this. Lastly, let us not ignore the
special alterations discovered in the heart’s structures, the
opacity of the endocardium, and the thickening and atheroma
of the mitral valve. It is only fair to take them into the
reckoning, although they will not help us materially ; they may
have, indeed, impaired the natural purity of the first sound at
the apex; but neither in themselves, nor in anything they

imply of antecedent change, can they be regarded as standing
~ in any close relation to the hypertrophy.

With respect to the several organs involved in the carcinoma,
you may naturally ask me whether if is the liver, the supra-
renal capsule, or the pleura that is entitled to priority of place
as the starting-point in the train of mischief. Possibly it
might strike you that the determining cause of the cancer may
well have been the accident of November, 1872, the severe
shaking, and in particular the blow received on the left side.
Injuries and irritations have often been quoted among the
recognized causes of carcinoma, and on this assumption you
might pronounce in favour of the supra-renal capsule as the
seat of primary contamination. Unfortunately, as far as I
know, all modern authorities, with the sole exception of
Rindfleisch, agree in stating that the supra-renal capsule is
never attacked by carcinoma primarily ; in other words, they
have so far discovered no unequivocal example of carcinoma
in this organ standing alone. You are bound, therefore, to
set aside the supra-renal capsule, and inasmuch as the pleura
for many reasons must come last in the series, you arrive
negatively and by exclusion at the liver—the very organ
which would at once positively present the strohgest claim
to the foremost place. Not that I would altogether ignore
the influence of the blow: it may have been instruomental
in determining the current of secondary contamination, so
that it should set towards the supra-renal capsule in preference
to any other organ. Strangely enough, the blow and the
shaking seem to have been really instrumental in provoking a
near resemblance to a brief and abortive attack of polyuria
or diabetes insipidus, a disease known to have followed con-
cussions or injuries. By way of parenthesis, it may be well to
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remind you that bronze skin or Addison’s disease has no con-
nection with carcinoma, nor, indeed, with any other pathological
change save the development of fibro-cellular tissue and its
transformation into caseous matter. There was no trace of
discoloured skin or mucous membrane in our patient.

We have discussed the origin of the malady. What deter-
mined the issue? It is singular that within the present year
T have had to lecture on three cases of abdominal carcinoma,
1 none of which did the sufferer die the death of carcinoma
properly speaking—death by inches, death by prolonged
distress, by slow inanition, by exhaustion and emaciation. On
the contrary, two of the number were at the onset in the
possession of a fair amount of strength, and all died in the
most rapid and unforeseen manner by acute engorgement of
the lungs. One died in twenty-six hours from the invasion of
the concluding chest-attack, and in him I ascribed the cause
of death at the time in large measure to collateral pulmonary
hypersemia. W.D— died in five hours from the commencement
of the final severe attack upon the lungs. Is it possible to
ascribe his death in any appreciable measure to the same
cause—ecollateral hypersemia f I am of opinion that it must
be so ascribed in some degree. The right lung was certainly
curtailed in its proportions by encroachment on the part of the
liver, and the respiratory apparatus on the left side was to
some extent replaced by fluid in the pleural cavity. This,
however, cannot possibly be all. The exclusion of pulmonary
blood from one part, and its resulting accumulation in another,
cannot, in W. D— at least, have been sufficient to account for
death. Perhaps in all three examples considerable stress
should be laid on another element of danger—the cancerous
cachexia itselfi—the degradation of the blood and the wasting
of the powers of life, which render the system vulnerable at
all points and expose & man to jeopardy from attacks which
would have been innocuous in ordinary circumstances. Of
course I do riot mean to say that fatal engorgement of the lungs
is a thing to be positively apprehended in all cases of carcinoma
in general, or in carcinoma of the abdominal organs: you
must bear in mind that two of my patients were already suffer-
ing from chest-complaints, and under such conditions the
possibility of danger arising from this source may fairly be
entertained. On any view, it is a striking and suggestive
coincidence that all these men should have died in the end of
lung-disease ; it arouses the suspicion that life m cancer,
though protracted as a rule, really hangs upon a thread, and
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and may be cut off at any moment. In this connexion, we
" may well wonder at the extreme tenacity of life displayed by
carcinoma wherever it is suffered to hold the even tenor of its
way without let or hindrance, as contrasted with the swiftness
of its downward career under the influence of intercurrent
disease in general—certainly under the influence of chest-
disease.

I have one more point to discuss—the coexistence of fluctua-
tion and free resonance over the same parts of the abdomen—
a sign well exemplified in W. D—, and one which I have
several times recently demonstrated to you at the bedside (I
hope convineingly, as far as the fact is concerned). I will now
endeavour to explain what I believe to be the mechanism of
the fact, and in so doing I shall be obliged to enter into
details ; but I make no apology for this, inasmuch as, judging
from the ideas ordinarily entertained by gentlemen in the
wards, I should say that there must be something in the
statements of the anthorities o ascites, if not exactly erroneous,
at all events obscure, unsatisfactory, and perhaps positively
misleading. The general idea in vogue among students appears
to be that there is a necessary antagonism between fluctuation
and free resonmance ; that, in fact, they cannot coexist in the
same parts. I trust I have shown practically that they can,
and do often coexist. Let us examine the point ab inilio.
You are all familiar with the eylindrical contour of the intes-
tines as they are described and figured in text-books and dia-
grams, and as they are seen bodily in dissections; and this you
may, perhaps, regard as their natural shape. It may be so in
gome sense, but assuredly it is not their normal and physio-
logical shape ; it is not the shape in which they can by possi-
bility exist in conformity with physical laws within the abdo-
minal cavity of a living healthy man. In health, and even in
disease, so long as there is neither fluid nor air within the peri-
toneal sac—nothing, in fact, to fill the interstices which must
intervene between the adjoining convexities of two or more
cylinders, given they are to maintain the cylindrical form—it
is simply impossible for them to maintain that form. Conse-
quently the walls of the intestine are flattened, collapsed, or
otherwise deranged in symmetry by close apposition to each
other, so that the area of a tramsverse section represents an
irregular polygon and not a true circle. Now, let there be a
somewhat scanty accumulation of fluid in the peritoneal cavity,
and what is the consequence? Yon will have—in the ordinary
recumbent posture—a region of percussion-dulness and fluctu-

8
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ation more or less distinctly expressed in the flanks, and you
will have a region of free resonance without fluctuation over
the superior strata—those which are farthest removed from
ghe plane of the bed, those which constitute, if I may sospeak,
the arch of the abdomen. So far there has been no maferial
deviation from the physiological shape of the intestines ; they
are all floating above the water-level—folded and packed one
upon another, much as in the natural state—the fluid is shallow
enough and the mesentery is long and lax enough to allow of
this arrangement. You see my ferms are all throughout this
discussion adapted to the small intestines ; this is for the sake
of simplicity ; but remember the facts themselves are equally
true of the large intestines, in so far as they are free to float,
and not held immovably down by their respective mesocola.
Now let the fluid go on accumulating until there shall be great
but not extreme tension of the abdomen, and what is the con-
sequence ? The surfaces of the bowel are no longer under the
physical necessity of accommodating themselves to each other by
close apposition over extensive areas ; throughout the perito-
neal cavity there is © water, water, everywhere ;7 the intes-
tines unfold, and assume the familiar cylindrical contour, and
the water pervades and fills the crevices between the convolu-
tions. Under these circumstances, you will have below, in the
flanks, fluctnation with dulness absolute or comparative ; above,
in the central spaces around the umbilicus, or at any rate over
the dome of the belly, wherever that may be, fluctuation and
free resonance intimately combined and often widely diffused.
In other words, you have in these superior regions both fluid
and bowel beneath your finger, in close proximity to the wall
of the abdomen. Kither they are dis osed in alternating suc-
cession exactly at the cummit-level, if the mesentery at its full
stretch be just long enough for this disposition; or, if the
mesentery keep the bowel below the surface, the lamina of
“overlying fluid is so thin, and perhaps so easily dispersed by
the finger-stroke, that practically the percussion-note remains
unimpaired. Lastly, let the fluid still increase until the tension
becomes immoderate. In this case, unless the mesentery be
ummaturally long, the bowel is far removed from the surface by
a thick overlying stratum of fluid ; there is dulness and fluctua-
tion everywhere over the abdomen ; and if there be a trace of
resonance anywhere, it will be under the walls of the thorax.
Of the foregoing conditions the second is the most important ;
it is the commonest that falls ander observation, for it implies
just that degree of distension which compels a man to seek
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medical advice. The condition below might pass unnoticed or
unregarded ; the condition beyond is almost incompatible with
life, or at least unbearable. It 1s, however, to the physical
gigns of the second condition that I wish now particularly to
bespeak your attention ; I mean the conenrrence of fluctuation
and free resonance in the same parts, denoting the close con-
tiguity of bowel and fluid to the very spot examined ; the fluid
i absolute contact with the wall of the abdomen, the bowel
either equally in contact with it, or immediately below. I am
not wasting your time in idle speculations. You may verify
the point for yourselves at once on an emaciated living subject.
The lightest stroke at the shortest distance will in the cases
described transmit the wave across the resonant area from
finger to finger. If you are not satisfied with this, go to the
- dead-house, and having previously ascertained on the body the
existence of the associated signs in question, watch well the
first ineision made into the abdominal cavity. The instant the
knife penetrates the peritonenm, there will be a rush of fluid
from the sac, and a presentation of the intestine in its rounded
form at the opening. Both are seen to be directly underlying
the surface of the abdomen together. 'The wave is generated
at the spot, and not propagated from below. Nay, you may
have precisely the same proof given you in the lifetime of the
patient if there chance to be oozing after paracentesis. I
have more than once seen serum 1ssuing from the wound when
there was full and free resonance all around the very point of
leakage. :

Whatever the value of my explanation may be in its details,
the main facts are assuredly true, and the corresponding phy-
sical signs are well worthy of attention for the following
reasons.—In the first place, they prevent us from under-esti-
mating the amount of Eu_id within the peritoneum. Secondly,
in the presence of ascertained ovarian dropsy they lend us
material aid in determining the question whether there is
ascites superadded or not. Finally, 1 the vast majority of cases
they render the diagnosis of ascites at once swift and sure,
involving no inconvenience to physician or patient. It is but
the work of a moment. Given the combination of signs afore-
said, you know instantaneously, as a rule with scarce an excep-
tion, that the fluid beneath your finger is in the peritoneal
cavity, for there alone, as a rule, could the conditions exist that
give rise to this combination. The drawbacks or sources of
fallacy are few. You might by accident fix your finger on the
border line between the intestines and an ovarian sac, and so
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might elicit resonance from the one and fluctuation from the
other. This might conceivably so happen, perhaps once in
fifty times, perhaps once in a hundred examinations. It is,
however, the easiest thing in the world to deal with this diffi-
culty. You have only to enlarge the area of your manipula-
tions by taking a circle of a few inches in diameter, and the
fallacy vanishes altogether. A similar fallacy, to be dealt with
in a similar way, might arise from the presence of a distended
bladder overlapped at the margins by intestine. Again, it 18
just conceivable that an ovarian cyst might contain gas, the
product of decomposition. Such things have occurred and
might occur again, but how often? Perhaps once in three
hundred examinations. Rare, however, as such contingencies
are, still more rarely would they present the combination
deseribed. In ascites the fluid and the gas are contained, the
one in the peritoneal sac, the other in the bowel, and under my
second condition, of which alone I am speaking, both would be
free to a,pllijma,uh, and even to reach the summit-level col-
laterally and independently of each other. In the case supposed
both are contained in the same receptacle, the ovarian oyst.
Hence the gas would rise to the top and stand well above the
surface of the fluid, so that the fallacy could only disconcert us
at the precise plane of separation between the overlying and
underlying strata. The same remarks apply to fecal abscesses
intermingled with air from the bowel, and to accumulation of
fluid or semi-flnid matters above the ileo-ceecal valve in
typhlitis, but here the percussion-wave alone would usually
mark the difference ; seldom, indeed, wonld it be so fine as the
thrill of ascites. All these points may be settled at once by
simple enlargement of the area examined. For all practical
purposes, therefore, with the exercise of ordinary care and
common sense, the test stands unimpeached, whenever and
wherever we are able to realize its evidence. In W. D—the flmid
rapidly subsided, and ina few days reached so low a level that
the associated signs in question disappeared entirely from the
uppermost parts and the experiment was useless.




LECTURE XIV

ON A CASE OF SYPHILITIC DIEEASE OF THE LIVER, WITH PECULIAR
PHYSICAL BIGNS IN THE ABDOMEN

Delivered March 12th, 1875, Published in the * Lancet ' August 28th,
1875.

W. H—, ®t. 40, a hawker and a hard drinker, was admifted origin-
ally on the 17th February, 1874. He had always been a strong man,
and for the most part able to do the work of a professional pedestrian
—walking at the rate of six miles an hour for two hours together—
until four years before the date of admission. He then suffered from
pain in the left side of the abdomen, much increased by the ingestion of
food. In the course of half a year he entered the Brompton %oapitu,l,
and remained under treatment there for nine months, with enlargement
of the liver accompanied by severe pain. At the close of that period
his liver, so he was told, had become smaller. He himself assigned six
weeks as the duration of his present illness, and latterly, it is true, he
had vomited from time to time, but his abdomen had always been large,
and his pains had continued on and off in a 3].iFlll degree, withount
increasing severity at any time, during the whole interval of three

ears and a half pre:s&ding admission. His disease, then, must have
een of long standing, and his own reckoning must be set aside alto-

ther.
ge{}n admission he presented the physical signs of ascites, along with a
trace of jaundice in the complexion. Dulness over the liver region
enormously extended in every direction, below over half the abdomen
as far as the level of the umbilicus, and above as far as the second rib,
but here the extension is l}bvinuslfonwing to an abundant effusion into
the pleural cavity, ocﬂupjiiarﬁ the lower two-thirds or four-fifths of the
chest on the right side. e dulness, however, fails to represent the
full measarement of the organ, whose inferior margin may be traced
an inch further downwards by palpation than by percussion. Every-
where over the abdominal area of the liver-dulness a sense of displace-
ment is experienced when the fingers are pressed sharply home on the
subjacent mass, and everywhere the surface of the ergan underneath
ap'lpem to be broken into ridges and hollows. In the region of the
gpleen there is dulness reaching as far as the transverse umbilical line,
and, on long inspiration, even below that level. The hand may be
easily inserted into a narrow gap between the opposing ma;lgi.us of the
liver and spleen. Heart’s impulse undulating and widely diffused,
yielding a very extensive thrill. First sound loud and clear, especially
at the left apex, where it 1s slowly evolved, hesitates, and, as it were,
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hangs fire. Ordered a powder consisting of tartarated iron and cream
gél; tartar every six hours, and a draught containing copaiva three times
ily.

February 19th.—Girth of abdomen rapidly diminishing, fluctuation
subsiding ; urine double the normal quantity.

24th.—Jaundice disappearing. Patient wandered s'!i%htly during the
night, and in the morning vomited a porringerful of grayish-black,
muco-puriform matter. ;

98th.—To the left of the umbilicus there is a delicate purring sensa-
tion or fremitus, plainly felt when the palm of the hand is laid lightl
on the surface, but at once destroyed when the pressure is increase
At the same spot a humming sound may be heard on auscultation if
the experiment be gently made, but the sound is at once abolished
when the ear is applied firmly to the surface.

March 9th.—The fauces, and in particular the mucous membranes of
the hard and soft palate, are intensely injected, and in many places
pitted with hemorrhagic erosions. Derived apparently from this
;(;ﬁrffh large quantities of glairy-looking blood-stained sputa are ex-

ed daily.

93rd.—The level of the percussion-dulnesss over the right back of
the chest is now lower by three inches than on the date of admission,
and all trace of fluid in the abdomen has disappeared. This day the
patient received his discharge.

On the 18th of June, 1874, he was readmitted with signs of aug-
mented effusion into the right pleural cavity. Thoracocentesis was
proposed to him, but he resolutely refused to undergo the operation.
He was again discharged on the 2nd of July. .

On the 29th of December in the same year he was again readmitted
in the following state:—There is dulness over the lower half of the
chest on the right back, but free resonance from clavicle to nipple. No
thrill can be felt at the heart’s apex now, but the first sound is long,
lagging, and briefly prefaced. The sputa continue to present the cha-
racters before described, and the membranes of the soft and hard palate
are as vividly injected as ever. There are no ]ﬂ';ljrsica.l signs of ascites.
The left lower ribs below the mamma are much enlarged and rougher
than natural, and in the same sitnation there is a prominent fluc-
tuating mass, unaltered by osition or pressure. The old purring and
humming sensations may be elicited, as before, on the left of the
umbilicus, but the seat of their production is no longer limited to that
spot; they may be recognized just as clearly in the right hypochon-
drium under the same conditions.

On the 2nd of January, 1875, two ounces of landable pus were with-
drawn by aspiration from the abscess over the ribs. On the 26th
occurred a sharp attack of fever, followed by commencing erysipelas on
the face. At the same time a grayish-black, sloughing, superficial
ulcer was seen to occupy a large portion of the velum and fances. On
the 31st hematemesis supervened on three several occasions, the blood
lost amounting on the whole to about five or six pints. From this
time forth to the close of life nothing of any moment ensued, with the
exception of an attack of jaundice. The erysipelas, the hamatemesis,
and the ulceration of the fances, all disappeared entirely, and the man
simply sank and died on the 15th of Februﬂr%.

Audopsy (condensed from Dr. Coupland’s eport)—Glands of groin
enlarged; no scar on penis. Seated mainly beneath the periostenm of
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the tenth rib on the left side were the remains of an abscess occupying
the two adjacent interspaces, and containing inspissated cheesy mate-
rial, in which was found imbedded a fragment of the rib lying bare, and
detached from the rest of the bone. The left superficial epigastric vein
was seen within the sheath of the rectus muscle to be greatly dilated;
it was about the size of the little finger, and was traced towards the
left and above the umbilicus, where it became very varicose; its fur-
ther course was not followed, but a vein was ohserved on the liga-
mentum teres nearly the size of a crow-quill. The internal mammary
veins were also enlarged and full of blood. Thoras—On the right side
the pleural sac was filled brimful with a clear dark yellow fluid, show-
ing a sediment of paler colour and creamy puriform appearance at the
back near the spinal column. The lung, collapsed and carnified
throughout, was dragged away from the spine by bands of adhesion
attached to the extremities, but allowing the organ to hang free at the
gides in the mid-cavity of the pleura. The left lung was unadherent,
non-crepitant, intensely engorged, and dripping with blood. The infe-
rior margin of the lower lobe was compressed by the adjoining spleen
and collapsed in its whole extent, The mitral valve was competent to
a stream of water qu]&cted throngh the aortic orifice, but the cusps
and the chordie tendinem were greatly thickened. Abdomen.—The peri-
toneal cavity contained barely a pint of bile-stained fluid. The liver
was displaced downwards; bands of adhesion passed from its surface to
the' parietal peritoneum; they were most plentifully supplied with
blood-vessels, which were fully injected, and all running from the liver
to the walls of the abdomen. The liver itself was strangely misshapen,
its lobes being broken up by deep forrows into a multitude of irregular
knobs, while the whole surface was more or less granular. The capsule
presented numerous thickenings unevenly distributed. There was also
well-marked fibrous thickening at the bottom of the farrows and along
the course of the larger portal canals, and here and there were seen
small tracts of caseous character in the midst of the denser material.
The liver-substance was throughout permeated and tonghened by this
fibrous change, so that it was ncm-ﬁr impussible to distingunish any
individual lobules, the general appearance being that of fine granules,
of various sizes and shades of colour, interspersed with larger masses of
a dark green tint. The weight of the organ was 563 oz. There was no
dilatation of the interstitial bile-duets; in fact, their presence could
hardly be ascertained. The hepatic and common bile-ducts were also
free, The spleecn was immensely enlarged. It was adherent to the
parietal peritoneum ; the capsule was dense, opaque, and puckered ; the
parenchyma firm, fibrous, dark red, and liver-like. The mesenteric
veins werve fully engorged. The stomach was the seat of partial
hour-glass contraction. The lining membrane was thick and firm,
and everywhere of a deep slate-black colour. In the region of the
fundus were numerous punctiform erosions, all surrounded by a zone
of pigmentation, and some of their number filled with a black-ecoloured
plug of altered blood. The entire mucous membrane of the intestines
was exceedingly vaseular and thick, while in the ileum the patches of
Peyer were brought plainly into view on the red ground by their
uniform slaty discoloration. The kidneys were enlarged, congested,
and indurated. The testes were nearly normal. None of the viscera
showed any trace of lardaceons degencration. Head.—There was a clot
found in the longitudinal sinus, and the vessels of the pia mater
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were full of blood. The dura mater and the brain-substance were
healthy.

GENTLEMEN,—On a review of the foregoing case, it is impos-
sible not to recognize that the root of all the mischief lay in the
imflammatory attack which occurred four years and a half ago.
Inflammation, however, does not exclude syphilis; and, if we
are to accept the pathology of the present day, to syphilis we
must refer the strange disfigurement of the liver described in
the notes, in spite of many and grave misgivings, on the score
of the following antagonistic facts :—The man himself stoutly
repudiated the charge of syphilis, although he freely confessed
to gonorrheea ; there were no manifestations of- the disease in
question on the surface of the body ; there were no unequivocal

m-like formations anywhere ; aboveall there was no evidence
of amyloid degeneration. On the other hand, the round-
topped eminences, flanked on each side by a deep cleft, at the
bottom of which runs a stream of fibrous tissue, for the most
part along the channels of the larger portal passages—these
are the very features which are held to be pre-eminently dis-
tinctive of the syphilitic liver in its outward configuration.
They are, indeed, rough representations on the massive seale
of what appears in the finer form and in miniature when the
liver is simply eirrhosed. Not that cirrhosis is incompatible
with syphilis ; far from it, they are often associated. In our
own cage there was cirrhosis characteristically displayed in its
truest colours.

Again, the caries of the rib and the abscess developed
originally between the bone and the periosteum strike the
balance in favour of syphilis, and far outweigh all presumptions
to the contrary on the ground of the absence of gum-like
formations or amyloid change. After all, the former may have
had a real existence within the fibrous septa, and then dis-
appeared, the caseous material remaining as the débris of their
disintegration. In reference to the latter, it is, indeed, passing
strange that syphilis should fracture a rib, and, while leaving
its mark so strongly impressed upon the liver, should yet leave
no trace of amyloid degeneration anywhere.

Clinically regarded, the following are the prominent points
in the history of the case.—Under the influence of copaiva the
ascites passed away, at least so far as to be no longer dis-
coverable during life. Other remedies were administered at
the same time, but to copaiva I am convinced must be awarded
the priority of place in the accomplishment of the cure. I
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have met with more than one marvellous illustration of the
. power of this medicine in dispersing ascites and restoring life
where death appeared to be staring the sufferer in the face.
It is, indeed, inconceivable that copaiva can in any degree
modify the primary condition of the ascites—the disease in the
liver itself. It is only a diuretic, but in many cases it is one
of the surest and steadiest of its eclass, free and uniform in
operation, allowing fair play to the overtasked veins, and
giving them full leisure to recover tone and power to bear the
strain of the exaggerated blood-pressure. In this way, by a
course of strong diuretics aided, in some instances by paracen-
tesis, in all by hydragogues and vapour baths from time to time,
and by tonies throughout, we may indulge the hope of achieving
a speedy cure of ascites in a minority of cases. In the majority
the great point is to sustain the strength; the method of
evacuation, though still indispensable, is now of less moment,
and in the main we trust to the great physician Time, who
works in a wholly different way, by the construction of new
vessels or by the expansion of anastomoses already in existence,
thus establishing what is known as the collateral eirculation.
In this view our own case becomes intensely interesting. I
am not here called upon to enumerate all the by-paths in the
circulation that conduct the portal blood to the right side of
the heart when it is denied a free passage by its own high road
through theliver. These are all well given by Dr. Goodeve in
the article on “ Cirrhosis ” in ¢ Reynolds’ System of Medicine,’
and they were all beautifully illustrated by the disclosures of
the dead-house above recnrtfad. I would, however, lay parti-
cular siress on the series of new vessels that pervaded the
false membrane, on the enlarged superficial epigastric vein
within the sheath of the rectus muscle, and on the enlarged
vein coursing along the ligamentum teres; whether with
Rokitansky we look upon the last-named vessel as the un-
obliterated and engorged umbilical vein, or with Sappey we
regard it as one of the accessory portal veins. Be that as it
may, it is a matter of the-deepest moment, in cases of eirrhosis,
to ascertain, if possible, during life, whether the collateral
circulation be fairly weil established or not. What evidence,
then, have we bearing on this point? Of course in a large
proportion of cases we see the uppermost vessels conspicuously
streaking the surface of the abdomen. Below the surface
there runs an unseen auxillary circulation, whether conveyed
by channels nominally superficial or nominally deep-seated.
Have we any evidence of this drainage that is going on under-
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ground and out of sight ? With regard to the deeper strata
of blood-vessels, I cannot say with absolute certainty that we
have, but with reference to those which, though invisible, are
yet immediately underneath the surface, our own case 18 con-
clusive as far as itself is concerned. We had the clearest
evidence on this score in the purring semsation and in the
humming sound perceived exactly over the spot corresponding
to the enlarged superficial epigastric vein, and again towards
the right hypochondriam over the seat of the vascular false
membrane, and not far from the neighbourhood of the liga-
mentum teres. I dare not, however, presume to apportion
precisely to the respective vessels their several shares in the
production of the aforesaid phenomena, beyond simply saying
that the superficial epigastric vein must have been their sole
source of origin at the time when they were first discovered.
Let that pass. The sign, if it can be verified by repetition
hereafter, will possess some value with a view to forecasting
the future of a-case. 1 need not say that it will be a sign of
good omen, for it signifies a free collateral circulation. This
freedom of the circulation it will be our duty to develop and
maintain—principally by tonics, in order to strengthen the
reconstructive energies of the system; in a minor degree by
the method of evacuation, in order to lessen the amount of
fluid within the abdomen, and to relieve tension, which, over
and above other evil agencies, would choke the blood-vessels
- and preclude their development. Well, we cured the ascites,
and in all likelihood the collateral circulation prevented its
recurrence in any degree appreciable during life. It did not,
however, prevent the recurrence of that heemorrhage into the
stomach which was the main element in the multitude of causes
that led to the man’s death, and perhaps for this reason. In
cirrhosis of the liver it is quite true that heemorrhage into the
alimentary canal is in great measure determined by mechanical
congestion ; but there are secondary processes at work. The
blood or the blood-vessels, or both together, must have under-
gone degradation ; for heemorrhages.occur in other regions far
away from the portal system, not only in cirrhosis but in a
variety of liver-diseases. This point also is amply illustrated
in our case by the blood-stained sputa and the prolonged
engorgement of the mucous membranes of the palate and
fances. Tn truth, the heemorrhagic erosions of those membranes
so conspicuous during life were the very counterpart of the
appearances revealed after death in the membrane of the
stomach. We thus arrive at the melancholy truth that in
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- removing ascites even for a permanency, we do not remove all
the dangers of cirrhosis: the danger from hwmorrhage still
remains.

1 have not dwelt upon the use of ‘iodide of potassiom. Of
course, in cases like the foregoing, it must be tried by way of
a preventive measure in order to stop the ulterior progress of
advancing syphilis. Beyond this it will be of no avail. When
once the characteristic changes in the liver are well pronounced,
when once ascites and haemorrhage have supervened, iodide of
potassium will no more undo the mischief that has been done
already than it will abolish a cicafrix. I gave it a fair trial,
and found it utterly useless,



LECTURE XV

ON TWO FATAL CASES OF ASCITES
Delivered March 3rd, 1878,

GenTLEMEN,—You have seen many a life saved or prolonged
by paracentesis in ascites. Let me reverse the picture and
show you some of the dangers you may incur by resorting to
the operation.

John N—, mt. 42, a publisher’s assistant, was admitted September
11th, 1877. The following is an abstract of the notes taken at t.te time.
He has been an intemperate man and a dram-drinker. He suffered
from dysentery in the Crimea, and has contracted gonorrheea and
syphilis twice in his life. Fora considerable time he has had an ocea-
sional heavy pain in the right hypochondrium. Soon after its acces-
sion the contignous chest region underneath the right inferior ribs
appeared to bulge, and the ribs themselves to be unnaturally large. A
fortnight ago the pains became paroxysmal, and he was obliged to
rotire from his occupation. He then noticed for the first time that his
abdomen and lower extremities were beginning to swell. Three weeks
before admission he passed blood by the rectum.

On admission he is described as a fairly well-nourished man, with a
cortain mervousness of manner, and a marked tremor of the tongue.
The legs are tense and edematous from the knees downwards; the skin
over the insteps is shining and fissured, and the entire limb on each side
studded with subentaneous petechiw or spots of purpura. The abdomen
is yolumnious and globular, measuring forty inches and a half at the
umbilicus, and preaentin% all the characters that point to the existence
of fluid in abundance within the peritoneal sac. The breath-sounds are
focble at both posterior bases. He complains of dyspnea and thirst;
ihe skin is harsh, and the tongue thinly coated and dry. Temperature
99-7°; pulse 100. ,

In the evening he was tapped, and on the following day it is noted
that the abdomen, though iminished in size and offering a more
extensive arvea of resonamce, still remained conspicnously large, and
that there was a decided increase in the edema of the penis and serotum,
although the lower limbs were much reduced in bulk. TUrine of specific
gravity 1030; about four ounces passed in twelve hours; loaded with
lithates, but yielding no albumen, and no blood on examination. On
ihe 13th a trace of albumen was discovered. The conjunctivee were
slightly tinged yellow. The girth was thirty-eight inches and a half.
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Tt is unnecessary to enter at length into the progress of the case,
' which was monotonous enough. The main symptoms were cough,
nansea, vomiting, and diarrhea. The amount of urine increased n
some degree, but never, as a rule, exceeded about sixteen or cighteen
ounces, although on one extraordinary occasion it rose to forty-six
ounces in the day.

The belly enlarged slowly, until on the 2nd of October it measured
forty-two inches and a half round the level of the umbilicus, when
paracentesis was again performed. He was now put upon a course of
copaiva. The urine rapidly augmented, often ranging between thirty
and forty ounces in twenty-four hours, and sometimes between fifty
and sixty. Whether this was owing to the copaiva or not, at any rate
the free flow of urine failed altogether to arrest the advance of the
disease, although it would appear to have held it in check—so far, at
least, as to make life possible and endurable—until November 20th,
when centesis was again performed for the third time. In the
meanwhile, however, it was clear that the man was losing ground from
day to day; he suffered much from bronchial catarrh; the nrine became
uniformly albuminous, its specific gravity ruled low, often it fell to
1010; the pulse at times intermitted, and the main symptom now in the
ascendant was debility. The abdomen, indeed, had long been ripe for
a renewed tapping, but the patient complained so persistently of
extreme weakness, and seemed so instinctively conscious of an utter
inability to bear the operation, that for many weeks I declined to
sanction it. At last, after a brief show of amelioration in health and
strength, he regained confidence, and gave his consent—to his own
destruction as it proved. Ninety-six ounces of straw-coloured fluid
were drawn off, ami‘ for a time he experienced a feeling of decided relief,
and passed a good night, but in the morning a great change is reported.
He is now stupid and speechless, he cannot be roused to answer ques-
tions, neither can he put out his tongue when asked. He is vestless,
and tosses his limbs about incessantly. On the morning of the 22nd
his respirations were hurried, and his pulse almost imperceptible. In
the afternoon he died.

Autopsy.—Four pints of amber-colonred fluid were removed from the
peritoneal cavity. The peritonenm itself was generally pale and
smooth, but somewhat opaque. There were a few bands of adhesion
between the liver and the diaphragm, and on the surface of the right
lobe of the former a cyst was torn open continuous with the capsule of
the organ, and containing a greenish muciform fluid. The body of the
liver aa;ilpea.red to be abnormally large. Superficially it was uneven, and
everywhere beset with pale-yellow nodular elevations, bordered by
intervening bands of opaque and thickened capsular tissue. On section
the ent surface presented a multitude of islets of varying sizes, all of a
Efi.le-}re]low tint, and all separated from one another by fibrous faseiculi.

he mnsistene{ of the liver was greatly increased. The condensed
capsule, as well as the interlobular septa, were freely supplied with
blood-vessels, for the most part deeply injected. Spleen much enlarged ;
kidneys normal in size, unduly firm, and gorged with blood; capsules
adherent.

In the thorax there were white patches on the pericardinm; the
tricuspid valve was unnaturally thick, and measured five inches and a
half in circumference. The lungs were highly emphysematous, pig-
mented, and hypersmie. The lower lobes were almost airless.
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The principal points of interest in the foregoing case are
the mode of invasion and the mode of death. People who
have to earn their daily bread by the sweat of their brow, or,
at any rate, by hard and unremitting mechanical work, are
often inattentive to the slighter ailments of life, and this 1s
especially true of drankards and dram-drinkers, whose normal
condition of health is no better than a modification of disease.
Now, sclerosis or fibrous overgrowth is one of the most -
sidions forms of destructive change that any organ ever under-
goes, and when it attacks the liver in the shape of true cirrhosis
properly so-named, the symptoms of advancing mischief too
often pass unnoticed or unheeded. They may, indeed, arouse
the suspicions of the sensitive and the delicately-nurtured,
but upon the coarser classes of mankind—the people whom I
have just described—they seem for the most part to make no
impression whatever. Hence, over and over again the history
of cirrhosis is only the history of ascites: you cannot by the
most searching interrogations trace it back beyond the original
appearance of swelling in the abdomen, or in the lower limbs,
as the case may be. I say as the case may be for this reason.
Of course the distension really begins in the abdomen, but it
is not always in that region that it declares itself distinctly to
the cognizance of the patient, who may sometimes fancy
that it originates in the feet, where it is sure to be recognized
the moment it occurs, which is not invariably the case with
the enlarging belly, even when it contains fluid enough to
compress the cava and make the legs cedematous. This is a
matter of some importance in diagnosis, and you would do well
to bear it in mind ; otherwise you may easily be mistaken and
ascribe cedema of the lower extremities to heart-disease or to
kidney-disease, when it is really owing to sclerosis of the liver.
Enough of digression ; I return to the main lines of my lecture.
Our own case was most exceptional in the mode of its invasion.
I never remember a man in whom the inaugural symptoms of
cirrhosis—the precursors of ascites—were so well pronounced
and so thoroughly understood by the sufferer himself, as
morbid phenomena at least, if not as the forerunners of a dan-
gerous disease.

And now for the mode of dying. Beyond all question I
accelerated this man’s death by paracentesis. He might have
lived a few days longer—possibly for another week—but for
that fatal operation ; fatal I mean in the date of its perform-
ance, which might have been postponed with advantage, but I
do not think it could have been deferred indefinitely. I might
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and should have waited for a while, but the time was fast
coming when paracentesis would be a matter of sheer necessity.
Let me dwell upon the dangers of the operation in the case of
J. N—. In the first stages of ascites the belly is loose and
yielding, and the overcharged vessels of the portal system are
free to pour forth the blood-serum in abundance ; the tide of
osmosis sets strongly outwards from the interior of the veins
in the direction of the peritoneal sac, and there is nothing
whatever to control its course. At the same time the powers of
reabsorption are impaired or altogether annulled. Soon the
accumulating fluid begins to tighten the walls of the abdomen
and to bring extraneous pressure to bear upon the blood-
vessels ; the current of exosmosiz encounters a check and
perhaps reabsorption becomes possible in some slight degree.
Still even yet, exosmosis and lack of absorption predominate on
the whole over all antagonizing forces, and slowly the ascites
gains ground and maintains it. Now, suppose under the cir-
cumstances you are induced to tap, what is the consequence ?
You again set free the veins from the control of the encom-
passing fluid, and unless they recover their tone rapidly as the
amount of urine increases, the tide of transudation flows once
more unchecked. The patient is relieved for a season, but for
some days he suffers more or less from languor and exhaustion.
The drain of albumen is often enormous, and it is impossible
the system should not feel severely the large and sudden loss
of a principle so essential to its well-being. Now, if the vital
powers of your patient are as yet unimpaired, or, at any rate,
unbroken, he may endure this loss again and again after
repeated operations, but there is always a danger of his
succumbing sooner or later. If on the other hand, he is
constitutionally weak, or if he is already enfeebled by the
disease, then paracentesis becomes doubly dangerous, and the
last of a short series of operations may bring life abruptly to a
close. Such was the case with J. N—, and that such might be
the case I had fair warning. I had no right to put pressure upon
him, but manifestly it was a question of time only, and I was
misled by his own assertion of strength and competency to
stand the trial for the fourth time. We were both mistaken.
The man died, not indeed under the operation, but from the
operation, not indeed from hsemorrhage, but with all the
symﬁtum of heemorrhage, as they occur in flooding after child-
birth, the ghastly pallor of the surface alone excepted. For
the restthe well-known collapse, the sunken features, and the
unceasing restlessness and jactitation of the limbs were all
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displayed in characteristic form and degree. Clearly the
determining cause of death in J. N— was the loss of one of the
main life-giving elements in the blood. Nevertheless, it would
be unfair to ignore the presence of interstitial nephritis which
played the part of a predisponent in the destruction of life.
Surgeons, you are aware, have a horror of kidney-disease, and
whenever it is proposed to tap the peritoneum, its existence 18
always an item of evil omen in their caleulation of the chances.

Tt  is moted that the conjunctivie were tinged slightly
yellow. Slightly yellowish discoloration of this membrane and
a dull earthy complexion of the face present exactly the
degree of jaundice which you normally meet with in cirrhosis.
Hardly ever do you encounter anything like pronounced pro-
found jaundice. I can only call to mind one unequivocal example.

For the development of icterus in its true colours the occlu-
sion of the bile-ducts must be absolute or nearly so : for the
development of ascites no corresponding closure of the portal
veins is required ; a certain measure of retardation in the blood-
flow, far short of interception, will amply guffice. Given, then,
the same amount of compression on the portal and on the
biliary system within the liver, ascites will follow more readily
than jfmndice. Tn cirrhosis, however, the amount of that
compression is not the same ; the portal veins are mainly im-
plicated in the fibrous overgrowth and sufler more severely
than their companion bile-ducts. Moreover, in ecirrhosis the
proper mechanism of the organ is damaged and the manufae-
ture of bile may well be below the average of health. BStrange
as it may appear, and in seeming contradiction to the statement
I have just made, there is now in Cambridge Ward a man
named George P—, who exhibits the very combination which
T have affirmed to be so anomalous. He is deeply jaundiced,
his liver is undoubtedly cirrhosed, and he has been twice
tapped for qscites. Is notthis an une_quimcal example in point ?
I am by no means cortain that it is so when regarded in its
true light. No doubt when we have to deal with an aggregate
of morbid phenomena which may be severally referred
to a particular organ, it i sound philosophy in diagnosis, it is
good policy n practice, to refer all these phenomena collec-
tively to one and the same lesion of that organ—if this be
possible. Our first impulse, then, in the case of G. P— would
be, if possible, to derive both the jaundice and the ascites from
the sclerosis, but, to say the truth, T am disposed to discard the
phi‘.lnsﬂphical canon in his case, which is an eminently ex-
ceptional one. He was under my care three years ago with
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precisely the same signs and symptoms in a minor degree;
his jaundice disappeared entirely in ten months; his mother
was jaundiced at the time of his birth, and out of a family of
twelve brothers and sisters nine have had jaundice in the
course of their lives. Probably it has been catarrhal in every
instance, but, whatever its nature, with this strange history in
view, I am not bound to look upon the granular change in the
liver-substance as its all-sufficient cause acting by compression
alone. Perhaps it is not going too far to assume that G, P—
may have inherited a proneness to biliary catarrh ; that this
may be the prime and paramount cause, and that the eirrhosis,
if it have any connexion with the jaundice at all, may have
induced it only or mainly in a secondary way, not so much by
constringing the bile-ducts as by arousing the susceptibilities
of the biliary mucous membrane—in a word, by calling into
play the original sin of the man’s constitution.

William L—, @t. 59, was admitted February 12th, 1878. He was a
tailor, and a most intemperate man, as tailors too often are. He had
been a martyr to winter-cough for ten years, and to shortness of breath
and palpitation of the heart from his youth upwards. Moreover, he had
suffered from rheumatic fever on three several occasions, and from
recurrences of rheumatism in a slighter form many times. A fortnight
before admission he found that he could not buckle his belt, and about
the same fime he observed a swelling of the feet, legs, and genital
organs. He coughed much, and his urine was scanty and high-
coloured.

On admission.—Face very pale. Considerable cedema of the lower
limbs, the conjunctiva:, and even the abdomen, which is enormously
swollen, measuring forty-one inches at the umbilicus, and yiclding a
well-marked wave on percussion. First heart-sound often, but not
always, murmur-like at the left apex, and even more so at the ensiform
cartilage. Sonoro-sibilant and moist riles throughout the back of the
chest, The urine contains one eighth of a column of albumen; specific
gravity 1015. Ordered a mixture containing senmega, ammonia, and
9%1‘11;]], with inhalations of benzoin, and fomentations of digitalis to the
3 ?en. 17th.—Belly tense and gliste ;

Februar .—Belly an istening ; scrotum cedemat :
folds betwgrm the thighs red and cha.f%d. g SRS

18th.—Girth forty-two inches. On the 20th he felt sick, and became
drowsy. On the 2lIst the entire surface of the body was covered with
spots, persistent on pressure, and manifestly purpuric. Girth forty-
one and a half.

_Ordered acetate of potassium, with ether and ammonia, in infusion of
digitalis every four hours. At the same time five grains of reduced
P . e and il

drd.—Pulse small, p, and thrilling. Tongue dry and In
Moist riles loudly heard, even by the uﬁa.pplieﬂ.gucm: FParacm:;uEé
performed this day. Over two ounces of blood came away first, then

9
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four pints of straw-coloured serum, the last portion of which was
stained with blood.

94th.—In the morning the belly is described as measuring forty-two
inches, and in the afternoon as full and fluctuating everywhere. Lies
in a state of sopor and semi-consciousness, with slightly stertorous
res:{-i.mticn. In the evening the sopor deepened into profound coma,
and at 8 p.m, he died.

Autopsy (abridged from the report of Dr Coupland).—On opening the

abdomen eight pints of dark, blood-stained fluid escaped, and a small
sediment of black clot was seen at the bottom of the peritoneal cavity.
Sﬁmts of ecchymosis were met with in the serous membrane mvm-i:;ﬁ
the intestines. The liver was adherent to the diaphragm, and in
respects characteristically cirrhotic. The kidneys were granular on
the surface, their capsules adherent, and their substance dark-red
coloured and tough. They were both below the average in weight, and
one presented superficially a large cyst full of a clear straw-coloured
fluid. Both lungs were bound to the chest by fibrous adhesions; they
were much pigmented, and extremely cxdematous and engorged. The
lower lobes, on section, were of the deepest red colonr—almost black, as
if from extravasated blood. The heart was enlarged in nearly equal
proportions on both sides. In the right chambers firm fleshy coagula
were entangled between the muscular columns. A considerable mass
of fat overspread the entire organ, and the muscular tissues were every-
were pale, soft, and flabby. The mitral valve measured four inches in
civenmference. The aorfic valve was thick and nodular, and the aortic
lining membrane stippled with atheroma. The brain was found to be
unduly vascular.

1 have said that J. N— died without heemorrhage indeed,
but with all the symptoms of heemorrhage save one. W.L—
died with heemorrhage in abundance, but not of hemorrhage
solely, or even chiefly. In the main he died the death of
ursemia and chest-disease combined, The symptoms were
those of so-called blood-poisoning both before and after
paracentesis, although it cannot be denied that the operation
helped him on his way and carried him off a few hours before his
time. Again, you see, I am responsible for the accelera-
tion of death. When all the arguments for and against para-
centesis are duly taken into the reckoning, perhaps I ought
never to have operated at all; certainly it was an oversight
of mine that in the hurry and excitement of the erisis I forgot
the wide-spread purpura and the proclivity to heemorrhage
which might determine an out-pouring of blood anywhere
within the organs exposed to it, given the occasion. Now,
that paracentesis occasioned the outflow is plainly shown by the
sequence of events, which may be divided into three definite and
most significant stages. 1In the first place, we had pure blood
issuing bodily from the wound in the walls of the abdomen ;

i £ 4
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secondly, pure straw-coloured serum from the peritoneal sac;
thirdly, from the same source a residue of blood-stained
effusion. Beyond the shadow of a doubt, the staining had
nothing to do with the blood that flowed on the insertion of
the trocar; this idea is at once disproved by the intervening
stage of bloodless discharge. If is equally certain, from the
same premises, that it was owing to the removal of pressure
from the surface of the blood-vessels in the peritoneum, as I
have explained in the preceding case; serum alone exuding in
J. N—, blood and serum intermingled in W. L—. How
rapidly this exudation took place, and how soon the punctured
sac refilled, I need not remind you. Within twenty-four hours
the girth of W. L— amounted to forty-two inches, half an inch
more than the last measurement on record before the operation.
Let me conclude the parallel between the two cases under
discussion. In W. L— the kidneys were far advanced in

nular degeneration ; his lungs were drenched and gorged
with blood, within the vessels in the form of hypersmia,
without the vessels in that of heemorrhage. It is easy then to
understand how W. L— came to die chiefly from blood-
pollution. In J. N— it was otherwise ; the kidneys in him
were only beginning to be granular, and the lungs, though
changed, were not disorganized. In him, as aforesaid, the
main cause of death was ﬁne rapid and ruinous expenditure of
blood-elements essential to the hife of one whose strength and
stamina were far spent already.

A few words remain to be said respecting the propensity to
hzmorrhage in cirrhosis. It is not the mere result of mechani-
cal engorgement alone, nor is it limited to the domain of the
portal system ; its origin is complex and in large measure due
to degeneration of the blood and blood-vessels. Hence its
not unusunal occurrence on the skin and mucous membranes.
Remember this whenever yon entertain the idea of leeching your

atient even in a simple case of jaundice. Never apply the
eeches on the loose unprotected surface of the hypochondrium,
but over the lowermost ribs, where you may easily control the
bleeding by compression. This is one lesson taught us by the
study of liver-disease. Another, strongly inculcated by the
foregoing cases, is the necessity of keeping a bandage in sifu
long after the operation of tapping, in order to replace the
lost flnid-pressure, although possibly Dr Southey’s drain-
age-tube may do away with this necessity, A third lesson—
the last and best of all—embodies the pith and substance of
my meaning in this lecture. Paracentesis abdominis is far
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from being so simple and straightforward a proceeding as 1t
seems, nor is the question to be settled offhand without due
deliberation. Of course, on an emergency, when there 1s
jmminent peril of suffocation, syncope, or glonghing of the
lower limbs, you are bound to tap: there is no help for it ; but,
emergency apart, I <hould wait a while and watch the develop-
ment of the case. I should mever tap on the instant, as a
matter of routine, for the mere purpose of pmmotin% the action
of my remedies. Sooner or later, in the majority of cases, one
or other of the perils aforementioned will be forthcoming and
then our course is clear. In a minority of cases the disease seems
to be at a standstill, neither advancing nor retrograding.
These cases are perplexing in practice. 1 suppose we must
operate after a season, provided always there be neither marked
debility nor unusual proneness to hemorrhage to bar the
operation. Still T chould never sanction the step withoub
grave misgivings. Dr Southey’s apparatus may lessen the
dangers of debility ; I have not often given it a trial, but my
experience of it is favourable as far as it goes, and all my
colleagues speak well of it. In cases of strong proclivity to
haemorrhage, I should never operate at all if T could avoid 1t.




LECTURE XVI

A CASE OF INTESTINAL OBSTRUCTION

Delivered July 19th, 1871. Published in ‘ Medical Times and Gazette,’
July 27th, 1871.

A, B—, =t. 51, married, was admitted July 6th, with the following
history as recorded in the notes. She has been generally liable to colds ;
otherwise in good health. Catamenia always profuse until three years
ago, when they finally ceased. She then had great pain about the back
and umbilicus at the menstrnal periods for six months. For the last
two years she has experienced at times sudden attacks of pain in the
hypogastrium, with distension of the abdomen. These attacks have,
for the most part, passed away in the course of a few hours. Consider-
able emaciation during last six months. For two years the bowels
have been habitually constipated, but not specially so during the ahove-
mentioned attacks. About four months ago she was seized with violent
shooting pains in the hypogastrium, relieved by the application of six
leeches, She remained perfectly well until June 30th, when she suf-
fered from severe pain in the left iliac region, accompanied by flatus,
and followed by absolute constipation, which has continued ever since,
but there has been no vomiting up to the present date.

On admission—Face extremely pale and sallow; abdomen enor-
mously distended. Percussion-resonance very imgm*fe:ct everywhere ;
dull in left flank when she reclines on that side. Enemata (Oiss) were
administered, but returned immediately, before the whole amount was
injected. Pulse 120; respirations 20; temperature 99°, 9.30 p.m.:
pulse 118; respirations 20; temperature 98'8°, Severe pain at umbi-
licus ; pulse irregular in force. o enemata ordered, 5j and O] 3v)
respectively ; both returned as before.

uly 7th,—Slept after chloral. Pain and griping in hypogastrium
and left iliac vegion. Another enema slowly injected returned imme-
diately before it could be wholly introduced. A slight degree of appa-
rent dulness over flanks when patient lies on either side, and a feﬁmg
like that of fluctuation, but not unequivocally the same. Has been
vomiting for the first time, eighth day from invasion. Matters vomited
simply viscid and bilions. Urine of gpecific gravity 1025, non-albu-
minous.

8th.—Pulse 134; respirations 24 ; temperature 99'7°; no pain, but
slept ill; no vomiting; hands clammy; pulse feeble. Seen by Mr
Lawson, who discovered nothing of moment within the restum. 9 p.m.:
pulse very weak, 138; respirations 20; temperature 98'4°; severe pain
1n left iliac region; extremities cold,
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9th.—Pulse 136; respirations 20; temperature 98-4°; slept at mter-
vals, but sweated profusely during night; no vomiting ; no pain. As
much barley-water as the patient can bear to be introduced gently and
eradually into the bowel. 4 p.m.: Amussat’s operation decided upon
after consultation with Mr. Lawson. 5.30 p.m.: enema caused con-
siderable pain, and returned like the rest. Chloroform having been
administered, Mr Lawson introduced a long stomach tube eighteen
inches into the bowel with the greatest ease. The inference was drawn
that there was no obstruction at the sigmoid flexure, and it was decided
to defer all operative proceedings, 9 p.m, : pulse 150, very weak ; respi-
rations 26 ; temperature 101:6°; slight delirium.

10th.—Pulse 138; respirations 32 ; temperature 101°; delirious during
night; wandering now and sweating profusely; mo action of howels
since June 30th. Seen by Mr De Morgan, Mr Lawson and Mr Hulke.
It was decided to give the patient the last chance of life by performing
Amussat’s operation on the right side. The patient was in an extreme
state of collapse when placed upon the operating table. Not more than
one drachm of chloroform was administered during the whole operation,
which was performed quickly, and without difficulty. At the beginning
there was a slight amount of feecal vomiting for the first time. Towards
the close, the pulse became extremely weak, and the res iration slow
and gasping. Brandy was injected into the rectum an ina, with
temporary amelioration of the pulse, which soon, however, began to
lose force rapidly, while the respiration grew slower and more gasping.
Almost immediately after the incision nto the ascending colon, and
the escape of about three pints of liquid feces, the breathing ceased.

Post mortem, twenty-four howrs after death.—Rigidity marked. Thorau.
Heart coated with adipose tissue; its muscular walls soft and friable.
Lungs emphysematous; otherwise healthy. Abdomen. Liver large
and fatty. Kidneys normal. There was about an inch and a half of
bowel between the caput cmei and the opening into the ascending
colon. The peritoneum of both the walls and viscera was smeared over
with a creamy yellow lymph, which acenmulated towards the surfaces
of contact of one coil of intestine with another. The small gut was
much distended, and its coils oceupied the greater part of the front of
the cavity, but below a large blackish slate-coloured coil was seen
occupying the hypogastric and left inguinal regions. A thin, semi-
transparent omentum passed over the front surface to the lower
anterior and left lateral wall; its margin was adherent to the peri-
toneum, along the left lumbar region external to the colon, and to the
front of the abdominal wall, along the line of Poupart’s ligament, and
the back of the symphysis pubis. The omentum did not reach to the
right inguinal region. On cutting off the lower part of the omentum,
so as to leave the margin adherent to the abdominal wall, and then
removing the greater part of the small intestine, it was found that a
fillet of the omentum stretched across from the front wall, near the
symphysis pubis, and adhered to the peritoneum, binding down the
rectum on the sacrum, as well as to the sigmoid flexure ab its junction
with the descending colon; and to this spot a coil of small intestine,
about six inches from the cmenm, was also adherent. This latter, how-
ever, was perfectly free from all obstruetion, and only adherent by a very
<hort and broad band, attached to its convex surface. The sigmoid
flexure lay quite to the ri%ht of the fillet of omentum, and was con-
stricted by it, the upper bend being most tightly gripped, and the
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lower—i.e. at the point of junction of the sigmoid flexure with the first
part of the rectum—much less so, allowing an wsophageal tube to be
passed through it, nearly to the upper constricted point. The whole of
this coil was prevented from sinking in the pelvis into the recto-uterine
nch, and was in consequence pushed up against the band of omentum,

¥ a large uterus six inches long and ten and a quarter in circum-
forence. ~The uterus contained many fibrous growths within its walls;
it completely filled the whole space between the bladder and rectum,
and rose above the level of the brim of the true pelvis. The calibre of
the constricted coil varied at different parts from four to five and a
half inches in circumference, At the upper seat of the constriction
the circumference was one inch and three quarters; at the lower, two
inches and one fifth. At both these spots the coats of the bowel were
thinned, excepting the sub.mucous one, which was converted into a
white shining band. The colour of this portion of the bowel was
blackish slate, and between the points of constriction the thickness of
the gut was increased, owing aEieﬂy to inflammatory edema. The
descending colon was immensely distended, and gave the appearance at
its upper end of being the stomach. Much thin yellow fiecal matter
ﬂ:ud ﬂ]gitus occupied the bowel. The intestine everywhere was very

cerable,

GeNTLEMEN,—Practically, the first point you have to deter-
mine in cases of the foregoing character is the seat of the
obstruction. As a rule, you will be fairly well guided in this
respect by the routine code of regulations issued for the
purpose. Barly vomiting, sudden and violent pain, early dis-
charge of stercoraceous matter, scanty urine, an undistended
or partially distended abdomen, and rapid collapse are, it 1s
said, the surcsigns of obstruction seated in the small intestine,
while the converse phenomena, in particular the resonant
and voluminous belly, are held to be decisive in favour of the
large intestine. Such are the laws laid down by the anthorities,
and, though not absolutely binding, on an average they will
lead you to a correct conclusion. They may be unphilogophieal,
and it may possibly be that the symptoms are rather deter-
mined by the cause and nature than by the seat of the lesion,
but you must remember that peculiar lesions specially infest
peculiar divisions of the intestinal tube, and are almost appro-
priate thereto. For most practical purposes, the rules in
question may stand, and in accordance therewith we were
bound to conclude in our case that the obstruction lay in the
lower bowel, where the pathological changes usnally discovered
on post-mortem examination are strictures and torsions or
twistings. Strange to say, at the autopsy we found neither the
one nor the other, properly speaking, but an old fibrous band
constricting the origin and termination of the sigmoid flexure,
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s0 as exactly to isolate it from the adjoining segments of the
intestine. Such bands are common enough in the upper
division of the tube, but they are infrequent in the lower.
Altogether, the case was anomalous in many respects; the
absence of borborygmi and of the well-known serpentine
writhing and rolling of the bowel was especially remarkable,
and perhaps difficult of explanation, unless we suppose that
such movements had taken place before admission, but after
that date had become impossible from paralysis or inflamma-
tion, or that the obstruction in the bowels had not lasted long
enough to produce that hypertrophy of the muscular coats
above, which some hold to be the essential condition of visible
peristalsis. How are we to treat these cases? I speak of
obstructions in the large intestine. TFull and frequent doses
of opium should be administered, with the view of larresting
inordinate peristaltic action, and its consequence, undue dis-
tension of the gut, which would only aggravate the mischief.
Food should be supplied in small quantities at a time, and m
the liquid form alone, and simple enemata of warm water,
milk, or gruel should be gently and gradually injected into
the rectum, in order to reach, if possible, the seat of the
obstruction, and overcome the stricture, or twist, or whatever
the mischief may be. If I failed in accomplishing my purpose
by these measures, I should, in all cases except those of simple
constipation, after the lapse of twenty-four hours, or sooner if
the writhing of the intestines should continue unabated, or
symptoms of collapse should ensue, deliver the case into the
hands of the surgeon, and suggest colotomy—Amussat’s
operation, as it is commonly called. T should be guided in the
selection of the right or left colon by four main considera-
tions—(1) by the primd facie presumption in favour of the left
side, which 1s by many times the commoner seat ot the obstruc-
tion, (2) by the amount of distension perceptible either in the
whole colon or in this or that particular division thereof, (3)
by the direction of the before-mentioned writhings and undu-
lations as they seem to bear on a particular point, (4) by the
amount of injection which the intestinal tube is capable of
retaining, although it must be acknowledged this last criterion
is often misleading. Dr Brinton deprecates the use of bougies,
long flexible tubes, and the like instruments, whether as dilators
of stricture or as vehicles for the introduction of enemata.
He even protests against their employment for the purposes of
diagnosis. It is impossible, however, to dispense with them
altogether, although undoubtedly they may do serious damage,
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and very often fail in imparting the information we desire.
No better example of their fallibility could be adduced than our
own case. On July 9th eighteen inches of the stomach tube were
passed through the rectum and into the sigmoid flexure without
encountering let or hindrance. It was taken for granted, un-
hesitatingly, but unwarrantably, that the obstruction must
be above the sigmoid flexure, and the operation contemplated
at the time, with everything ready for its performance—that of
colotomy on the left sidle—was at once abandoned. On the
following day the operation was performed on the right side,
just beyond the ileo-ceecal valve. The woman was too far
gone, however, for recovery, and she died in the process. Ido
not mean to say that if the left colon had been opened on the
9th inst., as originally contemplated, she would have lived;
but on principle 1 mention the fact that a day was lost, and in
many cases the loss of a day may be the loss of a life. To the
best of my belief, no ineision of the colon would have saved or
appreciably prolonged the life of this woman, even if we had
operated on the very day of admission. I cannot imagine that
the disorganization of the sigmoid flexure would have been
averted or arrested thereby ; and even if we had accomplished
this great result, there still remained the overlying band
of omentum ever ready to renew the mischief. More than
this, the walls of the intestine were not simply compressed by
the band; they were intrinsically changed, ‘puckered, and
contracted. In other words, it was no longer constriction
merely, but, to all intents and purposes, virtually, if not nomi-
nally, stricture. Let us dismiss now the question of colotomy,
which leaves the peritoneum nntouched, and turn our attention
to the far more formidable operation known as laparotomy,
which lays open the peritoneal cavity. This operation has
hitherto been limited almost exclusively to obstruections of the
small intestine, and I confess I had not the courage to recom-
mend it in my own case. Had I known foreertain from the
beginning the true nature of the lesion, I should have recom-
mended it; but I did not, and could not suspect the precise
lesion dizcovered, for, as far as I am able to ascertain from a
perusal of the cases on record, it was most anomalous and
exceptional. The history and symptoms, properly interpreted,
seemed to indicate adhesions of long standing and to imply a
condition of the lower intestine capable, indeed, for a while of
discharging its functions well enough under ordinary circum-
stances, but capable also of taking on dangerous action and
imperilling life at any moment. The slight and fugitive attacks
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of pain and distension recorded in the notes would appear to
have been rudimentary manifestations of such a capacity ; they
were only the foreshadowings of that incipient strangulation
which was so effectually arrested four months ago, and of that
ultimately fatal strangulation which we have failed to arrest.
Now, of all cases, those involving old adhesions are the worsb
adapted for laparotomy. Nevertheless, if the exact lesion had
been known beforehand, an exploratory operation, promptly
orformed on admission, or, at any rate, before admission,
might have saved the life of the patient for the time being; for
the case was peculiar in the fact that the adhesions were
not extensive, but limited to the points of constriction at
the extremities of the sigmoid flexure, leaving a large residue
of the band entirely unattached as far as Poupart’s liga-
ment. If, then, this band had been divided through the
free unadherent residue, and the adhesions had been wholly
or partially cut away, the constriction might in great measure
have been removed, and the bowel restored in some
degree to its old integrity of function and its old im-
munity from disease. Structurally, however, it conld hardly
have recovered its original calibre. We arrive then at this
strange climax of a most extraordinary case. That operation
which is deemed most snitable to obstruction of the small in-
testine might possibly have saved the life of the patient for
come time to come; on the other hand, that operation which is
our last resource, and often a most valuable resource, in
obstructions of the large intestine, here not only failed alto-
gether as 1t was performed, but would inevitably have failed,
however and whenever it might have been performed. As to
the origin of the constricting band, I cannot with any assurance
of certainty determine its date ; 1t may have been formed four
months ago, but I am inclined to make it of much older stand-
ing, and to date 't from the cessation of the catamenia.
Perhaps the peritonitis, in which it originated, may have been
connected with the development of the fibrous formations in
the uterus. Whether the enlarging uterns had anything to do
with the beginning of the mischief or not, certainly it would
appear to have accelerated the end by eircumscribing the
range of the sigmoid flexure from below, and so conspiring
with the constrictions above. The false membrane attached to
the coil of the ilenm may, by a process of constant traction,
have interfered with the nutrition and funections of the part;
but its influence in this respect must have been insignificant as
compared with that exercised by the constricting band.









CASE 1

CEREBEAL REHEUMATISM

E. R—, ®t. 28, was admitted November 13th, 1875, when the follow-
ing note was taken:—Her father and mother both died young, the
mother of consumption, the father of some anknown disease. She her-
self had an attack of rhenmatism six years ago, but it appears to have
been slight, and limited almost entirely to the knees. Otherwise her
health has been perfectly good, with the exception of a winter-cough.
The present illness began about a fortnight ago after a cold. The
wrisis were first inflamed and then the knees, She has not kept her
bed more than four days. There is, however, a vague and confused
history of a preceding and far more severe attack, which is said to
have oceurred one month before admission. In this there was much
swelling of the joints, and the temperature ran high thronghout. On
two evenings it rose to 107°, or to a point between 106° and 107°, but
fell again towards morning. She recovered so far at least as to resume
work, with some remaining stiffness in one knee.

On admission.—Pulse 132 ; temperature 100:8°. Complains of pain
in most of the joints, but chiefly in the left elbow and shoulder, and in
the left hand, which is swollen, red, and tender. There is a feeling of
fAuctuation in the right knee-joint, and to a smaller extent in the left,
but no redness or tenderness. Heart sounds distant, but without
definite murmur, No increase in the area of pracordial dulness.
Breath-sounds nearly normal everywhere. Urine acid, depositing
lithates, but containing no albumen. Tongue slightly coated. Face
ﬂingyuculr&ured. with a purplish mottling n patches. Pulse extra-
ordinarily weak. Ordered a draught containing acetate bicarbonate
iodide and citrate of potassium every four hours, along with quinine
four grains, and extract of opium a quarter of a arain, twice daily. A
senna draught to be given immediately. In the evening, pulse 140;
temperature 102:8°—the highest reading. Flushing in face and weak-
ness of pulse continue. tates, however, that she feels quite com-
fortable.

November 14th.—Slept fairly. Bowels freely opened. Morning
pulse 120 ; temperature 99°. In the evening, Pu]seagiﬂ; temperature
100-6°. At this date the Fams were almost entirely -dgnne.

15th.—Mnrnin%pulse 24 ; temperature 98°. Ordered brandy, three
ounces da.ilﬁ vening pulse 120; temperature 97'8°. Bweating
copiously. ils large.

6th.—Morning pulse 120 ; temperature 98°. She is now morose and
vefuses to answer questions, or to show the tongue. The lips are dry
and cracked, and the pulse as small and weak as ever. Ordered brandy
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and sherry, of each four ounces daily ; quinine three grains, with extract
of opium, half a grain in pill, every six hours, and a draught of ether
and ammonia every six intermediate hours. Temperature at noon
97-6°; at 2 p.m. 98°; at 4 p.m. 97°6°; at 6 p.m. 978"

6 p.m.—Refuses to take her medicine, screaming and struggling all
the while. A sixth of a grain of acetate of morphia injected hypo-
dermically. i

9 p.m.—Temperature 97:6°. Went to sleep shortly after injection,
and is now sleeping and sweating freely. Right hand cold and clammy.
At 12 midnight she awoke screaming and struggling as before when-
ever mourishment was offered to her. Face livid and cadaverous.
Temperature 95°1°. Amnother injection of acetate of morphia, one
fourth of a grain. Nutritive and stimulant enemata to be administered
when practicable.

17th—At 2.30 a.m. temperature 98:4°, Enema given and retained.
At 4.30 a.m, temperature 996°; at 6.30 a.n. 1006°. Second enema
given, but returned immediately. She now appears to be unconscious.
At § a.m. some brandy was offered by the mouth and in part swallowed,
in part rejected with much struggling. When asked to do so, she pro-
trudes the tongue, which is quite clean. Respiration shallow and
jerking ; hands cold; pulse at wrist imperceptible.

At 9 a.m. she died.

Autopsy, twenty-nine hours after death.—A few thin clots were found
in the sinuses of the dura mater. There was very little subarachnoid
or intra-ventricular flnid. Centrum ovale of right hemisphere studded
with red points, in marked contrast with that of the Ie?t hemisphere,
which was anmmic. Brain-tissue normal. On both sides the pleural
membranes showed vivid injection of the smaller vessels, and here and
there some paiches of ecchymosis beneath the serous surface. Beyond
a few depressions from collapse, limited to the peripheral regions on
the posterior aspect, the lungs were perfectly natuval throughout.
Right side of heart somewhat distended with blood. Pericardium
normal. Vessels on the surface of the heart engorged. Beneath
visceral pericardium at base of heart were some capillary ecchymoses.
The valves were normal in structure. A few pale, fibrinous, adherent
¢lots existed in the right ventricle, but the major portion of the con-
tents were soft black coagula. There was no adherent clot in the pul-
monary artery. Left ventricle relaxed. Section of posterior wall,
which was in all parts flabby, showed a somewhat confused and mottled
appearance in the muscular tissue, but under the microscope nearly all
the fibres examined from this region were natural as to striation; in
verv few were the strie wanting, or replaced by granules. Liver firm.
T.obulation indistinet to naked eye. Under the microscope the nuclei
of the hepatic cells were glainljr perceptible. Kidneys firm, congested,
and somewhat swollen, Spleen in all respects natural,

The foregoing case is full of anomalies from every point of
view. Assuming the accuracy of the accounts delivered to us,
let us suppose the case constituted of two separate seizures
with a brief interval of true convalescence ; we then met with
the marvel of hyperpyrexia declining spontaneously and

T e ikl v e
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vecovery ensuing. This is exceedingly rare in the annals of
acute rheumatism, but it is not altogether unexampled. Dr
Murchison gives an undoubted instance in illustration. Dr
Wilson Fox, indeed, records a spontaneous decline from a
temperature of 106° but the case ended fatally at 103°. On
the other hand, let us conceive the entire succession of events
to make up one single seizure presenting three several stages,
a primary stage and a relapse, with a period of seeming con-
valescence interposed. We have now no longer to deal with
recovery after a spontancous fall from the height of hyper-
pyrexia, for on this view the result was death. We have,
however, to deal with another and a greater mystery. Arewe
to believe that the blood-poison, or whatever else originated the
brain-shock, lay dormant for a while during the pause in the
symptoms in order to reassert its power in a new shape at the
close—beginning with hyperpyrexia, and ending, or all but
ending, with hypopyrexia? Marvellous as this may appear to
be, I am of opinion that it represents the real nature of the
case. On any view the great anomaly is the low range of
temperature that prevailed on the day before death, when the
nervous phenomena were fast coming toa climax. There may,
indeed, be what is called collapse in cerebral rheumatism,
but collapse with the thermometer at 951° is something I
should say unprecedented in these cases. True, the temperature
rose on the morning of the day of death, but there is no record
of a rise beyond 100:6°. Whether or not it ever reached the
point of hyperpyrexia it is impossible to say ; if so, this must
have occurred within the two hours and a half that elapsed
between 6.30 a.m. and the time of death at 9 am. According
to the scheme of registration prescribed, a note of the tempera-
ture ought to have been taken during this period, but, as the
patient seemed to be dying, the nurse thought proper to
disobey orders, and the record is lost. I found, however, that
a thermometer passed into the rectum one hour and forty
minutes after death marked 103:8°. Now, it has been ascer-
tained that the post-mortem cooling process is slow in the hyper-
pyrexia of acute rheumatism, while in that of analogous diseases
there is, or there may be, a positive rise for some time. On
these grounds the chances are perhaps agamst hyperpyrexia
in the present case, but in favour of an increasing degree of
pyrexia during the last moments of life. At midnight 1
ordered a warm bath after the subcutaneous injection of
morphia. I ought to have ordered the bath at once as a
desperate resource, but the truth is the hand of death was
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upon the woman from the day of admission, and nothing in
the world would have availed to save her.

One word more. Ecchymoses are said to have been found

beneath the serous membranes of the pleura and the peri-
- cardium., These are common appearances in cerebral rhen-
matism ; they are common also in all cases of so-called blood-
poisoning. Less common, but not infrequent, are fluidity of
- the blood and softening of the spleen with or without enlarge-
ment. Is it possible for cerebral rhenmatism to claim kindred
with erysipelas, pysemia, and septiceemia ? Is there always a
blood-poison to determine the brain-shock which is the essential
element in these cases, or may the shock arise directly from
the exhausting pain, the worry, and wear and tear of acute
rheumatism ? Dr Herman Weber raises this question in
speaking of hyperpyrexia. May we not raise the same question
respecting cerebral rhenmatism in all its forms and phases ?
For my own part I believe in the blood-poison, although I am
far from denying that exhaustion and restlessness may help to
upset the equilibrium of the nervous system and all the more
freely expose the heat-regulating centres to the full force of the
poison, whether it cause hyperpyrexia or hypopyrexia.

It might be alleged that the state of the heart had much to
do with the anomalies of the case. There were indeed traces
of intra-fibrous degeneration, but so slight were the morbid
changes seen under the microscope, that it is utterly incredible
they could have determined in any degree the mode of dying,
or the general character of the symptoms. Even if we were
to entertain this view, there would be no grounds for dis-
believing in the pre-existence of a poison, which may have
determined the degeneration itself.
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CASE II

ACUTE RHEUMATISM, WITH HEAD SYMPTOMS AND A HIGH DEGREE
OF PYREXIA

Ricaarp D—, a porter, ®t. 19, was admitted into Handel
Ward, under Mr Nunn, November 21st, 1878. There is
nothing of any moment to record respecting his own history
or that of his family.

On admission he gave a most confused and incongruous
account of hisillness. He had contracted gonorrheea, together
with a sore on the penis; his appetite had been failing for a
fortnight, he had not slept for a week, and for the two pre-
ceding days he had suffered from pains in the hips, knees,
loins, shoulders, and blade-bones—pains at times dull, at times
sharp and shooting. Now he complained chiefly of headache,
loss of memory, giddiness, and staggering. No trace of any
sore could be discovered on the penis. There was, however,
some slight scalding, with a good deal of discharge of a yellow
colour from the urethra. On the evening of the 2ith of
November he was seen by the Resident I\-lg:adir}al Officer, Mr
Fardon, who states that he was distinctly delirious, and that

- his temperature rose to 103:6°. Chloral and bromide of
potassinm were given at once, and six minims of Liquor Opii
ordered every six hours. On the 25th he was transferred to
Cambridge Ward and placed under my care, when the follow-
Ing note was taken. ﬁe is a strong muscular lad ; the lungs,
on physical examination, appear to be healthy; there is no
change in the normal area of the preecordial dulness, and no
| definite murmur there, only a muffling and a slow evolution
of the heart-sounds. The bowels are confined, the tongue is
. dry and densely coated, and the skin hot and harsh to the feel.
| There is but little discharge from the urethra, and there is
- neither pain, redness, nor swelling in the joints. He com-
plains of severe frontal headache and pain at the back of the
neck, but of nothing more.
- It is impossible for me to enter into the particulars of the
10
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sequel. Suffice 1t to say that the cloud which hung over this
man’s brain from the begmning never cleared away altogether
until December 5th. Throughout the whole of this period on
many occasions he was positively delirious, and during his
most lucid intervals, when his mind was at its best and
brightest, his speech was slow, his understanding dull, and his
face blank and inexpressive. Oftentimes, indeed, the face,
and more especially the lips, were thrown into vehement con-
tortions, which, when he was awake, added much to his
vacancy of expression. Most usually, however, these writhing
and twitching movements occurred during sleep. Now and
then, when he was asleep in the night time, he was seen to paw
the air, a symptom of serious import, and one that ranks high
among those which are commonly distinguished by the term
« typhoid.” I cannot, however, say that 1 ever felt any start-
ing of the tendons at the swrist, nor were the passages involun-
tary. Many things were wanting to make up the full tale of
the nervous phenomena thab characterize the worst cases of
cerebral rtheumatism. But why were they wanting ? Not, to
the best of my belief, because there were 10 elements of
danger from the outset, but because Wwe disarmed those
clements of all their dangerous pOWEr by confronting the
malady at every turn, and arresting it, as it were, along the
whole line of attack. The same remarks apply to the tempe-
rature, which ran high—pertinaciously high—throughout the
period oforementioned. We never gave it the chance of
rising beyond the limit of 105:3°, the highest reading on
record, but that it would have transcended that limit seems a
fair inference from the rapid way in which, when lowered by
the bath, it rebounded and rose again swiftly, if not steadily,
in the direction of a climax.

In all, twenty-six baths were required in the course of
" thirteen days before we mastered the malady and placed the
patient beyond the sphere of danger. In these baths the
period of ‘mmersion ranged from thirty to seventy minutes.
Six times that period amounted to one hour or more. The
temperature of the patient on immersion was generally between
104° and 105°; occasionally 1t was between 103° and 104°.
In our own case the symptoms, though characteristic, were not
severe, but in many cases it might be inexpedient, or even
unsafe, to wait for the higher degrees of elevation here men-
tioned. The body-heat on removal from the bath ranged
from 101-3° to 96:2°. The aggregate fall in the thermometer
—the fall during and after the bath—varied from 9:1° to
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5'1°; the after-fall from 4:7° to 0-2°. The lowest reading was
95'4°. The temperature of the bath was never above 90°in
the beginning and never below 58° at the end. Once the
thermometer stood at 74° on immersion. The damp sheets
were allowed to remain in sifu for some time after the bath.
This would appear to make a great difference, the temperature
often rising rapidly when the patient is put dry to bed, and
yet more rapidly when he is well rubbed with flannels. Still,
when chilliness and prostration are extreme, we must of neces-
sity have recourse to these measures. Altogether we had a
most unmanageable person to deal with., Many times the
thermometer, after a steady and uniform rise, all on a sudden
shot upwards amain, calling for the bath at a moment’s notice.
On the other hand, after long-continned immersion without
satisfactory progress, the body-heat would suddenly sink to a
depth which, to say the least, was undesirable, if not alarming.
Once, ag before said, it fell to 96:2° which iz far below the
mark for the time of removal.

. The complications of the case may be dismissed in a few
words. There was some slight inflammation of the glans
penis from phimosis, and as late as December 28th a trace of
albumen was discovered in the urine, probably derived from
the last remains of the gonorrhecea. Once there was a threat-
ening of bronchitis, which gave trouble for a time and then
passed away, apparently uninfluenced by the bath, as is usually
the case. When a man’s blood is overheated from within by
the operation of systemic forces, he seldom takes cold. On
the 30th of November there was an increase in the area of
pracordial dulness, and at the same time the anscultatory
signs pointed in the direction of pericarditis. On the 4th of
December the heart’s rhythm is described as cantering. From
the date of the last bath, December 7th, the boy gained ground
day by day without interruption, unless we regard in that
light a bed-sore that formed on the sacrum, or rather, perhaps,
I ought to call it a bath-sore, for it is one of the accidents
which are apt to supervene upon prolonged and repeated
bathing. This is a slight drawback—slight, indeed, in view
of the vast utility of the bath—still it onght never to be for-
gotten ; it should be inquired about and provided against, as
far as may be, by cushions and other appliances for softening

ressure. In our case the sore healed kindly and quickly, but
1t was followed by a boil on the thigh, showing, it would seem,
that pressure alone was not responsible for the damage done,
but that water also may have played its part in the process by
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coming everywhere into contact with the skin, soaking into 1ts
structures, and spoiling their integrity. On the 13th of
January the boy was pronounced to be thoroughly well, with
the sole exception of a rather rapid pulse and a strong action
of the heart. On the 27th of January he was discharged.

I have all along assumed the above case to have been a
%gnuiue example of acute rheumatism with cerebral symptoms.

as it a case of acute rheumatism? The boy never suffered
from pains in the joints when he was under my care, but he had
cuffered in this wise before he came under my care, and it 1s a
well-known law, or rather rule, that, when head-symptoms and
o rising temperature threaten hyperpyrexia, the proper pains
of rhenmatism diminish or disappear, whether they return or
not. The joint-pains never returned in our patient, but occa-
sionally he complained of pain and tenderness in the back of
the head and neck, and once of pain in the arms and the side.
Moreover, at one time the physical signs pointed strongly to
pericarditis, and towards the close there were suspicions of
endocardial change.

Tt was not a case of gonorrhceal rheumatism : the pains were
too wide-spread and too evanescent for that, to say nothing of
the intensity of the body-heat and the brain-symptoms. It
was nob urethral fever: no surgeon would have called it by
that name. Was it enteric fever? No physician would
willingly have said so ; the points of resemblance were far too
few and the points of difference far too many. The tongune
alone would have seemed to show the falschood of that view at
a glance. Never once, from first to last, did it present the
distinctive characters of the typhoid tongue. Again, there
were no rose-spots, no diarrheea, no protrusion of the belly, no
chest-symptoms of any consequence, 1o extreme prostration.
One or more of these phenomena might well be absent even

“in pronounced enteric fever, but that all should remain in
abeyance together throughout the course of a fever so intense,
;s unnatural and incredible. As a last resort, was it pysmia ?
Often, very often, pysemia arises from a primary source of
infection within the genito-urinary system, and is known to
have arisen from gonorrhcea. True, we never allowed the
theomometer a free voice in the settlement of the question; it
would have been unwarrantable for us to wait and see how far
the fever-heat would rise and fall spontaneously ; it was
enough, under the circumstances, to know that it rose above
the danger-point and to keep it below that level. For the
vest there were no positive evidences of pysmia, which, in all
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likelihood, would have put an end to life long before the date
of discharge, or even before the date of convalescence.

On a retrospeet of all the claims that may be advanced in
support of one or other of the above hypotheses, I adhere to
my old assumption. I fully believe this to have been a true
case of cerebral rheumatism, which would have developed into
hyperpyrexia and ended in death but for the measures adopted
to arrest its development. In any event, whatever the true
nature of the case, the result was no simple recovery; it was
an undeniable cure, a rescue from a dangerous disease, accom-
plished by the bath-treatment, and apparently accomplished

by that alone.






CASE III

ENTERIC FEVER, WITH TYPHOID SYMPTOMS PROLONGED INTO A
PERIOD OF NORMAL AVERAGE TEMPERATURES

Published in the ¢ Lancet,” May 9th, 1874.

EpwArD B—, mt. 39, a cabman, was admitted March 14th, 1874.
Three weeks hefore the date of admission he experienced a feeling of
general malaise and languor, and thought he had a cold, but went on
with his work as usual. Fourteen days before the same date he was
compelled to keep his bed, shivered several times, and suffered from
intense headache. During the three or four days preceding admission
there had been twitchings of the muscles, and during the last two days
delirium, but never at any time diarrheea; on the contrary, the bowels
had been constipated for six days.

At 7 p.m. on the day of admission the pulse was 144, the respirations
44, and the temperature 101:2°; complexion dull and earthy-yellow;
marked nervous twitching of the hands, and occasionally of the face;
some degree of deafness ; pupils small ; tongue dry, brown, and fissured ;
abdomen mottled in appearance and greatly distended; no fever-spots
of any kind; no tenderness; area of splenic dulness much enlarged ;
sonoro-sibilant riles throughout chest; looked livid in the face, spoke
feebly, and coughed in a hourse laryngeal tone. In the cvening he
passed urine in bed, jerked his knees about, and picked the bedclothes.

March 15th.—Lies in a state of E:Efﬂund sopor. There are sordes on
the lips und much subsultus tendinum, with floccitation and carpho-
logy. Passed urine and four loose dark-coloured motions under him.

orning: pulse 132; respirations 28; temperature 100:2°, Evening :
pulse 128; respirations EB; temperature 99°1°, These observations
were taken at 9 a.m. and at 9 p.m. respectively,

16th.—Appears much brighter, and answers questions rationally.
There is less twitching of the muscles, and the abdomen is less dis-
tinetly mottled than on admission. Morning : pulse 128 ; respirations
32: temperature 99°1°. Evening: pulse 132; respirations 32; tempe-
rature 98-8°,

17th.—Spent a good night. Urineat times passed naturally ; specific
gravity 1020, no albumen. One yellowish.green pultaceous motion
passed in bed. Abdomen tense, but no longer mottled. Morning :
pulse 132; respirations 32; temperature 98:6°. Evening: pulse 136;
respirations 20; temperature 98:6°.

18th.—Abdomen voluminous, but not tender; motions passed in-
voluntarily, urine naturally. He was delirious during the night, and
got out of bed under a strong delusion. Floccitation and carphology
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continue. Morning: pulse 140; respirations 40 ; temperature 99-4°
Evening: pulse 132; temperature 98°,

19th,— Vomited last evening; passed a natural motion of semi-solid
consistence; still tremulous, still delirious, and constantly trying to
get out of bed; slight carphology. Morning: pulse 132; respirations
32; temperature 98:4°. Evening: pulse 132; respirations 35; tempe-
rature 99-2°. '

90th.—This morning vomited nearly a porringerful of dark-brown
flaky matter looking suspiciously like blood, but no blood-corpuscles
were seen under the microscope; tongue dry and brown; great disten-
sion of abdomen. Morning: pulse 132; respirations 40; temperature
93-4°. Bvening: pulse 144; temperature 99°

91st.—In great pain, referred to umbilical region; abdomen enor-
monsly distended ; pulse fuller and steadier; less subsultus. Morning :
pulse 120; temperature 98° Evening : pulse 116; respirations 24;
temperature 99° _

99nd.—Speaks clearly for the first time. Morning: pulse 132;
respirations 44; temperature 98°. Evening: pulse 120; respira-
tions 28; temperature 978 :

99:d.—No subsultus; abdomen has returned to its natural size.
Morning: pulse 124; temperature 98°. Evening: pulse 120; tempe-
rature 982°,

From this time forth convalescence advanced steadily, without let or
drawback, except that the pulse ruled high, seldom falling below 100,
and never below 90. The patient was discharged April 21st.

The treatment consisted of alcoholic stimuli, oil of turpentine, sul-
phuric and gallic acids, and quinine in doses never exceeding six grains
in the course of the day.

There were on admission many features in the above case in
a high degree characteristic of typhus. The dusky, dull com-
plexion, the small pupil, and the mottled surface of the
abdomen, which never presented a single rose-coloured spot
from first to last, were all of this nature. And yet it was clear
in the beginning, from the mode of invasion and from the
duration of the disease, and it became clearer every day from
the course and character of the ensuing symptoms, that the
case was one of enteric fever. The duskiness of the com-
plexion proved in the end to be natural. The main interest of
the case centres in the prolongation of the so-called typhoid
symptoms far beyond the point which the thermometer alone
would have fixed for the commencement, or even for the con-
summation, of their entire disappearance. On the evening of
March 16th the temperature fell to 08'8°: nor was this an
isolated example, a chance interpolation in the midst of a
higher prevailing average; on the contrary, to all appear-
ance it betokened the coming of convalescence; it stood
at the head of a long list of readings, all ranging 1mmediately
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within the neighbourhood of the normal, with deviations above
and below that level, but never exceeding 99-4° in one direction
or 97-8° in the other. During a reries of seven days, reckoned
inclusively from the 16th, the average temperature amounted
in the morning to 98-6° in the evening to 98:57; while during
the first four days of the series the average was—for the
morning, 98'8°; for the evening, 98:6°. Surely one might
have expected a decided abatement in the severity of the
symptoms even from the beginning of the period above defined.
Some slight amendment must indeed be conceded to the first
three days of that period ; the stupor ceased, the muscular
twitchings declined in frequency, and the urine at length
passed naturally ; in other respects there was no amelioration
at all. The delirinm seemed to be worse than ever, the tremors
and involuntary passages of faeces continued in full force, while
the patient pawed the air and picked the bedclothes just as he
had done during the height of the fever, so far as it came
within our observation. It was not until the following day,
the 19th, that the carphology appeared to be subsiding, it was
not until the 20th that the delirium and the tremors came
to an end, and it was not unfil the 22nd (the seventh
day in the series) that the subsultus—the last of the
typhoid symptoms—disappeared entirely, and true convales-
cence began. All the while the pulse ran high, maintaining an
average of 130. Of course it might be argued that the dark-
coloured motions of the 15th contained blood, and that the
heemorrhage kept down the temperature. The fall, however, at
the time was insignificant, and the heemorrhage, if hemorrhage
it was, must have been quite incapable of lowering the body-
heat for a permanency. .Again, it is easy to say that the
observations should have been taken oftener than in the
morning and evening alone ; and that during some of the long
intervening periods the temperature may have reached a far
higher level than any I have recorded. This, of course, is just
conceivable ; but the odds are enormously against if, seeing
that from beginning to end the highest ascerfained reading
never surpassed 101-2°,

On the whole, although it may be heresy to say so in these
days, is there not enough in the foregoing anomalies to make
us pause before we subscribe to all the dogmas of thermo-
metry ! Naturally, the physician looks with confidence on the
first fall of the temperature below 99°—at any rate if it occur
in the evening—as a conspicuous guide or landmark to direct
the course of his proceedings in the after-management of the
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case, provided always it be the foremost in a steady series of
corresponding registrations. Hehas only to glance backwards
at this date, and he feels himself, as a rule, on fairly safe
ground in estimating at any given moment the propriety of

relaxing the rigour of the ordinances hitherto enforced. Now,

it was altogether impossible for us to feel any assurance of the
kind, or to take any step whatever in deference to the date in
question, which, in this case, arrived long before it was due;
and, if similar cases should accumulate, the value of the
guiding date will be seriously discredited. I have no wish fo
scoff at the cultus of the thermometer simply because it is
not infallible or all-sufficient. After all, it was right in the
main issue, for the man recovered. It was wrong, however, in
its chronology and as a practical guide, and in this respect I
deeply deplore its shortcomings.™

# Tt is possible that the typhoid symptoms may have been prolonged
or set up anew by a slight and passing attack of peritonitis.
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CASE IV

DIPHTHERIA, PYEMIA, AND PERITONITIS

C'HARLES O—, wt. 17, an apprentice in a large linen draper’s estab-
lishment, was admitted March 29th, 1879. There is nothing of note
either in his family history or in his own antecedents. On the 28th of
Marech he complained of chilliness, followed first by fever and vomiting,
and then by soreness of throat, inability to swallow, headache and
_ diarrheea.

On admission he is described as a strong-looking rosy-faced lad.
The fauces are deeply injected, the tonsils are greatly swollen and
inflamed, and there are patches of mucus adherent to the surface of
each. The glands are enlarged beneath the lower jaws, and on each side
of the neck, in both anterior and posterior triangles, but they are not
painful or tender to the touch, Temperature 104°; pulse 128,

March 30th.—There is now a small yellowish-white depression,
resembling a slough, on the inner side of the left tonsil. The swelling
of the tonsils is mow extreme; they meet across the median line.-
Nothing of any moment is discovered on examination of the chest.

31st.—Cervical clands still swollen and now tender. A thick tenacious
eoating overspreads the back of the pharynx, and on the left tonsil there
are layers and dots of muciform secretion. The tongue is loaded with
a dirty crayish-yellow for, and the breath is offensive. The urine
contains a trace of albumen, and presents under the microscope pus-
corpuscles and epithelial cells, but no casts.

pril 1st.—Passed a restless and delirions night, and seems drowsy
this morning. No albuminuria now. Nothing can be scen at the
back of the pharynx, but there are a few slough-like appearances on the
inner surface of each tonsil, and there is a mucous discharge from the
right nostril. The breathing is noisy, but there is no laryngeal tonein
the voice or cough.

TUp to this date the fever ran high; the course of the temperature was
steadyand continuous, withno great amplitude of ran e.m?rmg between
the limits of 102:4° and 104-4°, while the pulse varied gum 112 to 132, On
the following day the temperature sank to a minimum of 99-6° and the
pulse to a minimum of 96. There was now less tension and swelling
of the tomsils and glands, nor was anything apparent on the
gr;umtl:la membranes that bore the least resemblance to exudation or

ough.

4th to Sth.—During this period the swelling continued to subside, the
tongue cleaned, and the appetite improved. till, however, although the
tonsils looked healthy enough, the back of the pharynx again showed
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the same coating as before, and the discharge from the nose became
muco-sanguineons, and dried in crusts on the right nostril.

From the 3rd of April to the 8th the pulse ranged from 84 to 96,
while the temperature ruled steadily about the mormal average, with
slight deviations above and below that level.

n the 9th of April the whole character of the disease underwent a
change for the worse. The temperature rose to 104°2° and the pulse to
126. The throat became again injected and there was some soreness
externally, but no distress in swallowing.

12th.—Glands ﬂcnaidembli enlm‘g&g Dark grayish-yellow patches
may be seen on each side of the uvula.

13th.—Slept ill; sweated during the night and shivered for a few
minutes. The tongue, the limbs, and the whole body are extremely
tremulous,

15.—Examination of the throat immediately excites vomiting. Slept
well, but had a rigor this morning. Still tremulous, and now complains
of pain in the abdomen. Blood and mucus still issue freely from the
nose. In the afternoon it was noted that the face had lost its flush and
assumed a dingy tint; the pulse was extremely weak and the breath-
ing rapid and laborious, but not laryngeal in tone. The right knee was
swollen and fluctuating to the touch.

16th.—Sweated abundantly in the night, but never shivered. Com-
plains of great pain and tendernmess over the belly. Vomited this
morning, and again in the afternoon. Patch on the left side of the
uvula whiter in colour and more sharply defined in shape. Urine had
to be drawn off by the catheter. It contained blood, along with one
half a column of albumen.

17th.—He is more tremulous than ever, his complexion is more livid
and earthy, and the pain and tenderness of the belly are greatly
increased. The heart-sounds are extremelg weak, but the impulse is
distinctly felt. In the afternoon he vomited some grass-green bilious-
looking matters, and in the evening was much troubled by hiccough.
iE[e ]if nauseated by everything he takes, and the tongue is dry and
olack.

19th.—The pain and tenderness, which had abated in some measure the

receding day, werenow again intense; the belly was distended; the pulse
Eﬂ.ggeﬂ_, the tremors were excessive, and the bowels acted involuntarily.
No urine passed naturally; a few drachms loaded with albumen were
withdrawn by the catheter.

On the 20th he died.

From April 9th—the day of the crisis, when he underwent the great
change for the worse—up to April 15th inclusively the temperature ran a
singlﬁm-ly wild and fitful course, the maximum for this period being
1058°, and the minimum 95°4°. The ranges for the several successive
days were as follows :—3'8°, 3:8° 6°, 7-8° 10-4°, 82° 82°. The pulse
vacillated also, for the most part in unison with the temperature, varying
from 78 to 128. :

From the 16th to the 20th, the day of death, pulse and body-heat
both alike ceased to rise and fall in this tumultuous way, although
they remained irregularly febrile to the last. The breath-rate, however,
increased immensely. .

Autopsy (abridged from Dr. Coupland’s veport)—The base of the
tongue, the faucial arches, and the up}Jer part of the pharynx were all of
a bluish-red tint, The pillars of the fauces and the contiguouns portion
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of the pharynx were coated by a thin layer of exudation, of a brownish-
gray colour, not easily detached, and léeaving on separation a granular
Surface. The exudation also coats the whole of the posterior aspect of
the epiglottis, and crossing the upper margin passes for a short space
over the anterior aspect, showing a sharp line of demarcation there.
Theepiglottisand thewholeof theinteriorof thelarynx are muchreddened.
Loose threads of false membrane are lodged between the vocal chords.
The trachea is thronghout deeply blood-stained. Minute ecchymoses lie
beneath the visceral and pavietal layers of the pericardium. The blood
is largely fluid, much escaping from the heart on section of the great
vossels. Gelatinous clots are met with on both sides of the heart, but
they are mot very firmly adherent. The valves present no traces of
endocarditis, but on the left side they and the endocardium in general
arve deeply blood-stained.

Numerous ecchymoses cover the lungs posteriorly. Each lung is the
seat of hypostatic engorgement, the lower lobes containing hardly any
air and appearing on section of a uniform dark-reddish colour, almost
black. The posterior parts of the upper lobes are also engorged; the
anterior parts are natural. There are no infarctions and no abscesses.

The peritonenm contained a small amount of muddy fluid mingled
with flakes of lymph. Layers of soft greenish lymph ocenrred over the
upper surface of the liver and over the spleen. The coils of the intes-
tine were much injected, The spleen was large, pale, and soft. On the
anterior aspect it presented, in two places, irregular pale-yellowish
areas, each corresponding to a wedge-s aped mass in the substance of
the orpan. One of these masses is encircled by a zone of soft creamy-
looking fluid ; the other in part ale and fleshy, in part puriform, and
reddened by recent blood-clots. The tissue of the organ is everywhere
pale and soft. Its weight is ten ounces. Each kidney displays a
<mooth surface, with some swelling and pallor of its cortical portion.
The intestines, full of dark-green semi-flnid contents, offer no notable
change in their mucous membranes.

This case is interesting and instructive from many points of
view. Singularly chequered in its course and full of vicissi-
tudes and surprises, it yet admits of an easy and natural
division into four stages :—(1) The period of invasion with a
high and uniform fever-heat and pulse-rate. (2) The period of
apyrexia, the delusive break that might have lulled the mind
into a false security, but for the fatal change that now ensued
in the characters of the discharge from the mostril. (3) The
period of pysemia. (4) The period of developed peritonitis and
collapse on the approach of death. The first three were well-
defined and sharply set apart from each other; the fourth arose
more gradually from its predecessor.

The diagnosis of pronounced diphtheria is one of the easiest
problems in clinical medicine. It is well-nigh impossible to
mistake the full-grown membrane on the fances for anything
clse. But the membrane is not always there, at least i its
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maturity. In the case recorded it was undeveloped on the
day of admission and remained so for many days afterwards.
Nevertheless, diphtheria was all but a certainty from the begin-
ning. Glands maybeenlargedin common cynanche, but seldom
or never do they reach the magnitude here displayed. The pulse
and the temperature may be above the normal average in
common cynanche, but seldom or never will they bear com-
parison with the same phenomena as registered in the present
case. Soon the diagnosis became as incontrovertibly certain
as anything ever can be in the sphere of medicine. The
albuminuria, the renal epithelinm, and the thin blood-stained
ichorous discharge settled the question beyond all dispute.
For all that, even now there was no pathognomonic membrane to
be seen on the fauces; the distinctive exudation lay hidden
behind the epiglottis, and yet, strange to say, it never fastened
fairly upon the vocal chords; there was never a trace of the
laryngeal tone in the voice or in the cough.

it is well-known that the far-reaching ranges, the sharp
peaks and depressions, on the temperature-chart, even when
standing alone, point strongly to the presence of pyemia. In
the case of C. C— the revelations of the chart did not stand
alone ; they were amply confirmed by paroxysms of sweating
and shivering. Indeed, the existence of pyzmia rested upon
as good a basis as the existence of diphtheria itself, in despite
of its extreme rarity as a sequel to diphtheria.

The course of the fever in diphtheria has been studied by
two observers, Faralli and Labadie-Lagrave. They are not
altogether in harmony with one another, but thus much they
seem to have established. The fever runs high—steadily
high—for a few days, reaching 104° or 105° as a maximum ; it
then falls for a while, and although it may rise again, still in
favourable casesit never exceeds at the utmost 102° but when
the case is destined to issue in death, it may mount upwards
as far as 103° or 105°. The present case shows some re-
semblance to the stage of invasion here described, but the
ensuing fall is too deep and sudden and the lull in the fever
too long. Again, the closing stages were profoundly modified
by the symptoms that followed in the train of pyemia and
peritonitis, M. Lagrave ascribes the final ominous ascent on
the thermometer to some complication—acute nephritis,
lobular pneumonia or endocarditis. He lays great stress upon
endocarditis, which exists, according to him, in nearly half the
fatal cases of diphtheria. The surfaces of the endocardinm, more
especially the borders of the mitral valve, are festooned, he
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says, with minute vegetations, and to this origin he traces the
coagula so often seen in the heart’s chambers at the autopsy, and
not unfrequently evidenced during life by alarming symptoms
of dyspneea and deadly prostration. To the same cause he
traces a multitude of local lesions more or less diffused through-
out the several organs of the entire system, and more or less
stamped with the characters of haemorrhages, thromboses,
embolisms, infarctions, and the like pathological changes.
All this is passing strange. To my mind it is beyond the
bounds of all conception that the well-known physical signs
and post-mortem appearances of endocarditis should have so
long baffled the fine ear of the auscultator and the keen eye of
the anatomist, ever alive to anything amiss with the heart
above all organs, and that notin a few izolated examples alone,
but in a whole host of cases. Surely there must be some
delusion here, some misinterpretation of morbid phenomena.
A proportion of forty or fifty per cent. is simply incredible.
It is to be noted that amidst all the variety of alleged secon-
dary lesions resulting from diphtherial endocarditis, M.
Lagrave nowhere mentions the main distinctive feature of
gryzemia-—the presence of abscesses or abscess-like formations.
either is there any mention of their presence in the latest
book on diphtheria, that of Dr Morell Mackenzie ; the nearest
approach to any allusion of the kind amounting to the state-
ment that in some severe cases of diphtherial septicemia pus
and lymph have been discovered in the arachnoid cavity.
Pyeemia proper is indeed rave in diphtheria, but not altogether
unexampled ; long ago a case occurred under my own care.
Dr Herman Weber quotes another, which he himself, however,
ascribes more immediately to otitis, the consequence of diph-
theria. Drs Wilks and Moxon refer in a desultory way to
py=mia of diphtherial origin. Still, the cases on record are
few—so few that the association might easily be forgotten.
All the greater necessity then for exemplifying so serious an
addition to the ordinary modes of dying in diphtheria,






CASE vV

HYSTERIA, WITH CONTEACTION OF THE LOWER LIMBS, ANFESTHESIA,
AND ISCHEMIA, IN A BOY

Read before the Clinical Society of London, Oectober 26th, 1877.
Published in their * Transactions,” vol. xi.

A. M—, a pale, oval-faced, feminine-looking boy, ®t. 14, the son of a
French father and an English mother, was admitted into the Middlesex
Hospital, May 10th, 1877, with the following history, as recorded in the
notes. He has always been a delicate child, and far from strong ; but
never ailed anything definite up to the invasion of his present illness.
Two months ago he began to fall away in flesh. Soon he became low-
spirited, lost his appetite, and complained of vertical headache. In the
evenings he has been liable to paroxysms of laughing and crying,
accompanied by a hoarse barking cough, and by the sensation of a ball
in the throat. Occasionally he has suffered from pain in the knees,
from palpitation and preecordial distress, and from shight dimrheea, but
never from vomiting. For the last month he has been wholly unable
to walk, owing to paresis, rigidity, and distortion of the lower extre-
mities,

On admission.—Urine of specific gravity 1030, acid; containsno alby-
men and no sugar. The palse, respiration, and temperature presented
nothing peculiar; they were nearly normal now,and throughout the whole
career of the case. Voice almost inaudible, but much strengthened by
a weak faradic current. Slight dulness, with somewhat bronechial
breathing over the left infra-spinous fossa. The legs are firmly flexed
upon the thighs, and the feet extended upon the legs in the position of
talipes equinus. The genital organs are badly developed for his age.
The right testicle is found to be seated high up the inguinal canal,
but it can be pushed down into the scrotum; the left testicle iz con-
tained within the serotum, and is about the size of a small horge-
bean. Anmthesia and ischsmia were prominent symptoms from first
to last, but it is unnecessary to dwell upon them here ; they will be fully
described in the sequel.

May 18th.—In the afternoon the patient was seen by Dr Sidne
Coupland and Dr Thomas Barlow, who have left the following 1*3{:{11-5
of their examination :—* The lad was reclining in a chair perfectly im-
passive and quiet. He answered questions slowly, in a feeble tone of
voice, scarcely above a whisper. His appearance was most inanimate,
his arms lying by his side, and his features being almost devoid of
expression. The pupils were large, equal, and sluggish. No satisfactory

11



162 HYSTERIA

results were obtained from attempts to test the range of his field of
vision. His hearing seemed to be naturally acute. The cutaneous and
deep anmsthesia before noted was now amply confirmed. He never
winced in the least to severe pinches on the cheeks, forearms, and legs
from the knees downwards to the ankles. In every case the pinch pro-
duced a deal-white areola which slowly faded. The hands were cold
to the touch mor did he feel the prick of an ordinary pin, although
several deep punctures were made on either aspect of each forearm,
sometimes down to the bone, at others far into the mass of the fleshy
substance. On no occasion was there the least evidence of sensation,
and in answer to direct questions the boy said he felt nothing. It was
further noticed that the punctured wounds remained white, and did
not bleed. Faradism was then applied to the right forearm, the current
being gradually increased in intensity, and aithaugh most powerful
muscular contractions were obtained, there was no sign of any painful
gensation. After the current had been ﬁassing for awhile the seats of
some of the previous punctures began to bleed, and punctures now made
produced bleeding, but the anmsthesia persisted. Whilst the right fore-
arm was being faradized, it was suggested by Dr Barlow that some
gold coins should be placed upon the left forearm. Two sovereigns were
laced there in the first instance just above the wrist, the lad being

Instructed to watch them carefully. After they had been there some
few minutes without any change in the anmsthesia, another sovereign
was added, this being moistened with water, and shortly afterwards a
fourth. At the same time the boy was told to place his fingers on the
row of sovereigns, and press them against his arm. In the course of
about ten minutes the coins were removed, and it was now found that
if the forearm were lightly pinched on the extensor surface the boy
withdrew it as if in pain. He never responded to pinches on the flexor
surface or on the opposite forearm, and the nearer the approach to the
exact areas that had been occupied by the coins the more acute
appeared to be the [iu)ainful impression. The pinches were almost im-
mediately followed by a pink flush, contrasting with the dead-white
pallor produced by the same means in other parts of the limb., There
was the same return of sensation to pricking, and here, again, there conld
be no question that the sensibility was more acute along the centre of
the extensor aspect of the forearm. Moreover, these shallow punctures
were followed by free bleeding, while elsewhere the deepest punctures
remained bloodless.”

19th. 11 a.m.—The boy walked up and down the ward with the assist-
ance of two nurses. He distinctly feels pinches on the back of the left
forearm, but nowhere else in the upper limbs.

91st.—In the afternoon he fell into a violent fit, sobbed and casped
for breath, seemed unconscious of everybody and everything around
him, and finally, after about ten minutes, burst into tears and recovered.
The fits are said to occur on alternate days.

99th.—Great improvement in the sensibility of the face. The con-
junetivee, which were once unimpressible, now react readily to the touch.
The extensors of the feet are beginning to relax their rigidity, the talipes
equinus is disappearing, and voluntary power over the movements of
the toes is returning.

June 2nd—Strength improving. The forehead and head appear to
be insensible to ordinary stimuli. The cheeks, however, and tEe lower
parts of the face show greater sensibility. When the boy’s eyes were
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shut, and pepper was placed on the tongue, he said there was nothing
there, but 1mmediately afterwards detected the taste of common salt.

5th.—This morning Mr E. A, Fardon, the physician’s assistant, sub-
mitted the lower limbs to examination with the gold test, after duly
ascertaining that fror®the knees down to the ankles they were insensible
and bloodless on puncture, however deep the wound might be. The
following were the results. It mattered not whether the moistened
sovereign was pressed upon the skin by the boy himself or by the ex-
perimenter. It mattered not whether the boy was conscious of the
presence of the coin or to all appearance unconscions; the result was
always the same—sensibility and bleeding in the punctured part.
Again, mere pressure with the moistened finger withont the interposition
of the coin, whether made by the boy himself or by Mr Fardon, gave
no reaction. Ice produced the sensation of slight cold; a hot spoon ap-
peared to be absolutely unfelt. Above the knees there is a decided
increase in the degree of sensibility. The legs and feet respond, but
not violently, to a strong faradie current,.

7th.—Myr Fardon pursued his examination of the lower limbs after
determining the pre-existence of analgesia and ischemia as before. No
difference was ever discoverad between the two legs in any case. Some-
times the boy’s attention was concentrated upon the experiment, at
others it was drawn away from the proceedings, which were often con-
ducted out of sight and underneath the bed-clothes. In some cases, the
several substances were carefully wrapped in paper, the wrappers being
at times visible to the boy, at times invisible. In no instance counld
any difference be made out in the result, neither did it appear to be of
any moment whether the boy himself held the objects on the skin, or
whether they were pressed upon by another; nor, again, whether they
were moist or dry on application. The experiments with the gold coins
on the whole corroborated the evidence of former trials. Similar ex-
periments were essayed with silver, bronze, and wood severally, but
without success: no sensation accompanied the puncture; not a drop of
blood flowed from the wound. Sometimes, but most exceptionally, the
eold coin failed to act, or acted imperfectly ; the remaining substances
never acted at all.

Sth.—Half-an-hour after midnight, when the boy was asleep, a pin
was pushed through the bed-clothes beneath the skin over the tibia.
The %oy started, withdrew his leg with an expression of pain, and
seemed disposed to ery. The blood issued freely from the wound.

For some days from this date he suffered first from bronchitis, with
marked exagoeration of his brassy cough, and then from a rather diffuse
but not intense attack of rhenmatism. After a brief interval of return-
ing health he was seized with diarrhceas, which, though severe, made no
great impression upon him. He soon gained strength, his voice im-
proved in power, and he walked about with comparative ease.

July 4th.—This morning, as he was engaged in the composition of a
puem wherein his whole mind seemed to be absorbed, the opportunity
was taken to plunge a pin into his leg. He never appeared to feel it in
the least, nor was there any bleeding from the wound.

L0th. —Again he suffered from bronchitis—this time more severely
than before, and for a longer period.

27th.—Mr Fardon renewed his experiments, with the assistance of
Mr Laihuurne. It was first ascertained that the lower limbs, from the
knees down to the ankles, were insensible and anmmic to deep punctures,
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The thighs, however, and the feet retained their normal sensibility and
capacity of bleeding. Again, as before, concealment of the coin made
no difference in the result. Again, exceptionally, the gold failed, but
almost invariably succeeded in provoking pain and h@morrhage. On
one occasion a gold ring was used; it was then found that the reaction
was limited to the zone of pressure, and that no change occurred within
the cirele. Once the boy pressed a sovereign on the skin in the belief
that it was a shilling. No reaction ensued. Afterwards, when the
same coin was given to him, and he was shown that it was a sovereign,
he placed it upon a distant part; the usual result followed its appli-
cation. :

Hitherto silver and copper coins had proved to be inoperative. The
experiments had been mainly conducted upon the right leg, and now it
was noticed that sensibility and bleeding were apparent where a shilling
had been placed; but, on further investigation, it was discovered that
the whole leg, as before defined, had become more or less sensitive,
especially but not exclusively over and around the parts experimented
upon. Attention was now transferred to the left leg, which remained
obstinately insensible, and coins were applied—gold, silver, and copper
—carefully wrapped in paper ; so carefully indeed that the experimenters
themselves were unable to name the coins enclosed in the several wrap-
sers. Moreover, the envelopes were often concealed from the boy’s view.

f then he could form any idea of their respective contents he must
have been more than clairvoyant. The sensibility and the bleedin
that followed the puncture were entirely confined to the part presse
upon by the gold coin.

Auenst 4th.—After the usnal preliminary test, the lower limbs were
submitted to a final examination with the coins; all the subjoined ex-
periments, with the unavoidable exception of the two first, were con-
ducted both openly in view of the patient and secretly under the bed-
clothes, without any difference in the result. In every case the coins
were allowed to remain in situ for ten minutes. All the experiments
were repeated, and in every instance but one the issue was the same.

A shilling was pressed upon the skin, the boy being told it was a
sovereign. No reaction took place. A sovereign was laid on in the
came manner, the boy being told it was a shilling. Sensation and
bleeding followed. Gold, silver, and copper coins were applied in various
ways, in sight and out of sight, moist and dry, covered and uncoveéred,
wrapped in paper heneath an envelope of silk, and wrapped in silk alone.
The spaces corresponding to the gold bled everywhere, with all the
signs of sensibility present, and without a single miscarriage. The
silver spaces remained insensible and bloodless with one exception. At
the close of a protracted manipulation, embracing a large proportion of
the limb, the part compressed by a shilling proved to be sensitive, and
bled. The copper coins were inert from beginning to end.

14th.—There is dulness on percussion with bronchial breathing over
both upper lobes posteriorly, and in the left front impaired resonance,
with deficient expansion and blowing respiration.

14th to 24th.—Throughout the whole of this period sensibility and
capacity of bleeding were shown by numerous experiments to be normal
everywhere.

05th.—Left the hospital for the Convalescent Asylum at Eastbourne.*

# (ame back to show himself in the spring of 1878, when he was
perfectly well.
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The foregoing is a case of hysteria, pure and simple in the best
gense of the term. The boy is thoroughly truthful, straightfor-
ward, and uncomplaining. How then came he to be hysterical ?
Many things point in this divection. He is a precocious boy,
he is a poet of no mean order for his age; heis singularly
well-bred, gentle in manner and speech, far beyond the mark
of his condition in life. All these items deserve to be taken
into the reckoning : they evince a fineness of organization,
bordering closely on the hysterical frame of mind. Again, he
has lived under the dominion of an over-fond mother, who has
done her best, or her worst, to spoil him. Finally, his sexual
organs are ill-developed. Probably this is the main element
in the predisposition. As for the phenomena of the case, the
following are the most salient features :

(1) We have paresis with rigidity of the limbs—contrac-
ture, as the French call it. Paresis in hysteria is common
enough, and contracture as a passing symptom by no means
uncommon. - In the permanent form, it is exceedingly rare.
Charcot and Briquet, in all their enormous experience, record
only fourteen cases, In our case the contracture has disap-
peared, but there is still a trace of the paresis remaining.

(2) We have anwmsthesia amounting to analgesia. As a
rule in hysteria, loss of sensibility, when widely diffused,
takes the form of hemiansesthesia, but in this respect our boy
is a law unto himself; in him the distribution of the insensi-
bility was unique and even grotesque, setting at defiance all

recedent and all anatomy. Stranger by far is the third
eature, the ischaemia, or stoppage of the blood-flow. Strangest
of all is the last, the influence of the gold coins. What is the
meaning of this influence ? Abroad, at any rate in France,
electrical, electro-chemical, or electro-physical theories appear
to be in the ascendant. On the other hand, morally regarded,
metals, at least polished metals, are attractive things, and in
virtue of this property, when laid on the living surface, they may
engagethe imagination and hold fast theattention, thus recalling
warmth, eirculation, and sensibility to the cold, bloodless,
and insensible regions of the body. Unfortunately for this
view different metals are necessary in order to act upon
different individuals. Now, we have a fair idea of the laws of
attraction in metals, so far as they severally sway the bent
and bias of unhysterical mankind. Gold, for example, in
ordinary life, is far more faseinating than copper. Why then
should the charm of gold ever yield to the charm of copper,
as apparently it may do in hysteria? Is this idiosyneracy, or
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is it one of the many caprices and contradictions of the great
neurosis? Again we are all abroad, and the solution of the
mystery seems to be as far off as ever. The moral theory
finds favour with Dr Russell- Reynolds. One of onr experi-
ments may be adduced in support of this view. Once when
the boy believed the sovereign to be a shilling, no reaction
ensued. It must be borne in mind, however, that the sove-
reign, when known to be gold, sometimes failed, though very
seldlom. Moreover, the experiment, when tried a second time,
with every precaution to exclude error, gave the opposite—
the usual result. Other experiments, many times repeated
with the same unvarying issue, tell uniformly against the
moral hypothesis. If there is no lurking fallacy here, if the
boy really had no consciousness, and no suspicion of the
presence, the pressure, and the nature of the coins, when
carefully concealed from his view—above all, if in his last and
best examination with the coins he fully believed the shilling
to be a sovereign and the sovereign to be a shilling, when he
was falsely told so—the moral theory cannot be mamtained to
the exclusion of all others. Imagination may go a long way
in many cases, but clearly imagination is not all in allin every
case and on all occasions. Probably it had nothing whatever
to do with our own case as far as the coins ave concerned.
Again, Dr Reynolds ascribes the insensibility itself, and ap-
parently also the ischeemia, to mental and moral agencies.
He even ventures to ask whether the ansesthesia may not
exist only at the time of observation. The experiment that
we performed when the boy was asleep speaks strongly in
confirmation of this idea. He felt the puncture most keenly,
and the blood flowed freely when he was taken by surprise,
and when there were no impressive surroundings, no old
associations to call forth the phenomena. Possibly here Dr
Reynolds has hit the nail upon the head. The experiment,
however, was only once tried: it was thought unwarrantable
to repeat 1t.

As for the few failures of the gold, and the still fewer suc-
cesses of the silver, in all likelihood they were mere accidents
in the main. When the gold failed, the time of application
was guessed only: it never failed when the time was duly
prolonged and accurately measured at ten minutes. Again,
the silver never succeeded, save when at the close of a long
series of experiments the entire limb from knee to ankle had
become more or less charged, if not everywhere saturated,
with the gold. Nevertheless, if we may judge by comparison
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with the copper coins, which never acted at all under any cir-
cumstances, 1t is possible, but by no means certain, that the
silver may have exercised some slight auxiliary power, just
0 much as to reinforce the gold and to consummate the result
over areas insufficiently excited by that metal, but not so much
as to determine the result by its own unaided operation.

Whatever the modus agendi may be, the average duration
of the forces in play is perhaps undetermined as yet, but it
seems to be long enough to give fair promise of utility in
practice. Coins and metallic bands or plates have been em-
ployed remedially in France ona large scale. In our case they
have been put to no practical use. Faradism alone has been
applied along with the administration of shower-baths, valerian,
cod-liver oil, and iron.



CASE VI

DIABETES TREATED WITH OPIUM

Read before the Clinical Society of London, April 28th, 1871.
Published in their ¢ Transactions,” vol. iv.

AT a time when the value of opium in the treatment of
diabetes is a subject deeply interesting to the profession at
large, and much discussed among our own members, perhaps I
may be at liberty to lay before the Society the following case,
bearing as it does, thongh somewhat equivocally and indeci-
sively, upon the point in question. I have only sketched it;
the whole case is far too long, and for the most part too
monotonous, for detailed description. It is interesting on this

und : it was submitted to a fairly severe course of opium,
and it improved ; whether it improved in consequence of the
opinm, that is the problem I am desirous of propounding to
the Society for solution.

Samuel P—, mt. 35, formerly a stout strong man, first engaged as a
professional bowler at cricket, then as a fitter of lightning-conductors,
and occasionally as a bricklayer, had been in good health until thirteen
years ago, when he contracted gonorrhecea. Nine years ago he was laid
up for ten weeks with * influenza,” which was attended with great pros-
tration of strength. For the last two years he has been losing flesh;
nineteen months before admission into the Middlesex Hospital he had
an attack of “lumbago,” and since that date his appetite has been in-
creasing. One month after the lumbago, eighteen months before
admission, he first noticed that he began to make more water and more
frequently than usual. During the last six months before admission
his lips and teeth stuck together in the morning, and a viscid substance
exuded from the roof of the mouth. At the same time his tongue began
to darken in colour, and in three months it became guite black. For
seven or eight weeks before admission he perceived a peculiar taste in
his mouth, sometimes like sugar, sometimes like rotten apples, on other
occasions like various other things. During the same period his sight
grew dim, and he was often obliged to give over reading in consequence
of the lines becoming indistinct. Shortly after admission, Mr Hulke
examined his eyes with the ophthalmoscope, and reported ““ no opacity
of the oenlar media and no appreciable defect of the retina, but manifesy
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hypermetropia.” The dimness of vision then would appear to have only
a secondary connection with the diabetes.

On admission, November 6th, 1869, he presented himself with a foul,
densely-coated blackish tongue, a feeble stooping gait, and an expression
of abject despondency—altogether as graphic a delmeation of the diabetic
aspect as one would wish to see. 4 !

Before treatment the urine in twenty-four hours measured 8 pints
7 oz. Specific gravity 1042'5, Total amount of sugar in twenty-four
hours 6095 grains. )

During treatment the proportion of urine and sugar and the specific
gravity varied within considerable limits. The highest recorded amount
of urine was 11 pints 18 oz.; the lowest 4 pints 10 oz.; the last amount
oceurring on Jannary 29th, 1870, long after the full course of opinm
was over. The highest reading of the amount of sugar in twenty-four
hours was 6600 grains on the last day of December, the day before the
omission of the full opium treatment; the lowest 1914 grains, on
January 30th. These amounts were caleulated by multiplying the loss
of density after fermentation by the number of fluid ounces passed in
the day; one grain of sugar in a fluid ounce of urine exactly corres-
ponding to one unit of lost density, according to the curious and most
convenient law discovered by Dr Roberts of Manchester.

The highest specific gravity was 1047 on December 24th, 1369, and
the lowest 1032 on December 3rd.

The principal symptoms over and above the condition of the urine
were a severe and persistent headache, pains in the loins, intense
thirst, ravenous appetite, h=moptysis once at least, if not twice,
cough, night-sweats very profuse, sponginess of the gums and looseness
of the teeth, languor, debility, and on one remarkable occasion over-
powering drowsiness lasting for many days, always aggravated by
the opiates administered, and culminating with the acme of the
opium treatment, though continuing in a modified form for some time
afterwards. :

When I speak of the opium treatment I mean the period when he
was taking the drug in large and repeated doses, extending from
November 15th to December 31st. Before and after this period more
or less of opium was prescribed all along in ordinary doses. Other
medicines administered at various times were bromide of potassium,
ereasote, belladonna, quinine, sulphate of iron, nitro-hydrochloric acid,
cod-liver oil, bicarbonate of potash, and the citrate of iron and ammonia.
The amount of opinm given and the mode of its administration will be
shown in the remarks appended. The diet and regimen throughout
were those usnally assigned to diabetes. The progress of the case fluc-
tuated for a long time. No unequivocal improvement ocenrred until
Jannary 14th, a fortnight after the omission of the opium treatment,
_and a month before the date of discharge. The quantity of urine and
the specific gravity were recorded daily; the amount of sugar excreted
in twenty-four hours was taken repeatedly at convenient intervals. I
have not, however, thought it desirable to encumber the case with the
whole of these details. From January 30th, the date of the lowest
amount of sugar, until February 12th, the day of departure, there are
no more records of the sugar excreted; the urine at the last-mentioned
date measuved 4 pints 12 oz., and its specific gravity marked 1057.
During this period the man continued to gain in weight, and in the end
left the hospital with a fair portion of enjoyable health and strength.
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He was dischg.rgeﬂ. summarily for disobedience to orders—a wvery
common event in the history of diabetes.

When first T saw this case I at once gave it as my opinion
that I should do it ho good whatever. Diabetes and death
were to all appearance writtenin the man’s face. The obvious
emaciation, the slowness of movement, and the aspect of acute
melancholy, all betokened at a glance a difficult and even
desperate case. To make matters worse, if possible, we found
in the progress of the malady that the patient coughed, and
once or perhaps twice spat blood. Moreover, he sweated pro-
fusely in the nights, and sweating is a most exceptional
symptom in diabetes. Altogether the case seemed on the
point of terminating in one of the usual modes of dying in
diabetes—by a variety of pulmonary phthisis. This suspicion
was only corroborated by physical examination, which revealed
evidences of condensation in the upper lobes of the lungs.
Furthermore, there were symptoms which are held in an
especial manner to bar the administration of opium; in par-
ticular, drowsiness and severe persistent headache. Never-
theless T resolved to make the experiment within certain limits,
and to give the opium a fair chance. It was exhibited first in
the form of the compound soap pill, then in the form of morphia
every night and in gradually augmented doses of Batiﬁr:;y’s
solution by day ; the ultimate amount of the solution reaching
144 minims daily, or about the equivalent of 12 or 14 grains
of opium, the morphia making about one grain more. I might
have gone beyond this, but the headache increased in intensity,
and the drowsiness became so overpowering, and at the same
time so unequivocally aggravated after each dose of the opiate,
that I had not the courage to proceed, but at once reduced the
amount of opium to 5 grains of the compound soap pill each
night. It must be acknowledged that I had disregarded these
-symptoms, when less severe, at the beginning of the treatment,
and that they disappeared or abated at times even during its
continuance. It must be acknowledged that the pupil was
large, or at least above the diameter of average pupils, and
some people I believe would have set the symptoms at defiance
and run all risks. This, in my judgment, would have been
indefensible : so I abandoned the opium—all but a fraction of
what had been taken before.
Now mark the sequel. The urine at once diminished in
nantity, the specific gravity remaining about the same.
This diminution in quantity continued with more or less
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oscillation up to the day of discharge. The amount of sugar
also began at once to decline, and in the end it was immensely
veduced. On the other hand, the general symptoms under-
went no improvement until January 14th, a fortnight after
the full course of opium was abandoned ; in particular, within
the interval beginning December 28th and ending January 15th,
the weight had fallen 7 Ibs. After January 14th the man im-
grwed wonderfully in general health ; he lost altogether the

istinctive diabetic expression, and his appearance, though
pale and delicate, was not that which would foreibly convey
the idea of any incurable disease.

What has opium done in the case before us ?

We are aware that certain medicines, when continuously
administered, after a time arrive at a climax and give rise to
symptoms of incipient poisoning ; they are then, of course,
discontinued, or the amount given is very minute. Mercury,
for example, is administered in syphilis until the mercurial
action culminates in an affection of the gums. It is then
discontinued or materially reduced ; the syphilitic symptoms
generally or often disappear, and their disappearance is
assigned to the past operation of the medicine, or, more
correctly speaking, to the strong and abiding impression
originally made by the medicine on the system, an impres-
sion continued after the discontinuance or diminution of the
remedy. The same thing may be said of arsenic after the
production of the dry throat, the silvery tongue, and the
cedematous eyelids. The same thing may perhaps be said of
quinine, when it produces deafness and ringing in the ears;
the same thing perhaps of iodine, when it gives rise to
catarrh from the eyes and nostrils; and perhaps the same
thing of belladonna, when it culminates in causing dryness of
the throat and disorder of vision. After the climax the medi-
cine is abandoned, the impression abides: that is the con-
clusion or the assumption.

On the other hand we often reason in a wholly different
way, on the well-known principle, “ Sublata causa tollitur
effectus.” When, for example, after the occurrence of
objectionable consequences, we throw overboard a medicine,
we are in the habit of assuming that we throw overboard
along with it all its medicinal operation, and that any ensuing
amelioration in the symptoms is due, not to the still-abidin
influences of the remedy, but to the entire abolition of those
influences, to the aid of time, or to the operation of other
remedies, How are we to reconcile these two processes of
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reasoning ? This is a serious guestion, and strikes at the
root at the whole system of medical logic, if we are at liberty
to draw opposite conclusions from premises apparently the same.

One would naturally say that where recovery or marked
amelioration after a climax rapidly followed the discontinuance
of a remedy, it was all owing, or might be owing, to the
original impressions of the remedy now discontinued ; buf
where there was either no recovery at all, or only a long-
delayed recovery or amendment, we should then hold that the
original treatment had either done no good, or done positive
harm.

To return to our own case; are we to imagine that opinm
has a climax like that of mercury, and that when discontinued
in consequence of reaching that climax it still continues to do
good? I can hardly imagine anything of the kind in the
case of our patient. In the first place, I am not sure the
phenomena of the presumed clhimax were altogether due to
the opium. In the second place, if they were so due, opium
is one of those remedies which we should expect to do good,
and to declare their influence for good, before they have reached
the point of incipient poisoning. Now, it is true that shortly
after its discontinuance there was considerable diminution m
the volume of the urine, and a considerable fall in the amount
of sugar; but then on the two days last preceding that
discontinuance the sugar had enormously increased, and on
the day immediately before, the amount stood at 6600 grains
in 24 hours, the highest reading recorded. Moreover, there
was no unequivocal sign of amendment in the general health
until after the lapse of a fortnight—an interval characterized
by depression, debility, and emaciation. The interval, in my
opinion, is far too long for the hypothesis that the climax
of the opium treatment constituted the turning-point of the
disease. I shomld rather conclude that the opium treatment,
if it did no harm, at all events did no good, and I should
ascribe the improvement ultimately ensuing to other remedies,
to a regulated diet, and to favourable sanitary conditions in
general.

Perhaps the alkalies prescribed towards the close may have
done good service ; for my own part I have a stronger belief
in the efficacy of quinine, iron, and cod-liver oil, all of which
I administered freely.



CASE VII

CARIES OF THE TEMPORAL BONE, CEREBELLAR ABSCESS, AND FACIAL
PARALYSIE

Published in the ¢ Lanecet,” February 12th, 1876.

P. 85—, a baker, mt. 24, was admitted on the 6th of July, 1875, when
the following note was taken. There is nothing of any moment in his
family history, and nothing whatever that bears upon his present ill-
ness, except that a brother is said to have died at seven years of age
from * inflammation of the brain” He himself, twelve years ago, had
scarlet fever, and about four years ago gonorrheea. His hair has been
falling off for the last twelve months, but he denies ever having had a
sore.throat or a rash upon the skin. He has had otorrheea from child-
hood, and has often complained of severe pain extending from the car
downwards to the shoulder and upwards to the scalp, the pain being
most intense over the temples on both sides. His present attack com-
menced three weeks ago, with headache, vomiting, giddiness, and
shivering. He found himself unable to whistle ; the room appeared to
voll round ; and he conld not voluntarily close his right eyehds.

State on adnission.—Face expressive of languor and distress ; utter-
ance thick; mouth distorted to the left on speaking. The powers of
smell and taste are good, and vision is unimpaired. He is deaf, how-
ever, in the right ear, and cannot hear the ticking of a loud wateh when
placed upon the pinna. The tears escape from the right eye in abund-
ance. There is pain in the temples and forehead; pain also, chiefly
nocturnal, over the right mastoid process. An offensive discharge of
pus and blood flows freely, with short intermissions, from the right
ear. The right orbicularis palpebrarum acts imperfectly; at times,
however, it just closes the eyelids, at other times it fails altogether, and
leaves an interval of one or two lines between their margins, Its action
is always strongest when the corresponding muscles of both eyes are
called into play in unison. No cough; no Teart-murmur; no tender-
ness over the mastoid process; mo apparent paralysis of the limbs.
Pulse 68, respirations 20, temperature 95°

July 7th.—The right eyehaﬁ moves outwards in a feeble and jerking
manner, and the cornea scarcely reaches the external canthus at all.

10th.—Pain relieved. On attempting to raise the eyebrows the sur-
face above on the left side is furrowed in the natural way, the right
side is simply blank and smooth. A similar difference is seen in the
vertical furrowing when he is desived to knit the brows. On showing
the clenched teeth the left aperture of the mouth is widely and irregn-
larly opened ; the right remains closed, or nearly so. When he is told
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to shut the eyes by a forcible effort, the right lids just meet and no
more, while the left are thrown into wrinkles and compressed strongly
upon the eyeball. When the left eye is held open and he is requested
to shut the right, he is wholly unable to do so, the nnclosed interval
measuring two or three lines. Even when the left eye is held shut by
the finger and he is desired to close the right, the interval 1s quite dis-
tinet.

12th.—Pain across the forehead again severe; there is pain also over
the entire dome of the cranium above the level of the ears.

14th.—Still in pain and extremely restless. The features are now
more evenly balanced, and the naso-labial sulcus is less deeply cut on
the left side. He closes the right eye when the left is held E{ut, even
to the extent of corrugating the lids, and shows the teeth fairly well,
with only slight distortion in the act. The right external rectus, how-
ever, is still wavering in its movements, and fails to bring the cornea
home into the outer canthus.

15th.—Appears more drowsy than heretofore, and complains more of
hishead. Wandered aboutnoon. Pulse 52, feeble and flagging. When
he raises the eyebrows the left forehead is conspicuously wrinkled, the
right in a lesser degree, but quite distinctly. He is, however, again
unable to close the right eye when the left is held shut. In the evening
a minute injection of morphia was administered, and he slépt fairly
during the night, though waking and wandering at times.

16th.,—Morning : pulse 72, l'esPil-ntinns 16, temperature 98:6°. Right
pupil rather larger than left. There is now considerable distortion of
the lips in the act of showing the teeth. The centre of the cornea
remains fixed in the median line, and cannot apparently be moved out-
wards. This observation, however, must pass for what it is worth. It
is by no means certain whether the patient thoroughly understands the
instructions given to him. He is at best but half conscious, although
suffering at times from severe pain. In the evening he became dmwsf{
and dull, and in the night he died after an attack of repeated convul-
sions.

Tt is unnecessary to dwell on the treatment, which was of no avail,
for the most part, even in the way of palliation. Morphia injected
beneath the skin in small quantities with extreme cauntion twice gave
temporary relief. Once it failed utterly.

Autopsy (abridged from Dr. Coupland’s report).—On removal of the
calvaria, the vessels and sinuses of the dura mater were seen to contain
fluid uncoagulated blood ; the vessels of the pia mater were engorged,
but there was no lymph on the surface of the brain; the inferior part
of the temporo-sphenoidal lobe on the right side was superficially stained
of a blackish-gray colour where the lobe had been in contact with the
petrous portion of the temporal bone; the substance of the cerebrum
was soft and vascular; the right lateral lobe of the cerebellum was the
seat of an abscess the size of a walnut, approaching to the surface near
the anterior and superior aspects of the lobe, in close contiguity to the
pons Varolii. The contents of the abscess consisted of a creamy
greenish pus of a highly fetid and gangrenous odour, the cavity being
lined by a well-defined pyogenic membrane, and the surrounding nerve-
substance dark-gray-coloured. No other abscess was met with elsewhere
within the brain.  All the cranial nerves were examined at their origi
and appeared natural. The sixth and seventh nerves on the right side
were particularly examined, with negative results. Therewas consider-
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able adhesion of the dura mater to the cranium in the region of the
right temporal bone, especially about the petrous part, and the separa-
tion of the membrane here revealed small collections of pus overlying
extensive tracts of caries, The whole of the petrous bone was discoloured,
presenting a_blackish-gray tint, and at the upper part of its root of
origin from the squamous and mastoid bones there was actual absence
of osseous tissue, a thin-walled, pus-containing sac being here
exposed. The right portio dura was carefully followed in its whole
courge from the internal anditory meatus thronghount the aque ductus
Fallopii; in its path over the superior wall of the tympanum it was
bathed in pus, but the pus did not accompany it through the stylo-
mastoid foramen. The chamber of the tympanum was ﬁl%eil with pus,
and so were the cochlea and the entire labyrinth, which communicated
freely with the abscess above described as existing at the root of the
petrous bone. The membrana tympani was perforated, and the chain
of ossicles, if present, were all hidden beneath the opaque semi-fluid
contents of the tympanum. In the remaining organs nothing note-
wkv%rthy was discovered beyond extreme engorgement of the lungs and
idneys.

The case above recorded, whether it deserves the
name of Bell’s paralysis or not, is at least an example of
divect paralysis, owing to some lesion interfering with the
competency of the facial nerve below the decussation, on its
hither or peripheral aspect, the lesion and the paralysis being
on the same side. Clearly the caries of the temporal bone 1s
to be regarded as the primary fountain-head of all the ensuing
mischief ; whether it is to be looked upon as the main proxi-
mate source and determining cause of the facial paralysis
is another question, and one which there are good grounds for
answering in the negative. If the abscess in the cerebellum
had power to paralyse the outward movements of the eyeball
by implication of the sixth nerve, as unquestionably it had,
may we not aseribe the immediate origin of the facial palsy in
the main, if not exclusively, to the same abscess, involving in
the same way the portio dura of the seventh nerve, where the
two nerve-cords run side by side over the surface of the pons
within the distance of a fraction of an inch from each other,
or where in the region of their nuclei the juxtaposition is still
closer? There are many points in the case that lead to this
conclusion. In the first place, there is the singular slightness
of the paralysis. The distortion of the features were never
extreme ; even the palsy of the orbicularis palpebrarum, though
beyond the proportions presented in ordinary hemiplegia, fell
far short of the degree of intensity displayed in average cases
of Bell’s paralysis, and of course immeasurably short of the
consummation of that malady in lagophthalmia. Now, primd
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facie, there would be a fair presumption in favour of the idea
that a nerve would be less liable to a damaging impression
when softly cushioned on a bed of brain-substance than when
cribbed and confined within a hard unyielding envelope of
bone, and there encompassed by dense or disorganized material
constricting its substance, or otherwise impairing its energies.
Here, however, there was no such material within the bony
channel ; the nerve was simply bathed in pus, and appeared
in this situation to have had fair scope for the discharge of its
duties. All, or nearly all, the morbid influences would seem
to have been concentrated upon it within the cavity of the
cranium, and there to have determined, for the reasons above
given, amodified or abortive form of Bell’s paralysis. Secondly,
the oscillations in the degree of the facial paralysis, the pauses,
the remissions, and the exacerbations, so strangely contrasting
with the steady advance of the disease as a whole, point
strongly in the same direction. In particular, the symptoms
of amelioration followed by those of relapse towards the close
of the case would appear to be altogether inexplicable if they
arose simply and solely from the condition of the temporal
bone. They become at once intelligible when referred to
changes in pressure or other collateral processes going on
within the environment of the abscess. Lastly, there had been
otorrhcea from childhood, and caries for an indefinite period
prior to admission. Even the abscess was an old one, and the
caries of necessity must have been older still, but the paralysis
came on abruptly and concurrently with a violent outbreak of
head-symptoms only five weeks before death. Now sudden
and dangerons explosions after a long stage of smouldering
are quite in character with the behaviour of abscess in the
brain ; they accord ill with the history of simple caries in the
temporal bone, apart from abscess. The conclusion is clear:
the paralysis must be taken along with the head-symptoms in
the reckoning, and credited to the same proximate cause—the
abscess ; however strange it may seem that the diseased bone
played no immediate part, or next to none, in the determina-
tion of the palsy.



CASE VIII

DTITIHJ CEREBEAL ABSCESS, AND MALFORMATION OF THE HEART
Published in ¢ Medical Times and Gazette,” March 20th, 1873.

HENRY H—, wt. 4, a fresh-colonred child with a full face and a some-
what large head, was admitted February 23vd, 1872. Father healthy ;
grandfather died of consumption; mother delicate, supposed to have

eart-disease—she was suffering from acute rheumatism at the time
when the child was born; a brother, two years old, died with cerebral
symptoms, in many respects resembling those observed in the present
case. 'The child himself never had rheumatism nor any of the ordinary
infantile diseases; he was a bright boy, intelligent beyond his years—
indeed, his father used to make a constant companion of him in his
walks ; according to the description of his mother, he was always a
“veiny child,” but never presented the appearance of anything like
cyanosis. Patient enjoyed good health until the age of two years, when
he began to complain of pain on the right side of the head. The pain
continued more or less unremittingly for some time, leavine the child,
however, at last in apparent good health, although liable at mtervals to
recurrent attacks.” Soon after the pain ceased in the first instance, or
coincidentally with its cessation, the father noticed that a discharge
came from the right ear, which he described as thick and yellow, with
a horribly offensive odour, The discharge flowed continuounsly up to
the date of the existing severe symptoms, which began eight days before
admission, when the mother noticed the hoy's left arm and leg trembling
as he lay in bed; this trembling lasted for ten minutes, and when it
ceased both limbs were found to be paralysed. A few hours afterwards
he complained of pain in his head. he trembling returned and
recurred with inereasing frequency, the child grew restless and peevish,
the pain in the head became worse from day to day, and he was brought
into the hospital.

State on admission.—A loud, coarse (mainly, if not exclusively, sys.
tolic) murmur is heard at the heart’s apex, beneath the axilla, and over
the back of the chest. There is a purely systolic murmur over the
whole of the upper thoracic regions in front, accompanied at the second
and third left interspaces by a short diastolic bruit, inaudible to the
right of the sternum. At the apex, and in the corresponding parts
above described, the murmur is exceedingly long, and masks entirely
the normal first sound. Sonorous riles very coarse and very abundant
throughout the chest. Left arm and leg flaccid and powerless, but
occasionally they manifest convulsive movements, and at times they are

12
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nite stiff. The bowels are confined, and there has been vomiting of
»od for the last three days. Pulse 92, uneven in force and volume,
and irregular in rhythm. A Baint © cerebral streak” may be slowly
elicited on the surface of the abdomen.

At 9.40 p.m. the child had a fit. First he gave a shrill scream, and
then the limbs became rigid, and the breathing loud, harsh, and almost
stertorous. He ground his teeth, and the affected arm and leg were
sharply flexed, but there were no convulsive movements. Pulse 132,
temperature 98°

February 24th,—Left limbs erfectly powerless ; muscles relaxed ;
cheeks intensely flushed. The child is exceedingly restless, tosses about
from side to side, and puts his hand to his head, although he never com-
plains of pain there. T'he inner surface of the anricleis sﬁghtly damp and
exhales a fetid odour, but there is no free discharge from the meatus.
Morning : pulse 72, small and irregular; temperature 98°, Evening:
pulse 66, respirations 36, temperature 98°, At 9.30 p.m. the child became
rigid and unconscious, but nttered no scream, and had no convulsions.

55th.—Passed a quiet night. Morning : pulse 72, respirations 24,
temperature 984°, Evening : pulse 72, respirations 24, temperature 95°.

97th.—At 9.30 p.m. he again became unconscious, and died in the
course of two hours.

Autopsy (thirvty-eight hours a ter death, abridged from the report of Di.
Robert King).—On removing the calvaria and dura mater, there appeared
at the centre of the right hemisphere, close to the longitudinal sinus, a
pateh of bluish discoloration, the size of a crown-piece, covered with a
thin layer of creamy pus. A vertical section made through the middle
of this discoloured patch laid open a large abscess, extending from the
surface down to the lateral ventricle, an measuring fully an inch and
a half in width. This abscess was evidently of old standing, enveloped
in a strong cyst, and surrounded by indurated brain-tissue, in which
the gray matter had wholly disappeared. Together with the lateral
ventricle, the abscess was filled with yellowish creamy pus, which
escaped from the infundibulum on the removal of the bram from the
ckull. There was no appearance of meningitis, nor of thrombosis in
any of the venous sinuses of the dura mater; nor any evidence of
pathological change in the structures of the ear, savea slight roughness
of the floor of the right tympanum, a slight thickening of the mucous
membrane of the right external auditory meatus, and a patch of necro-
sis in the upper part of the right mastoid process, about as large as a
split pea. No connexion could be traced between the diseased bone and
the abscess with its surroundings; the intervening structures weve to
all appearance healthy. The lungs awere relatively small; they were
wedematous, and the bronchial tubes contained puriform matter. The
heart was relatively large, much of its increase being due to a greatly
hypertrophied right aunricle and ventricle. Theright auricle was nearly
as large again as the left, and the muscular substance of the right ven-
tricle fell but little short of that on the opposite side. The foramen
ovale was closed. No trace of a ductus arteriosus could be discovered.
The pulmonary artery, for some distance above and below its bifurcation,
was enormously dilated. On the other hand, the ovifice of the vessel
was greatly narrowed, puckered, and hardened by a fibro-atheromatous
material—it would barely admit a No. 12 catheter, and was wholly des-
titute of anything like a true valvular apparatus. On oEening the
ventricles, they were found to communicate with each other by an aper-
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ture in the ventricular septum, large enough to admit the tip of the
little finger, situated at the extreme base of the heart, and formed by
the absence of the uppermost portions of the Egium. g0 that a probe
could be readily passed from the right ventricle directly into the aorta.
The mitral, aortic, and tricuspid valves all exhibited traces of athero-
matous deposit, but as far as could be ascertained they were not incom-
petent. ‘eﬁ\oe aorta itself was narrowed at the top ofthe arch, where its
section presented a diameter little more than half that of the pulmonary
artery. The abdominal viscera were perfectly natural and healthy,

There was little or no difficulty in forming a rough estimate
of this case. Malformation of the heart was in the highest
degree probable; abscess of the brain was a certainty. Hemi-
plegia, when read by the light of the antecedent history, conld
only admit of this interpretation. The abscess had remained
latent for a long period without giving rise to any pathogno-
monic symptoms. Itmight have been suspected, but it was not
until eight days before admission that it declared itself unecui-
vocally by breaking through the roof of the lateral ventricle,
‘and inducing hemiplegia. Other circumstances, worthy of a
passing notice, are the isolated position of the abscess away from
the site of the original mischief within the bone, the slightness of
the lesion in the bone itself, and the absolute integrity of the
intervening brain-substance. Such circumstances are not
unexampled in the history of encephalic abscess. The main
difficulty centres in the exact interpretation of the auscultato
signs over the pracordia. I approach this question Wig
extreme diffidence, for malformation is sorely bewildering to the
auscultator ; even at the post-mortem examiation, with all the
organs before him, he cannot always interpret the phenomena,
aright. At the apex, and over the whole of what I may call
the mitral area, there was a lond, coarse, prolonged bruit,
mainly, if not exclusively, of systolic rhythm. This bruit, I
believe, originated in the aperture of communication between
the two ventricles, The opposing masses of ventricular blood
at the moment of the systole came into collision at this point
with a rush, and gave origin to the murmur. It is impossible
tospeak of this murmur as significant of simple regurgitation
or simple obstruction ; it was the result of both together, or of
processes allied to both, acting in both directions, towards the
right and towards the left chamber—now one current predomi-
nating, and now the other. On the whole, then, the murmur
became closely analogous to those which mark mitral and
tricuspid insufficiency. Moreover, its seat of origin was not
far distant from the auriculo-ventricular valves, and its area
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of propagation precisely the same with the mitral area—
before and behind. I have now to explain another murmur
synchronous with the systole, londest at the base, but heard
extensively over the whole upper surface of the chest-walls in
front. Clearly this was in the main the murmur of obstruc-
tion, due principally to the constricting membrane which re-
placed the undeveloped or disorganized valves of the pulmonary
artery. Lastly, there was a faint and short, but perfectly
distinet, diastolic murmur confined to the space betyeen the
second and fourth left costal cartilages, and wholly inaudible
on the right side of the sternum, where we are Sure to hear the
murmur of aortic valvalar incompetency. Clearly this was the
murmur of pulmonic valvular incompetency, if valvular 1t can
be called, where valve there was none, but only the rudiments
and vestiges of a valve ; ab any rate, the structure was per-
manently open, and incapable of arresting the backward flow
of the blood into the ventricle, just as a disabled valve might
be. The murmur was short an faint because the column of
Llood was slender and the recoil of the artery feeble and
inefficient. For the same reason the murmur is oftentimes
altogether absent; indeed, however intelligible when present,
it has been seldom if ever recorded among the physical signs
of a variety of malformation in itself far from uncommon.
The foregoing murmurs of pulmonic obstruction and regur-
oitation are, to the best of my belief, never heard, or only in
the rarest examples, except in cases of congenital vice of
development. The genesis of the malformation in our case
is profoundly obscure. To assume any one of its constituent
anomalies to be the first link in the chain, and from this fo
deduce all the rest in unbroken sequence on merely mechanical
prineiples, would appear to be well-nigh hopeless. On the
whole, perhaps it would be best and safest to regard two or
“more of the aforesaid lesions as coincident effects of one com-
mon cause inherent in the constitution of the mother or child,
and in this respect the possibility of intra-uterine endocarditis
with accompanying endoarteritis may fairly be taken into the
reckoning. The mother, 1t must be borne in mind, was sup-
posed to have heart-disease, and at the time of the child’s
birth was actually suffering from rheumatic fever. Now,
although it may be urged that the foundation of all these
changes musthave been laid long before the fewweeks preceding
delivery, I hold this to be no fatal objection. The diathesis
was there already in the constitution of the mother, and it is
impossible to say when she first began to suffer from rhenmatic
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symptoms during the period of gestation. A wvery little
rhenmatism may give origin to endocarditis in a child, and it is
easy to imagine that a still smaller amount in the maternal
system may originate it ina feetus. I have omitted all mention
of the treatment adopted : the boy was doomed from the begin-
ning, and the details of treatment would only be wearisome

and nninstructive.



CASE IX

PNEUMONIA, DELIRIUM TREMENS, RUFTURE OF THE RECTI MUSCLES,
ATROPHY OF ONE EIDNEY AND HYFERTROPHY OF THE OTHERE

Published in ‘ Medical Times and Gazette,” May 2nd, 1874,

C. B.—, ®t. 40, a cellarman, was admitted March 12th, 1874. Ac-
cording to his own statement, his illness began six days before admission
with a rigor and pain referred to the right front of the chest. In spite
of the opportunities afforded by his occupation, he denies drunkenness
altogether, and he has no yelations to verify or disprove his own account
of himself; but his whole aspect and all his gestures are unmistakably
those of a hard drinker.

On admission, pulse 132, respirations 40, temperature 103:4%; chest
imperfectly expanded ; dulness 1 the right front; pupils small, nostrils
quivering ; tongue coated brown in the centre; face flushed ; manner
and movements nervous and agitated. In the evening the sputa were
seen to be tenacious, frothy, and rust-coloured, and there was well-pro-
nounced bronchial breathing heard over the right back from the spine
to the angle of the scapula. Ordered a mixture containing carbonate
of ammonia, acetate of ammonia, and tincture of squill, with a daily
allowance of four ounces of brandy.

March 13th.— Passed a restless and delirious night, and wanders even
now. Dulness in right front from apex to third rib ; impaired resonance
over the right scapula; marked tubular breathing throughout the
corresponding area; faint sonorous respiration in right supra-spinous
fossa; everywhere else the signs of bronchitis and cedema of the lungs.
Urine scanty. Patient now acknowledges that he has had several
attacks of delivium from drunkenness. Four ounces of port wine were
allowed in addition to the brandy, and fifteen grains of hydrate of
chloral administered every six hours. 3 p.m. : patient has just made
a spring at the adjoining window ; he char%fd. straight at the perpen-
dicular iron bar in front, and fell back with a crash on his bed. He
was then removed to the delirium ward, where he became more composed
and took his food, which he had before obstinately refused. Urine
passed in small amount, smoky, and loaded with albumen. Two cunces
of blood were withdrawn from the loins by cupping.

14th.—Spent a restless night. About two ounces of urine were col-
lected separately from the motions, presenting under the microscope
coarsely granular pigmented blood-casts and free blood-corpuscles in
abundance. Chloral draught to be repeated every four hours, with the
addition of ten minims of spirit of ether. Abdomen and loins to be
fomented with infusion of dii)gitalia of treble Pharmacopeia strength.
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In the evening the pulse flagged; the expectoration disappeared; the
patient had a fit of dyspneea with lividity, and rattling was heard in the
throat. Ordered a mixture, containing spirit of ammonia, spirit of
ether, and syrup of tolu, every two hours.

15th.—2:30 p.m. the breathing became suddenly worse, and after a
brief struggle ceased altogether.

Autopsy (abridged from the veport of DrﬂidmtglCuupEmd).—Gn cutting
into the abdominal wall the lower third of the sheath of each rectus
muscle wag found to be full of extravasated blood, partly coagulated,
and each muscle was seen to be torn completely across at its point of
narrowing about two inches above the tendon. At the seat of rupture
the whole thickness of the musele presented an appearance of extreme
degeneration. It was exceedingly Erm on section, and of a pale yellow,
opaque, faintly granular aspect. The degeneration extended for some
inches upwards, and was gradually replaced by healthy-looking fibres.
Under the microscope the degraded fibres appeared to be much swollen,
and wholly converted into irregular masses an highly refractive material,
presenting, in fact, the characteristic features of the so-called waxy or
vitreous degeneration of muscle in its most advanced stages. Other
fibres, less advanced in degeneration, exhibited a granular aspect in place
of the normul striation. None of the muscles of the thigh were affected.
The muscular walls of the heart on both sides were thicker than
‘natural ; the valves normal. A few old adhesions existed at the apex of
the right lung, and some recent readily detached adhesions over the
whole of the upper lobe, which was covered by a thin false membrane.
The apex was occupied by a mass of fibrous tissue forming a dense
reticulation, while the rest of the lobe was thoroughly hepatized, pre- -
senting on section a pinkish-gray, finely granular surface. The middle
lobe was also hepatized ; the lower lobe compressed, non-crepitant, much
congested, and tough, although foating in water. The upper lobe of
the left lung was highly cedematous, the lower lobe much engorged
throughout, and the whole organ non-crepitant. The right kidney was
reduced to a congevies of cysts of the size of large grapes, the whole
forming a mass no bigger than a racquet-ball, e cysts contained a
clear amber-coloured fluid; they were lined by a dense opaque fibrous
membrane, and communicated freely with one another. A small nodule
of unaltered venal tissue existed at the upper part of the mass. The
ureter was entirely obliterated, remaining only as a fibrous cord of the
thickness of a goose-quill. The left kidney was nﬂtahlg hypertrophied,
measuring five inches and a half by two and a half. ggpaule non-
adherent ; surface smooth; substance unusnally soft and flaceid; on
section slightly paler than natural. Cortex in bulk mp%irently propor-
tiomed to medulla, but more opaque than normal. Microscopically,
multitudes of blood-corpuscles were seen crowding the capillaries, and
some of the tubes contained fibrinous exudation.

The foregoing case presents many features of interest
and importance. It may be sufficient to select three points
for a fow words of commentary. First, the case illustrates
well the coneurrence of pnenmonia and delirium tremens—
an association so common that no physician of amy experi-
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ence, when dealing with a severe attack of delirium tremens,
would ever omit to examine the chest for pneumonia. The
relation would appear to be reciprocal ; either of the factors in
the combination may be the antecedent, and either may be the
consequent. On the one hand, alcoholism, culminating n an
outbreak of delirium, may develop pneumonia ; on the other,
a chance attack of pneumonia befalling an inveterate drunkard
may upset altogether the unstable equilibrium of his nervous
system, and give rise to delirinm, just as an accidental injury
or a surgical operation may. In the majority of instances
apparently the delirium precedes and the pneumonia follows ;
in our case the order was reversed. Pneumonia, it is true,
especially when it fastens upon the apex of the lung, may alone
and unaided develop delirium, but that it was aided and
abetted by drink in the present instance appeared to be in-
contestable in the judgment of all who witnessed the case.
The second point is the hyperemia of the kidney, the scanty
secretion of urine, the hematuria, and the exudation within
the uriniferous tubes. It is unnecessary to say how seriously
the dangers of uremia intensified the gravity of the prognosis
and cirenmseribed the range of our remedies, especially in refer-
ence to the administration of opiates. The urinary disturb-
ances are yet the more interesting, inasmuch as they all seem
to have been the result of the malady itself, or the combina-
tion of maladies, and in no respect owing to any pre-existing
disease in the kidney. Of course the atrophied organ is here
put out of the reckoning altogether; 1t was reduced to an
innocuous shell, and simply annulled—not diseased in the
proper sense of the term. Neither could any enduring patho-
logical change be discovered under the microscope in its hyper-
trophied fellow-organ. One fact, however, of some practical
importance, the microscope did reveal. Although the kidney
presented no signs of increased vascularity to the naked eye,
the capillaries of the cortex were found to be overloaded with
blood-corpuscles. The dwindling and sacculation of the right
kidney must in all probability be ascribed to inflammation of
the ureter consequent upon the passage of a calculus at some
unknown date. The last point—the rupture of the recti
muscles —is, perhaps, rather interesting than important.
Clearly the exciting cause was the attempt to jump through
the window, or the subsequent fall backwards; the predis-
posing cause, the waxy or vitreous degeneration of muscle
described in the post-mortem records. A more picturesque
pame might be ¢ glacier-like degeneration,” the musculap
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masses under the microscope in the advanced stages looking
exactly like blocks or hummocks of ice huddled together one
upon another unconformably. Finally, as there were no
pathological appearances found in the small intestine, we may
tairly exclude enteric fever, and number our own case among
the many examples of so-called “myositis typhosa’ uncon-
nected with the fever that gave origin to the name.



CASE X

THROMBOSIS, WITH A NEEDLE FOUND IMBEDDED IN THE THROMBUS &

Read before the Clinical Society of London, October 22nd, 1874, Pub-
lished in their ¢ Transactions,’ vol. viii.

Lovuisa T—, et. 21, a housemaid, was admitted May 27th, 1874. She
had suffered at times from globus hystericus and from palpitation, but
never from rheumatic fever. Her last illness began two days before
admission, with pains in the back and limbs, languor and loss of appe-
tite, great thirst and constipation. 7

On_ admission, pulse 135, respirations 40, temperature 102-5°. Face
extremely pale; pupils large; heart’s action tumultuous; a systolic
murmur at the apex; pulmonar sounds normal.

May 28th.—9a.m. FPulse lig, respirations 32, temperature 10387
No sleep. Complains of pain and tenderness in the right iliac region
and across the hypogastrium, but, indeed, the whole surface of the
trunk appears to be unnaturally sensitive. Urine acid, of specific
%'ravi!q,r 1023 : contains about one-twentieth of its volume of albumen.

2.30 p.m. She is wildly delirious; the face is livid, and the lips have
become dry and branny ; the pulseamounts to 160, and the temperature
to 105°. At 115 p.m. the temperature reached the maximum, 105-2°,
At 2 p.m. she sweated profusely, the pulse marking 144 and the ther-
mometer 1045°. She wasnow calm and rational. At 10 p.m. the tem-
perature, which in the afternoon had fallen to 100-2°, now rose again,
and stood at 104'6°. The whole reading for the twenty-four hours gave
a range of 5° and presented three sharp-pointed peaks of elevation.

99¢th.—Slept five hours, with brief interruptions, and is now perfectly
censible and composed. At 10 a.m., after a severe rigor, the tempera-
ture reached 1074°. From that oint it sank spontaneously amidst
drenching perspirations, until in the evening it fell to 100:4°, Ourdered
quinine five grains, and tincture of digitalis five minims every four
hours, along with a daily allowance of brandy one ounce, and port wine
four ounces. At 9.30 a second rigor, preceded by pain in the back, and
followed by flushing and sweating ; temperature 105-4°. At 11.30 p.m.
a third rigor; temperature 105°. The whole range for the twenty-four
hours amounted to 7+4°, and included three well-pronounced culminating
points with one secondary projection.

30th.— At 10 a.m.an irregular sharpl -defined crimson flush overspread
the metacarpo-phalangeal joints of bot hands. Brandy increased to six
ounces daily. At 1.3%E p.m. temperature 105°. Great hyperesthesia,
chiefly in the upper regions of the abdomen. At 6.15 temperature 104°,
ot 6.45 99-4°—a fall of 4°6°in half an hour. Whole range for twenty-four
hours 66, showing two pointed peaks and one pyramidal crest.
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31st.—Slight delirium. Complexion pale and eart.hg, but without a
trace of jaundice in the conjunctiva. Tongue dry and brown. Sonoro-
_gibilant riles throughout the chest. Brandy increased to ten ounces
daily, and quinine to ten grains every four hours, or one drachm in the
course of the day. At 1 p.m. face coloured purple in patches like the
mottling on the skin of a corpse. At 9 p.m. a rigor; at 10 p.m. deaf-
ness and noises in the head ; temperature 105°, the maximum for the
twenty-four hours. Range 52° comprising three well-marked apices
of elevation.

It is simply impossible to give the details of the residue, diffused, as
they ave, over a space of fifty-three days. In the main the disease
advanced at a singularly slow and monotonous pace, each succeeding
day for the most part, but not invariably, repeating its predecessor.
The most frequent and the longest breaks in this monotony took place
in the month of June, when the girl really seemed to have some enjoy-
ment in life. On nineteen days in the servies of fifty-three there occurred
distinet and definite rigors; on four days mere chilliness; on seven
vomiting. Sweating as a rule followed shivering, and sometimes
appeared to replace the rigors altogether. In the same way vomitin
or faintness either concurred with the paroxysm of shivering or playe
the part of its representative. Whatever t?m mode of manifestation,
the temperature at the time of the outhreak almost always enlminated
in a peak; on six days at 105° or more, on twenty-three days at 1047 or
more. On the other hand, the remissions kept steadily above the
normal standard, save on two occasions only, until June 25rd. From
that date, during the month preceding death, they were found to he
subnormal, or even below that level, on seventeen days. One of these
days presented a maximum of 105-6° and a minimum of 96:6%, yiclding
a range of 9°. The lowest reading recorded is 956°. During the last
week of life the exacerbations subsided, contracting the range within a
narrower compass, and giving more the character of continuity to the
mean average, whether this result be regarded as owing to the near
approach of death or to the wear and tear of exhausting diarrhea at
the close. As to the course of events in general, one paramount cir-
cumstance requires to be noted in the foremost place. Phlegmasia alba,
with conspicuous enlm'%emeut. of the superficial veins, appeared in the
left lower extremity on June 8th, the fifteenth day of the disease, and in
the right on July 8th, the forty-fifth day. In both extremities it
remained to the end. A rather noteworthy circumstance is the presence
of signs and symptoms, closely resembling those of pericarditis, from
June 8th to 16th, A third is the presence of pain in various regions of
the spine, usnally of an aching character, causing faintness or actual
syncope, and sometimes, but not always, coinciding with rigors or with
a high degree of pyrexia. For therest suffice it to say, that after severe
suffering from diarrheea, with Biﬂj.ﬂ and tenderness in the epigastrium
and abdomen at large, and r a prolonged period of delivium or
nnconscionsness, now and then broken by a few lucid intervals, death
took place on July 23rd, fifty-nine days from the date of invasion., As
for the treatment, the dose of the quinine was raised on June 21st to
fifteen grains every four hours, or to a drachm and a half in the day,
while stimulants were liberally administered thronghout, and anodynes,
hypnotics, and astringents from time to time, to meet the requirements
of the case. )

The blood was twice examined under the microscope during life. The
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white corpuscles were found to be inordinately numerouns, and the red
shrivelled and otherwise deformed, but no bacteria or microzymes of
any kind could be distinguished. The clots discovered after death were
not examined.

Autopsy (from the report of My R. H. Lucas).—In the head were found
a number of minute extravasations beneath the lining membrane of the
third ventricle. No softening or abscess could be detected anywhere;
the membranes were not congested, nor was there any lymph upon them.

In the thorax there was sub-pleural ecchymoses observed all over
both lungs, but not over the chest-walls. The substance of the lungs
was cedematous and pale for the most part, but congested at the bases.
There was no abscess or appearance of consolidation to be discovered.
The bronchial tubes were not inflamed. The cavity of the pericardium
contained about one ounece of clear straw-coloured fluid, and there were
one or two white patches over the left ventricle firmly adherent and
tough. The left auriculo-ventricular orifice measured four inches. The
mitral valves were somewhat thickened, and presented a chain of small
vegetations along the auricular margins. The substance of the heart
was flabby. In the abdomen the vena cava inferior, from the junection
of the renal veins to its bifurcation, was filled with a partially decolorized
blood-clot adherent to the wall of the vessel, but easily detached from
it. A channel containing a recent coagulum extended down the centre
of the plug. At the bifurcation the vessel was filled with dirty-brown
matter, and in the midst of this a needle was noticed resting in an
oblique dirvection with its eye pointing downwards and slightly to the
left, in close relation to an opening in the back of the vein about an
eighth of an inchin diameter. Immediately above this another opening
existed measuring one quarter of an inch. Through these apertures
the body of the fourth vertebra could be felt denuded of its periosteum.
The left common iliac vein was very large and filled with a brownish-
red clot of moderately firm consistence and slightly adherent. The left
external iliac and left femoral were each as small as a crow-quill, and
each completely oceluded by a whitish fibrous plug, which could not be
detached from the wall of the vessel. The right common iliae, right
external iliac, and right femoral, were obstructed and narrowed by a
tough, fibrous-looking, firmly attached layer, its inner surface covered
with thick patches of coarse yellow material which could be easily
stripped off. The vessels, however, were not completely occluded.
Situated immediately to the left of the third lumbar vertebra, and the
intervertebral substance below it, was an abscess, the walls of which
extended to the margin of the psoas muscle, and involved the outer coat
of the left common iliac artery. On opening this abscess, which con-
tained about half an ounce of pus, a second needle was seen lying
obliquely across the body of the third lumbar vertebra on the left side,
with its point directed downwards and to the right. The substance of
the vertebra, however, was not eroded. The vessels in this situation
were all matted together, and were with difficulty separated. ILiver
engorged with blood, especially in its left lobe. The spleen, large and
firm, weighing ten ounces, presented a yellow-coloured infarction about
the size of a marble, raised above the surface and softening in the
centre. A few smaller masses of unsoftened yellow deposit were found
scattered here and there about the cirenmference of the organ. Intes-
tines much injected. Mucous membrane the seat of extensive catarrh.
Kidneys normal,
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The phenomena presented by the foregoing case, during
life and after death, are alone sufficient to entitle it to a place
in the records of disease, whatever opinions may be formed
with reference to its pathology, and by whatever name it may
be designated. Many waul{glyca,ll it a case of pysmia; or, if
not pyemia, at all events septiceemia : some, perhaps, would
be content to class it under the head of simple thrombosis,
with accompanying abscess in the environment of the vessels
involved. It is certainly remarkable that, in a case so strik-
mgly characterized by the very conditions presumed to give
origin to pyemia proper, so long protracted, and so faithfully
representing py@mia in its general features, no unequivocal
secondary deposits could be discovered anywhere. Itis true
there were spots of sub-membranous heemorrhage found after
death, but these are not secondary deposits as commonly
understood, nor are they peculiar to pysemia in the limited
sense of the term. Again, it is true the spleen was large and
contained infarctions—one of considerable size and prominence,
surrounded by the usual halo of blood and already in course of
softening ; but even these appearances are at best indecisive
in the presence of vegetations on the valvular structures of
the heart. It cannot be said, therefore, with absolute assurance
of certainty, that there were any deposits at all secondary to
py@mia, and it may well be to this very immunmity of the
viscera and vital organs that we must ascribe the long duration
of the disease. May we aseribe the immunity itself in any
degree to the influence of quinine in controlling the processes
of infection, inflammation, and suppuration, as an anfiseptic
and antiphlogistic ¥ It would really appear at first sight as
though there were some truth in this hypothesis ; but in order
to lay down the law on the question at large, we should
reqﬁire a hundred cases, fifty treated with quinine, and fifty
without. Whether the quinine made any strong impression
upon the temperature is a point far easier to raise than to
resolve. During the exhibition of the remedy in daily ag-
gregates of a drachm and a drachm and a half, the mean
average undeniably ruled lower; but there were times when
the fever-heat culminated at the same high level as before—
if we exclude the solitary rise to 107'4°—and there were
times when the oscillations and aberrations were as frequent
and fitful as ever. The low scale of the last eight or ten%a}'s,
and in particular the depth of the remissions, cannot with
certainty be placed to the credit of the quinine; indeed,
throughout the whole career of the case it is impossible to say
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how many of the phenomena were the results of medical inter-
ference, how many mere natural stages in the march of the
malady. I have ignored digitalis altogether ; the dose was
not large enough to be of any material moment. Perhaps
some persons may make the same remark on the quinine
itself. Mere reduction of temperature, however, is here a
matter of comparative insignificance. If it be regarded as
part and parcel of the antiseptic and antiphlogistic operations
of quinine, then it is chiefly valuable as an index and measure
of good accomplished. If it is to be looked upon independ-
ently in the light of an agent for the accomplishment of
good, it must surely be well-nigh powerless in the face of so
fearful a plague as pysmia or septiceemia, engrafted as they
are on lesions and morbid conditions far beyond the reach of
mere refrigeration. To give quinine with this purpose would
only amount to lopping off a branch, when our endeavour
should be to strike home at the root.

As for the presumed origin of all the mischief, the
swallowing of the needles, it must have been owing to inad-
vertence and momentary distraction of mind. Hysterical the
girl undoubtedly was in some slight degree ; but amid all the
mad freaks of incorrigible hysteria it can hardly be imagined
that a woman would deliberately swallow needles, although
women are well known to have stuck pins and needles in
various parts of the body. The girl was in the habit of
holding these things in her mouth, and in a moment of for-

otfulness, under the excitement of any passing circumstance,
she might easily swallow one. In truth, her family yet pre-
serve @ shawl-pin which she swallowed in this way, on being
hastily called by her master. For thus much—for the element
of excitability and absence of mind—the hysteria may fairly be
held responsible, but for no more.

As for the path pursued by the needles, it is indeed super-
fluous to speculate on anything so inconstant as the behaviour
of sharp metallic substances when once they make their way
into the body. Wherever the point of entrance may be, they
may lodge almost anywhere, or they may emerge almost
anywhere. In our case there was a simple and straighforward
course for the needles to take. Mos} probably they penetrated
the cesophagus and followed the track of the spinal column
until they arrived at the bifurcation of the cava.
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CASE X1

CIERHOSIS AND CARCINOMA OF THE LIVER, WITH HEART DISEASE
AND ABCITES

Published in the * Medical Times and Gazette,” May 23vd, 1874.

HexrYy A—, ®t. 60, a labourer, was admitted into the Middlesex
Hospital on December 9th, 1872, There was no history of cancer in
his family. He had led an intemperate and somewhat dissolute life in
his youth, and had contracted syphilis. At twenty years of age he had
an attack of acute rheumatism. During the past fourteen years he
had suffered from winter-coughs, with breathlessness on exertion, and
occasional palpitation of the heart. He had been habitually a martyr
to indigestion, with flatulency, foul tongune, and want of a‘pgetite.
About thirteen months before the date of admission he was seized with
sharp pain in the right hypochondrium, and was ill for a week. About
five weeks before the same date he first observed swelling of the abdomen
and lower extremities,

State on admission.—Patient pale, and much emaciated. Enormous
distension of the abdomen, which gives free and extensive resonance over
the uppermost part, but is decidedly dull in the flanks, where fluctua-
tion may be readily felt. The wave may also be transmitted, but with
some difficulty, across the breadth of the abdomen. Considerable
eedema of the lower limbs, where the veins are varicose, Heart-sounds
both unnaturally rough at base and along great vessels; first sound
alone ronghened at apex; same deficient 1n clearness at back. Over
the third right cartilage the retighness of the diastolic sound appears
at times to end in a short murmur, following the sound and propa-
gated in the direction of the apex. Prwegrdial dulness abnormally
extensive; slight congh and dyspneea; pulse sharp and thrilling.

December 10th.—Girth at uuﬂ:ilicua forty inches. No albuminuria,
In the evening the breath was short and the pulse irregular,

16th.—Orthopnea during the night; abdomen immensely distended,
veins enlarged, and surface glistening. The urine showed a trace of
albumen, Paracentesis was now performed, and six pints sixteen
ounces of clear straw-coloured fluid were withdrawn. After operation,
girth thirty-nine inches; pulse 108; temperature 99°,

1?th.—ﬁuid has been cozing from the wound throughout the night.
At 0 pm. continued oozing; intense thirst; pulse 120 ; temperature
101°; nausea, but no vomiting.

18th.—Continued oozing; temperature 99°. In the evening the fluid
ceased to escape. Temperature 98:8%; appetite improving.
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19th.—Girth forty inches. Liver surface, rough and nodular, can be
felt over the space of two or three inches below the margin of the ribs,

991nd.—Girth forty inches and a half; temperature 99°; pulse 96.
Slight tenderness of abdomen ; free fluctuation everywhere ; veins again
beginning to be conspicuous.

53rd,— Pulse 102, temperature 100°. Fluid has been filtering from
the wound since 2 a.m.

94th.—Continued escape of serum throughout night. Girth thirty-
nine inches; pulse 116. There are now both pain and tenderness in
abdomen, and in the evening he vomited a quantity of greenish matter.

95th.—Slept fairly; pain relieved; no oozing; girth thirty-eight
inches and a half; pulse 130. Pain and vomiting returned in the
evening.

96th.—Pain continues; it is much increased by pressure. Vomiting
also continues; no escape of fluid; girth thirty-nine inches and a half.

97th.— Passed a restless night ; pulse 130.

98th.— Another restless night ; pulse 126; girth forty inches; intense
thirst. Legs drawn upwards, features pinched, nostrils quivering,
cheeks projected with every expiratory act. At 12.15 p.m. he suddenly
sank, and died in a few seconds. -

Autopsy (abridged from Dr Sidney Coupland’s report).—All the heart’s
cavities were full of blood, especially the right, which were much dilated.
Pulmonary and tricuspid valves healthy. The segments of the mitral
valve were slightly thickened. In the aorta there were only two seg-
ments of the semilunar valves, the free margin of each measuring one
inch and a half. Their upper surfaces were covered with firm calcified
growths, but the valve itself was competent to the water-test. Right
lung emphysematous anteriorly, posteriorly gorged with blood. Left
lung also gorged and cdematous. The abdominal cavity contained six
pints six ounces of turbid straw-coloured fluid. The pelvie peritonenm
in parts, and some of the coils of the small intestines, were injected, but
there was no lymph attached to the serous surface, and there were no
adhesions anywhere. The liver was of great size, owing to immense
enlargement of the right lobe, which on section presented hardly a trace
of true gland-substance remaining ; the whole lobe being constituted of
white and yellowish-white material, forming irregular tracts of various
size, the larger masses being soft and brain-like m colour and consist-
ence, while the smaller were firm and overgrown with fibrous tissue.
The left lobe, coarsely hobnailed on the surface, was a‘,ﬁparent-ly free
from cancerous infiltration ; the isolated bile-stained lobules represent-
ing the only normal gland-elements left. The miecroseopic appearances
were those of carcinoma and cirrhosis, separate or conjoined. Spleen
large and fibrous; capsule pale and thickened. Kidneys mottled and
streaked on section; surface smooth,

The case recorded is interesting pathologically as an example
of carcinoma rapidly developed and engrafted as an over-
growth on long-standing cirrhosis. Again, the physical signs
in the chest were peculiar, and in this connexion the state of
the heart is interesting in a clinical point of view. I was
much struck during life with the characters of the pulse,
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which pointed strongly to the presence of aortic valvular in-
competency, and with the results of auscultation, which
seemed to confirm that suspicion, but at times only, and not
imvariably. Now and then, over and above the uniform
agperity of the second sound, there appeared to be a sequel or
appendage thereto—a prolongation of the sound with all the
characters of a short but genuine murmur. All this is exceed-
ingly well explained by the post-mortem appearances. There
were only two segments to the semilunar valve of the aorta,
and these were thickened and covered superiorly with calcified
masses ; the valve, however, seemed to be competent when
tried by the water-test, whatever the value of that may be.
In my opinion the valve during life was at times competent,

at times incompetent; hence, one day we found simply a
roughness in the diastolic s{:rund, due to caleareous growths ;

on another we traced the prolongation aforesaid, due to an
mtermitting reflux of blood from artery to ventricle. A valve
may be mcompetent in varying degrees under a variety of
circumstances connected with the evcr-chanrrmfr amount of
blood it is called upon fo hold in check from time to time ;
nay, if not seriously damaged, it may be competent at one
time and incompetent at another. This intermittent incom-
peteney is acknowledged to be true of the auriculo-ventricular
valves ; i1t 18 true, also, I am convinced, in discase of the aortic
valve.

Finally, the case has a practical bearing. Is there any
advantage in the oozing of fluid which sometimes follows
paracentesis abdominis? T have seen great advantages many
times. One case of ascites under my care made a marvellous
recovery, owing, as it appeared, in great measure to continued
ontflow of serum from the wound in the abdomen. Is there
any disadvantage or danger in prolonged percolation of fluid 7
I know of none, as a matter of experience ; unless, indeed, the
~ present case be an example in point. Unquestionably the
leakage staved off the necessity of a second tapping, but from
the accompanying evidences of irritation, and even inflamma-
tion, there are grounds for surmising that it may have been in
part responsible for the peritonitis, whereof we discovered in-
cipient manifestations after death. The oozing had ceased in
the first instance on the 18th, and its cessation had heen
succeeded by a decided improvement. It recommenced on
the 25rd. .EL]I then depends on the date of the first symptoms
that betrayed the presence of peritonitis. Now, it is impossi-
ble to say whether they began on the 22nd or on the 24th, and

13
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therefore our own case is only an equivocal example. As for
the remaining cases that have occurred under my care, perhaps
they are insufficient in number to determine so important a
point in practice. 1f, on a larger comparison of accumulated
examples, the process of cozing should prove to be advan-
tageous, it is a fair question to consider how far it can be
artificially produced and maintained, of course without incur-
ring the danger of admitting air into the peritoneal cavity, or
of inducing peritonitis by propagation of morbid action from
the wound. This, however, is a problem which must be left
for the surgery of the future to solve.®

# The problem has been solved. Dr. Southey’s fine drainage-tube
would geem to meet all the requirements of the case.



CASE XII

INCOMPETENCY OF THE AORTIC AND TRICUSPID VALVES., DEATH FROM
PERFORATION OF THE DUODENUM

Published in ‘ Medical Times and Gazette,” February Sth, 1873.

Heney G—, ®t. 62, originally admitted under Dr Cayley, in October,

1872, was readmitted, under my ecare, on December Srd in the same
ear.

! History.—Father and mother both dead; cause of death unknown.
Patient belonged to a family of seven; one sister alive and healthy; all
the rest are said to have died of gont or rhenmatism. He himself had
suffered from syphilis and frequent attacks of gonorrhea, and for some
years past from stricture of the urethra and incontinence of urine. He
iad led a most intemperate life, Never had rheumatic fever, For the
last few years he had been much harassed by a cm:ﬁh, aggravated
during the winter months, and by breathlessness, especially on exertion.
For four years he had been an out-patient of this hospital. When
admitted under Dr Cayley he presented the ﬂi?ns and symptoms of
bronchitis, emphysema of the anterior portion of the lungs, condensa-
tion of the posterior regions, more particularly on the left side, enlarge-
ment of the heart, and incompetency of the aortic valves. After
remaining under Dr Cayley’s charge for a short time the condition of
the lungs vapidly improved, and he left the hospital on November 11th,
1872. On readmission the following particulars are recorded :

December 3rd.—Patient looks paler and thinner, and his lips more
livid than during his previons residence. There is a double murmur
everywhere over the precordia and great vessels, loudest to the left of
the sternum at the third cartilage, but very distinctly heard at the
apex. No unequivocal murmur at the back of the chest. Pracordial
dulness reaches the third cartilage above, below it extends two inches
beneath the nipple, laterally one inch or more beyond the mammary
line on the left side, and rightwards nearly an inch beyond the sternum.
There is considerable edema of the lower limbs. Pulse 84, jarring and
collapsing ; temperature 99-4°,

4th,—Slept well. Slight congh. Bowels confined last six days.
Urine of specific gravity 1025, non-albuminons. External jugulars
large and beaded, especially the right vessel, which pulsates vigorously,
the pulsation almost disappearing when pressure is made just above
the clavicle.

5th.—Passed a noisy and restless night, calling clamorously for wine
and brandy. Sonoro-sibilant riles everywhere. Harsh, high-toned,
{ubular breathing over the left scapula and below. Faintly bronchial
breathing, with slight dulness at the right posterior base. Lips parched
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and deeply livid; tongue dry, red, and horny. Pulse small and soft;
much of its characteristic jar is gone. The bowels have not been open
for a week. Died at 11 p.m., rather suddenly. '

Post mortem (as reported by Dr Robert King).—Both lungs much
congested, and their bases, especially the left, nearly solidified by
patches of apoplexy and lobular pneumonia. The anterior marging
and apices of the lungs were highly emphysematous. The heart was of
large size, and showed white patches on its surface. The right cavities
were much dilated, the tricuspid orifice measuring fully five inches in
circumference. Bach ventricle contained a small quantity of black
clot. The aorta was a mass of atheroma, and was much dilated; the
aortic valves being gmtz.:ad;lgr thickened and quite incompetent. The
abdominal cavitivl contained a large quantity of dirty fluid and faeecal
matter, which had evidently escaped from an oval opening with
blackened, thickened, and rounded edges, situated in the duodenum,
close to the pylorns, and large enough to admit the tip of the little
finger. The whole of the intestines were red and injected, and some of
the coils adherent. On slitting open the bowel three additional smaller
uleers were found in the duodenum, close to the one in which perfora-
tion had occurred. The liver was softer than mnatural, but evidently in
places cirrhotic. The gall-bladder and duects appeared to be healthy,
and free from gall-stones. The kidneys were rather large, pale, and
soft ; their capsules were non-adherent. The spleen was very small and
soft. The urinary bladder was much thickened and sacenlated; and in
the urethra was a stricture barely admitting an ordinary probe, and
situated just anteriorly to the bulbous portion.

The foregoing case is presented as an example of what may
be called the surprises of medical experience. When first
encountered it appeared indeed to be grave, and not at all
unlikely to come to a close during the ensuing winter, but no
one entertained the remotest idea of its closing in the manner
revealed by the post-mortem examination. To the last moment
the man was imagined to be suffering from heart-disease, with
its accompaniments, ordinary or extraordinary, and from
nothing more. Not asingle sign or symptom pointed expressly
in the direction of the abdominal cavity or the alimentary
canal, save only constipation of a week’s date ; and that surely
could not be regarded as significant of ulcer in the duodenum ;
still less could it be held responsible in any way for the fatal
issue. There was no complaint of sudden pain or tenderness
in the abdomen ; no sensation of anything giving way within ;
no instantaneous collapse ; only a progressive sinking, as it
seemed, under the associated influences of apncea and asthenia,
with corresponding morbid changes in the lung-tissue, in the
heart’s cavities, and in the pulmonary arteries. And yet the
main cause of death was perforation of the duodenum! On
the whole, the best way of explaining the latency of the
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peritonitis would appear to be the following :—The man was
so far gone already, and so utterly prostrated by the pre-
existing heart and lung disease, that the symptoms of per-
foration were lost in those of exhaustion, and failed to express
themselves in their proper characters. The nervous system is
clearly the prime paralysing agent in the cansation of collapse,
and when that system is itself paralysed by the long wear and
tear of one disease, it may easily become dead to the strongest
impressions of another. - Nevertheless, although the nature of
the final malady was undetermined and unsuspected during
life, we may now, I think, determine with a fair amount of
probability the date of the perforation. In all likelihood that
event occurred on the noisy night—that of December 4th and
5th. Of course vociferation and noise apart from delirium
have no special significance in disease, but at least they were
signals of distress, and in this point of view may be looked
upon here as the first outward and perceptible tokens of
alarming mischief within. The appearances of the tongue
and the failure of the pulse may now, as we read the case
backwards, be ascribed to the same cause, but they could
hardly have been so interpreted beforehand. The date of
death accords extremely well with the assumed date of the
perforation ; death ensued near midnight on the following
day, after an interval of about twenty-four hours. As for the
origin of the ulcers, there were no vestiges of a burn and no
evidences of carcinoma anywhere.

14






London, New Burlington Street.
November, 1879.

SHLECTION

FROM

MESSRS J. & A. CHURCHILL'S
General Catalogue

COMPRISING

ALL RECENT WORKS PUBLISHED BY THEM

ON THE

ART AND SCIENCE

or

Dl C I N E

=




INDEX

FAGE
Acton on the Reproductive Organs . 8
Adams (W.) on Clubfoot . . = b
— (W.) on Contraction of Fin-
gers, &e. . - . B
— (R.) on Rheumatic Gout . 19
Allingham on Diseases of the Ree-
tum s . . ® "
Anatomical Remembrancer - . 11
Anderson (McC.) on Eczema . . 20
Aveling’s Inflnence of Posture . . 14
Balfour’s Diseases of the Heart
Bantock’s Rupture of Perineum
Barclay's Medical Diagnosis . - 123
Barnes’ Obstetric Operations . . 14
— Diseases of Women .
Beale’s Microscope in Medicine sl
Bellamy’s Guide to Surgical Anatomy 10
Bennet’s Winter and Spring on the

Mediterranean . -
—  Pulmonary Consumptio s A7
— Nutrition . - . . 18
Berkart’s Asthma . - ‘ . 16
Bigg's Orthopraxy . . « & 6
Binz’s Elements of Therapeutics . 12
Black on the Urinary Organs . . 8

Blakiston's Clinical Reminiscences . 11

Bose’s Rational Therapeutics . . 11
— Recognisant Medicine . P s X
Bradley’s Lymphatic System . 16
Braune’s Topographical Anatomy . 11
Brodhurst's Orthopazdic Surgery 6
Bryant’s Practice of Surgery . . %
Bucknill and Tuke’s Psychological
Medicine 5 : - . 21
Burdett’s Cottage Hospital . 16
Burnett on the Ear . - - 2 B
Buzzard on Syphilitic Nervous Affec-
tions. . . -

Carpenter’s Human I’hysi*;lagy: 8
Carter (W.) on Renal and Urinary

Dizseases . p ; - . s
Charteris’ Practice of Medicine B bs
Clark’s Outlines of Surgery . . 4
" — Surgical Diagnosis . . &
Clay’s Obstetric Sargery . . . 13
Cobbold on Parasites " . . 20
Coles” Dental Mechanics . i . 23

Cormack’s Clinical Studies - . 12
Cullingworth’s Nurse’s Companion. . 15
Curling’s Dizeases of the Rectum . 7
—  Diseases of the Testis o §
Dalby on the Ear . 2 Lo
Dalton’s Human Physiology . D
Day on Children’s Diseases . . 13
— on Headaches . . . . 18
Dobell’s Lectures on Winter Congh . 15
—  Loss of Weight, &e. . . 1B
Domville’s Manual for Hospital Nurses 15
Druitt's Surgeon’s Vade-Mecum .
Duncan on the Female Perinenm . 14

, PAGE
Dunglison’s Medical Dictionary . 22
Ellis’s Manual of Diseases of Children 13

Emmet’s Gynweology . - . 14
Eulenburg and Guttmann’s Sympa-
thetic System of Nerves . . 19

Fayrer's Observations in India . . 4
Fergusson’s Practical Surgery . .
Fenwick’s Guide to Medical Diagnosis 12
—  Outlines of Medical Treat-
ment - . . 13
Flint on Phthisis . - A . 16
— on Percussion and Auscultation 16
— on Clinieal Medicine . . 16
Foster’s Clinical Medicine . 2k
Fox (C. B.) Sanitary Examinations . 21
Fox (T.) Atlas of Skin Diseases
Fox (T.) and Farquhar’s Skin Diseases
of India . . - - . 20
Frey's Histology . : . . 9
Galabin’s Diseases of Women . . 14
Gamgee on Fractures of the Limbs 4
—  on Treatment of Wounds . 4
Gant’s Diseases of the Bladder . 8
(Gaskoin on Psoriasis or Lepra . . 20
Godlee’s Atlas of Human Anatomy . 11
Gowan on Consumption . : . 15
Gowers’ Medieal Ophthalmoscopy . 21
Habershon on Diseases of the Abdo-
men . . . .18
—  on Diseases of the Stomach 18
—  onthePnenmogastric Nerve 18
Hamilton’s Nervous Diseases . . 18
Hancock’s Surgery of Foot and Ankle 6
Harris on Lithotomy - . -
Harrison’s Stricture of Urethra
Hayden on the Heart . . .
Heath’s Minor Surgeryand Ban nfing 5
aws b

Haw

— Diseases and Injuries of

—  Operative Surgery 5
—  Surgical Diagnosis . . b
—  Practical Anatomy g . 10
Higgens® Ophthalmie Practice . . 22
Holden's Landmarks : . . 10
—  Human Osteology . 10
—  IDissections : . 10
Holmes (G.) on the Voice s g by |
Hood on Gout, Rhenmatism, &e. . 19

Hooper’s Physician’s Vade-Mecum . 11
Horton's Tropical Diseases - . 18
Hutchinson’s Clinical Surgery . . B

—_ Rare Diseases of Skin. 20
Huth’s Marriage of Near Kin . a8

Ireland’s Idiocy and Imbeeility . 20

James’ Sore Throat . . . LS

Jones (C. H.) and Sieveking’s Patho-
logical Anatomy . . . 10

Jones (H. McN.) Aural Surgery . 6
— Atlas of Diseases of
Membrana Tympani 6
Jordan’s Surgical Inquiries . .



INDEX 3

PAGE

Lane on Syphilis . 8
Leber and Ituttenatem 8 I‘-‘ﬂntal
Caries - .

Lee (H.) on Sypl:nlm e 8

Leared on Imperfect Dlgushnn g .19

Liveing on Megrim, &e. . 19

Macdonald’s {:’L ) Disease of the heart 16
Macdonald’s (J. D.) Examination of
Water . . - . 21
Mackenzie on Dlphthma ’ - 16
Macnamara on Diseases of tlm Eye .22
Madden’s Health Resorts. - . 18
Marsden on certain Forms of Cancer 19
Mason on Harelip and Cleft Palate .
- Surgery of the Face .
Maunder's Operative Surgery .
— Surgery of Arteries .
Mayne’s Medical Vocabulary .
Mitchell on Cancer Life . . 19
Morris (H. } Anatomy of the Joints . 10
Nettleship's Diseases of the Eye . 23
Ogston’s Medical Jurisprudence . 20
Osborn on Hydrocele . 7
Parkes’ Manual of Practical HJ’EIED.H 21
Pavy on Food and Dictetics . . 19

5
5
&
4
22

— on Diabetes . " - . 19
Peacock’s Valvalar Disease - . 16
Pirrie’sSurgery . . . . 4
Pollock’s Bheomatism . - . 19

Ramsbotham’s Obstetries . . .13
Roberts’ (C.) Manual of Anthro-

pometry 8
Roberts’ (D. Llojd.} Practice of Mid-

wifery . . 13
Roussel’s Tyansfusion of Blood, . 5
Routh's Infant ¥ l:mlmg ; .13

Royle and Harley’s Materia Msﬁma . 12
Rutherford’s Practical Histology . 9
Salt’s Medico-Eleetric .&l:-pamtnx

Sanderson's Physiologica Handbook . 9
Sansom's Diseases of the Heart . 18
Eavage on the Female Pelvic Organs 4
Savory’s Domestic Medicine . . 15
Sayre’s Orthopedic Surgerg A
Schroeder’s Manual of Mi mfary . 13
Semple on the Heart . . 16
Sewill’s Dental Anatomy . . . 23

Shapter’s Diseases of the Heart . 16
Sheplmrd on Madness el papml
Sihson's Medical Anatomy . . . 10
Sieveking's Life Assurance . .21
Smith (E.) Wasting Diseases of
Children . . - . 18
—  Clinical Studies . . 13
Smith (Henry) Surgeryof the Rectum 8
Smith (Heywood) Gyn=cology . . 14
Smith (Priestley) on Glaucoma - 22
Smith (W. R.) Nursing . 15

PAGE
| Sparkson the Riviera . . . 17
Spender’s Bath Waters « 17

Stillé and Maisch’s National D:apen-

Stucktzrl:?;s I}euta‘l Matﬂrin Madica .18
Sullivan’s Tropical Discases . . 17
Swain’s Surgical Emergencies . . b
Swayne’s Obstetric Aphorisms . . 14
Taft’s ]{-',I[pc:rntive Dentistry - . 23

Tait’s Hospital Mortality . - . 156
Taylor’s Principles of Medical Juris-
prudence .
—  Manual of Medical Juris-
prudence .
—  Poisonsin reIntu;mtuMedlcal
Jurisprudence . : - 20
Teale’s Dangers to Health . . 21

Thomas on Har and Throat Dizeases 6
Thompson’s Practical Lithotomy and
Lithotrity . .
—  Diseases of Urinary Drg-a.nn 7
- Diseases of the Prostate . 7
— Caleulous Disease . )
Thornton on Tracheotomy . o LT
Thorowgood on Asthma . . . 15
— on Materia Medica « 12
Thudichum’s Pathology of Uring . 8
Tibbits’ Medical Electricity . 22
—  Map of Motor Points . . 22
Tilt’s Uterine Therapeutics . . 13
— Change of Life - . « 18
— Health in India . . . 18
Tomes’ (C, 8.) Dental Anatomy . 23
— (J.aud C. 8.) Dental Eurglrrj 23
Tunstall’s Bath Waters . . 17
Van Buren on Diseases of the Gamtu-
Urinary Organs . 8
Veitch’s Handbook for Nurses . . 15
Virchow's Post-mortem Examinations 10
Wagstafle's Human Osteology . 9
Walker's Ophthalmology . . 23
Walton’s Diseases of the Eye . . 22
Waring's Practical Therapeuticse . 12
Bazaar Medicines of India . 18
Wells (Soelberg) on Diseases of the Eye 23
— Long, Short, and Weak Sight . 23
Wells (Spencer) on Diseases of the

ries . - « 14
West and Duncan’s i.lmenﬂca of
Women . « 14

Whistler's Syphilis of the LarjnI - 17
Wilks' Diseases of Nervous System . 18

— Pathological Anatomy - 10
Wilson’s (E.) Anatomist’s Vade-

Macum . . . 11

~—  Lectures on ]}ermatulﬂ » 20

Wilson’s (G.) Handbook of ng‘ijena 22
Woodman & Tidy's Forensic Medicine 21



4 CATALOGUE OF RECENT WORKS

THE PRACTICE OF SURGERY :
a Manual by Tromas Bryant, F.R.C.8., Surgeon to Guy’s Hospital.
Third Edition, 2 vols., crown 8vo, with 672 Engravings, 28s. [1578]

THE PRINCIPLES AND PRACTICE OF SURGERY,
by WitLiam Pirrig, F.R.5.E., Professor of Surgery in the University
of Aberdeen. Third Edition, 8vo, with 490 Engravings, 28s. [1873)

A SYSTEM OF PRACTICAL SURGERY,
by Sir Wirnnianm Fercusson, Bart,, F.R.C.8., F.R.8S. Fifth Edition,
8vo, with 463 Engravings, 21s. [1870]
OPERATIVE SURGERY,
by C. F. MauNDER, F.R.C.8, late Surgeon to the London Hospital.
Second Edition, post 8vo, with 164 Engravings, 6s. (1872]
BY THE SAME AUTHOR.
SURGERY OF THE ARTERIES: ;
Lettsomian Lectures for 1875, on Aneurisms, Wounds, Hemorrhages,
&c. Post 8vo, with 18 Engravings, 5s. [1875]

THE SURGEON’'S VADE-MECUM,
a Manual of Modern Surgery, by RoBERT DRUITT. Eleventh Edition,
feap. 8vo, with 369 Engravings, 14s. [1878)

OUTLINES OF SURGERY AND SURGICAL PATHOLOGY,
including the Diagnosis and Treatment of Obscure and Urgent
Cases, and the Surgical Anatomy of some Important Structures and
Begions, by F. LE Gros Crarx, F.R.S., Consulting Surgeon to St.
Thomas’s Hospital. Second Edition, Revised and Expanded by the
Author, assisted by W. W. WacsTarrFE, F.R.C.S,, Assistant-Surgeon
to St. Thomas's Hospital. 8vo, 10s. 6d. (1878)

CLINICAL AND PATHOLOGICAL OBSERVATIONS IN INDIA,
by Sir J. Fayrer, K.C.51, M.D., F.R.C.P. Lond., F.R.8.E., Physician
to the Secretary of State for India in Council. 8vo, with Engravings,
20s. [1873]

TREATMENT OF WOUNDS:

Clinical Lectures, by Sampsony Gamcer, F.R.5.E,, Surgeon to the
Queen’s Hospital, Birmingham. Crown 8vo, with Engravings, 5s. [1578]
BY THE BAME AUTHOR,

FRACTURES OF THE LIMBS
and their Treatment. 8ve, with Plates, 10s. 6d. [1871]

THE FEMALE PELVIC ORGANS,
their Surgery, Surgical Pathology, and Surgical Anatomy, in a
Series of Coloured Plates taken from Nature: with Commentaries,
Notes, and Cases, by HENRY SavacE, M.D. Lond., F.R.C.8., Consulting
Officer of the Samaritan Free Hospital. Third Edition, 4to, £1 1-'.::5.‘153



PUBLISHED BY J. AND A. CHURCHILL 5

- SURGICAL EMERGENCIES
together with the Emergencies attendant on Parturition and the
Treatment of Poisoning: a Manual for the use of General Practi-
tioners, by WitLiam P. Swain, F.R.C.S,, Surgeon to the Royal Albert
Hospital, Devonport. Second Edition, post 8vo, with 104 Engravings,
6s. 6d. [1876]
TRANSFUSION OF HUMAN BLOOD:
with Table of 50 cases, by Dr. RoussEL, of Geneva, Translated by
CLAUDE GUINNEss, B.A. With a Preface by S1r JaMEs PAcET, Bart.
Crown Bvo, 21, 6d. [1877]
ILLUSTRATIONS OF CLINICAL SURGERY,
consisting of Coloured Plates, Photographs, Woodeuts, Diagrams, &e.,
illustrating Surgical Diseases, Symptoms and Accidents; also Opera-
tions and other methods of Treatment. By JonATHAN HUTCHINSON,
F.R.C.5., BSenior Surgeon to the London Hospital. In Quarterly
Fasciculi, I to XIII, 6s. 6d. each. Fasciculi I to X bound, with
Appendix and Index, £3 10s, [1876-9)
PRINCIPLES OF SURGICAL DIAGNOSIS
especially in Relation to Shock and Visceral Lesions, by F. Le Gros
Crark, F.R.C.8, Consulting Surgeon to St. Thomas’s Hospital.
8vo, 10s. 6d. [1870]
MINOR SURGERY AND BANDAGING :
a Manual for the Use of House-Surgeons, Dressers, and Junior
Practitioners, by Curisrorner Hearn, F.R.C.8., Surgeon to Uni-
versity College Hospital, and Holme Professor of Surgery in University
College. Fifth Edition, feap Svo, with 86 Engravings, 5s. 6d. [1875]
BY THE SAME AUTHOR,
INJURIES AND DISEASES OF THE JAWS:
JacgsoNIAN Prize Essay, Second Edition, 8vo, with 164 Engrav-
ings, 12s. [1872]
ALEO,
A COURSE OF OPERATIVE SURGERY :

with 20 Plates dvawn from Nature by M. LEvEILLE, and coloured

by hand under his direction. Large 8vo. 40s. [1877]
ALEO,
THE STUDENT'S GUIDE TO SURGICAL DIAGNOSIS.
Feap. 8vo, 6. 6d. [1879]

HARE-LIP AND CLEFT PALATE,
by Francis Masow, F.R.C.S,, Burgeon and Lecturer on Anatomy ag
St. Thomas's Hospital. With 66 Engravings, 8vo, 6s. [1877]
BEY THE BAME AUTHOR,

THE SURGERY OF THE FACE:
with 100 Engravings. 8vo, 73, 6d. [1878]
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DISEASES AND INJURIES OF THE EAR,
by W. B. Dansy, F.R.C.S,, M.B., Aural Surgeon and Lecturer on
Aural Surgery at St. George's Hospital. Crown 8vo, with 21 Engrav-
ings, 6s. 6d. [1873]
AURAL SURGERY ;
a Practical Treatise, by H. MacwAveHTON JoNES, M.D, Professor
of the Queen’s University in Ireland, Surgeon to the Cork Ophthalmic
and Aural Hospital. With 46 Engravings, erown 8vo, 5s. [1578)

BY THE SAME AUTHOR,
ATLAS OF DISEASES OF THE MEMBRANA TYMPANI.
In Coloured Plates, containing 62 Figures, with Text, crown 4to, 21s.

[1878]
THE EAR:
its Anatomy, Physiology, and Diseases. A Practical Treatise, by
CuArLES H. BurnerTt, A.M., M.D., Aural Surgeon to the Presby-
terian Hospital, and Surgeon in Charge of the Infirmary for Diseases
of the Ear, Philadelphia. With 87 Engravings, 8vo, 18s. [1877)
EAR AND THROAT DISEASES.
Essays by LiEwerLryN TrEomas, M.D., Surgeon to the Central
London Throat and Ear Hospital. Post 8vo, 2s. 6d. [1878]
CLUBFOOT : :
its Causes, Pathology, and Treatment : Jacksonian Prize Essay by Wi
Apawms, F.R.C.S., Surgeon to the Great Northern Hospital. Second
Edition, 8vo, with 106 Engravings and 6 Lithographic Plates, 15s. [1678]
BY THE SAME AUTHOE,
ON CONTRACTION OF THE FINGERS,
and its Treatment by Subcutaneous Operation; and on Obliteration
of Depressed Cicatrices by the same Method. With 30 Illustrations,
8vo, 4s. 6d. [1879]
ORTHOP.AEDIC SURGERY :
Lectures delivered at St. George’s Hospital, by BErNnarp E. Brob-
moursT, FLR.C.8., Surgeon to the Royal Orthop:dic Hospital. Second
. Edition, Svo, with Engravings, 12s. 6d. [1876]
OPERATIVE SURGERY OF THE FOOT AND ANKLE,
by HEnry Hawcock, F.R.C.S., Consulting Surgeon to Charing Cross
Hospital. 8vo, with Engravings, 19s. [1578)
SURGICAL INQUIRIES,
by FURNEAUX JORDAN, F.R.C.8., Professor of Surgery in Queen’s
College, Birmingham. With numerous Lithographic Plates. 8vo, 5s.
[1878)
ORTHOPRAXY :
the Mechanical Treatment of Deformities, Debilities, and Deficiencies of
the Human Frame by H. HEATHER B1ga, Associate of the Institute of
Civil Engineers. Third Edition, with 319 Engravings, 8vo,15s. (1877
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ORTHOPAEDIC SURGERY :
and Diseases of the Joints. Lectures by LEwis A. Savre, M.D,
Professor of Orthopedic Surgery, Fractures and Dislocations, and
Clinical Surgery, in Bellevue Hospital Medical College, New York.
With 274 Engravings, 8vo, 20s. (18743

DISEASES OF THE RECTUM,
by Taomas B. CurriNg, F.R.S., Consulting Surgeon to the London
Hospital. Fourth Edition, Revised, 8vo, 7s. 6d. [1876)

BY THE SAME AUTHOR,

DISEASES OF THE TESTIS, SPERMATIC CORD, AND SCROTUM.

Third Edition, with Engravings, 8vo, 16s. [1878)

FISTULA, HAMORRHOIDS, PAINFUL ULCER, STRICTURE,
Prolapsus, and other Diseases of the Rectum: their Diagnosis and
Treatment. By Wirriam Arninemany, F.R.C.S,, Surgeon to St. Mark’s
Hospital for Fistula. Third Edition, with Engravings, 8vo, 10g, [1878]

HYDROCELE: '
its several Varicties and their Treatment, by SAMUvEL Ossory, F.R.C.S,,
late Surgical Registrar to 8t. Thomas’s Hospital. With Engravings,
feap. 8vo, 3s. [1878]

PRACTICAL LITHOTOMY AND LITHOTRITY;
or, An Inquiry into the best Modes of removing Stone from the
Bladder. By Sir Hexry TaoupsoN, F.R.C.S.,, Emeritus Professor
of Surgery to University College. Second Edition, 8vo, with numerous
Engravings, 10s, (1871

BY THE SBAME AUTHOR,

DISEASES OF THE URINARY ORGANS:

(Clinical Lectures). Fifth Edition, 8vo, with 2 Plates and 71
Engravings, 10s. 6d. [1679]
ALS0,

DISEASES OF THE PROSTATE::
their Pathology and Treatment. Fourth Edition, 8vo, with numerous
Plates, 10s. [1873]

ALSO,

THE PREVENTIVE TREATMENT OF CALCULOUS DISEASE

and the Use of Solvent Remedies. Second Edition, feap. 8vo, 2s. 6d.

(18763
STRICTURE OF THE URETHRA,
and other Diseases of the Urinary Organs, by REGINALD HARRISON,
F.R.C.S., Surgeon to the Liverpool Royal Infirmary. With 10 plates,
8vo, 7s. 6d. [1878]
LITHOTOMY AND EXTRACTION OF STONE
from the Bladder, Urethra, and Prostate of the Male, and from the
Bladder of the Female, by W. Pouvrert Harris, M.D., Surgeon-Major
H.M. Bengal Medical Service. With Engravings, 8vo, 10s. 6d. [1878)
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THE SURGERY OF THE RECTUM :
Lettsomian Lectures by HENRY Sm1TH, F.R.C.S,, Professor of Surgery
in King’s College, Surgeon to King’s College Hospital. Fourth
Edition, feap. 8vo, bs. [1876]
DISEASES OF THE BLADDER,
Prostate Gland and Urethra, including a practical view of Urinary
Diseases, Deposits and Caleculi, by F. J. Gant, F.R.C.S., Senior Sur-
geon to the Royal Free Hospital. Fourth Edition, crown 8Svo, with
Engravings, 10s. 6d. [1878]
RENAL AND URINARY DISEASES:
Clinical Reports, by Wirriam CarTER, M.B., M.R.C.P., Physician
to the Liverpool Southern Hospital. Crown 8vo, 7s. 6d. [1678)
THE REPRODUCTIVE ORGANS
in Childhood, Youth, Adult Age, and Advanced Life (Functions and
Disorders of), considered in their Physiological, Social, and Moral
Relations, by WiLriam Acrow, M.R.C.S. Sixth Edition, 8vo, 12a.

1876
URINARY AND REPRODUCTIVE ORGANS - e

their Funetional Diseases, by D. CamMpBELL Brack, M.D., L.R.C.5.
Edin. Second Edition. S8vo, 10s. [1875]

LECTURES ON SYPHILIS,
and on some forms of Local Disease, affecting principally the Organs

of Generation, by Hexry Leg, F.R.C.8,, Surgeon to St. George’s Hos-
pital. With Engravings, 8vo, 10s. r8ys)

SYPHILITIC NERVOUS AFFECTIONS: |
their Clinical Aspects, by Taomas Buzzarp, M.D., F. R.C.P. Lond.,
Physician to the National Hospital for Paralysis and Epilepsy. Post
8vo, 5s. [1874]
SYPHILIS :
Harveian Lectures, by J. R. Laxg, F.R.C.8., Surgeon to, and Lecturer

on Surgery at, St. Mary’s Hospital ; Consulting Surgeon to the Lock
Hospital, Fcap. 8vo, 3s. Gd, [1878]

THE MARRIAGE OF NEAR KIN,
considered with respect to the Laws of Nations, Results of Expenence,
and the Teachings of Biology, by ALFrED H. HuTH. 8vo,14s. [1875]

MANUAL OF ANTHROPOMETRY :
a Guide to the Measurement of the Human Body, containing an
Anthropometrical Chart and Register, a Systematic Table of Mea-
surements, &c. By CHARLEs RopErts, F.R.C.S, late Assistant
Surgeon to the Vietoria Hospital for Children. With numerous
Illustrations and Tables. 8vo, 6s. 6d. [18748]
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PATHOLOGY OF THE URINE,
including & Complete Guide to its Analysis, by J. L. W. TaupicHUM,
M.D., F.R.C.P. Second Edition, rewritten and enlarged, with En-
gravings, 8vo, 15s. e

GENITO-URINARY ORGANS, INCLUDING SYPHILIS:
a Practical Treatise on their Surgical Diseases, designed as a Manual
for Students and Practitioners, by W. H. Vax Buren, M.D,, Pro-
fessor of the Principles of Surgery in Bellevue Hospital Medical Col-
lege, New York, and E. L. KEvEs, M.D., Professor of Dermatology in
Bellevue Hospital Medical College, New York., Royal 8vo, with 140
Engravings, 21s. [1874]

HISTOLOGY AND HISTO.-CHEMISTRY OF MAN:
a Treatise on the Elements of Composition and Structure of the
Human Body, by HEinricH FREY, Professor of Medicine in Zurich.
Translated from the Fourth German Edition by ArTHUR E. J.
BARKER, Assistant-Surgeon to University College Hospital. And
Revised by the Author. 8vo, with 608 Engravings, 21s. [1574]

HUMAN PHYSIOLOGY :
a Treatise designed for the Use of Students and Practitioners of
Medicine, by Joax C. Davrow, M.D., Professor of Physiology and
Hygiene in the College of Physicians and Surgeons, New York. Sixth
Edition, royal 8vo, with 316 Engravings, 20s. [1878]

HANDBOOK FOR THE PHYSIOLOGICAL LABORATORY,
by E. Krein, M.D., F.R.S,, Assistant Professor in the Pathological Labo-
ratory of the Brown Institution, London; J. BURDON-SANDERSON,
M.D., F.R.S., Professor of Practical Physiology in University College,
London; MicuAEL FostEr, M.D., F.R.S.,, Prelector of Physiology
in Trinity College, Cambridge; and T. LavpEr BruxnTOoN, M.D,
F.R.8., Lecturer on Materia Medica at St. Bartholomew’s Hospital;
edited by J. BUrRDON SANDERSoN., 8vo, with 123 Plates, 24s, [1875]

PRACTICAL HISTOLOGY,
by WirLiam RurHERFORD, M.D., Professor of the Institutes of
Medicine in the University of Edinburgh. Second Edition, with

63 Engravings. Crown 8vo (with additional leaves for notes), 6s.
(18783

PRINCIPLES OF HUMAN PHYSIOLOGY,
by W. B. CARPENTER, C.B., M.D., F.R.S. Eighth Edition by HENRY
Poweg, M.B., F.R.C.S,, Examiner in Natural Science, University of
Oxford, and in Natural Science and Medicine, University of Cambridge.
8vo, with 3 Steel Plates and 371 Engravings, 31s. 6d. [1876]
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STUDENTS’ GUIDE TO HUMAN OSTEOLOGY,
by Witriam WARWICKE WaesTAFFE, F.R.C.S., Assistant-Surgeon
and Lecturer on Anatomy, St. Thomas’s Hospital. With 23 Plates
and 66 Engravings. Fcap. 8vo, 10s. 6d. 078l

LANDMARKS, MEDICAL AND SURGICAL,
by Luraer Horpew, F.R.C.S., President of the Royal College of
Surgeons; Senior Surgeon to St. Bartholomew’s and the Foundling
Hospitals. Second Edition, 8vo, 3s. 6d. 8771

BY THE BAME AUTHOR.

HUMAN OSTEOLOGYX :
comprising a Description of the Bones, with Delineations of the
Attachments of the Muscles, the General and Microscopical Structure
of Bone, and its Development. Fifth Edition, with 61 Lithographic

Plates and 89 Engravings. 8vo, 16s. [1878]
ATLS0, ;
MANUAL OF THE DISSECTION OF THE HUMAN BODY.
Fourth Edition, with 170 Engravings, 8vo, 16s. (1879]

PATHOLOGICAL ANATOMY :
Lectures by Samvern Wiuks, M.D., F.R.S., Physician to, and Leoc-
turer on Medicine at, Guy’s Hospital; and WALTER Moxon, M.D.,
F.R.C.P., Physician to, and Lecturer on Clinical Medicine at, Guy's
Hospital. Second Edition, 8vo, with Plates, 18s. [1876]
PATHOLOGICAL ANATOMY :
a Mannal by C. HANDFIELD JoNES, M.B., F.R.S., Physician to St.
Mary’s Hospital, and Epwarp H. SIEVEKING, M.D., F.R.CP.,
Physician to St. Mary’s Hospital. Edited by J. F. PayNg, M.D,
F.R.C.P., Assistant Physician and Lecturer on General Pathology
at Bt. Thomas's Hospital. Second Edition, crown 8vo, with 195
Engravings, 16s. [1875)
POST-MORTEM EXAMINATIONS:
a Description and Explanation of the Method of Performing them,
with especial Reference to Medico-Legal Practice. By Professor
RupoLpPH VIRCHOW, of Berlin. Feap 8vo, 2s. 6d. [1876]
STUDENT'S GUIDE TO SURGICAL ANATOMY :
a Text-book for the Pass Examination, by E. Berramy, F.R.CS,
Surgeon and Lecturer on Anatomy at Charing Cross Hospital. Feap
8vo, with 50 Engravings, 0s. 6d. [1678)
ANATOMY OF THE JOINTS OF MAN,
by HexrY Moxrzis, F.R.C.S., Surgeon to, and Lecturer on Anatomy
and Practical Surgery at, the Middlesex Hospital. With 44 Litho-
graphic Plates (several being coloured) and 13 Wood Engravings.
8vo, 16s. (1879
MEDICAL ANATOMY,
by Fraxcis Sissow, M.D., F.R.C.P, F.R.S. Imp. folio, with 21
ooloured Plates, cloth, 42s., half-morocco, 50s. [1868]
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PRACTICAL ANATOMY :
a Manual of Dissections by CarisTorHER HeaTH, F.R.C.5,, Surgeon
to University College Hospital, and Holme Professor of Surgery in
University College. Founrth Edition, crown 8vo, with 16 Coloured
Plates and 264 Engravings, 14s. (1877]
AN ATLAS OF HUMAN ANATOMY :
illustrating most of the ordinary Dissections, and many not usunally
practised by the Student. To be completed in 12 or 13 Bi-monthly
Parts, each containing 4 Coloured Plates, with Explanatory Text. By
Ricemaw J. GopLeE, M.S., F.R.C.8, Assistant Burgeon to University
College Hospital, and Senior Demonstrator of Anatomy in University
College. Parts I to X. Imp. 4to, 7s. 6d. each Part. (1577-9]
THE ANATOMIST'S VADE-MECUM :
a System of Human Anatomy by Erasmus Wirsow, F.R.C.5,, F.R.5.
Ninth Edition, by G. Bucranaw, M. A, M.D., Professor of Clinical
Surgery in the University of Glasgow, and Hexry E. Crark, F.F.P.S,
Lecturer on Anatomy at the Glasgow Royal Infirmary School of
Medicine. Crown 8vo, with 371 Engravings, 14s. [1873]
ATLAS OF TOPOGRAPHICAL ANATOMY,
after Plane Sections of Frozen Bodies. By WILHELM BRAUNE,
Professor of Anatomy in the University of Leipzig. Translated by
Epwakp BELLawy, F.R.C.8., Burgeon to, and Lecturer on Anatomy,
&e., at, Charing Cross Hospital. With 34 Photo-lithographic Plates
and 46 Woodcuts, Large Imp. 8vo, 40s. (1877]
THE ANATOMICAL REMEMBRANCER;
or, Complete Pocket Anatomist. Eighth Edition, 32mo, 3s. 6d. [1878]
THE STUDENT'S GUIDE TO THE PRACTICE OF MEDICINE,
by MartTrEW CHARTERIS, M.D., Professor of Medicine in Anderson’s
College, and Lecturer on Clinical Medicine in the Royal Infirmary,
Glasgow. Second Edition, with Engravings on Copper and Wood,
feap. 8vo, Gs. 6d. [1878]
THE MICROSCOPE IN MEDICINE,
by LioweL 8. Beare, M.B, F.R.8, Physician to King's College
Hospital. Fourth Edition, with 86 Plates, Bvo, 21s. (18771
HOOPER'S PHYSICIAN'S VADE-MECUM ;
or, Manual of the Principles and Practice of Physic, Ninth Edition
by W. A. Guy, M.B,, F.R.S,, and JoEN Harrey, M.D., F.R.C.P.
Feap 8vo, with Engravings, 12s, 6d. [1874]
A NEW SYSTEM OF MEDICINE;
entitled Recognisant Medicine, or the BState of the BSick, by
BroraworH Bosg, M.D., Indian Medical Service. 8vo, 10s, 6d. [187]
BY THE HAME AUTHOR.
PRINCIPLES OF RATIONAL THERAPEUTICS.
Commenced as an Inquiry into the Relative Value of (Quinine and
Argenic in Ague., 8vo, 4s, (1877]
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THE STUDENT'S GUIDE TO MEDICAL DIAGNOSIS,
by Samuer Fenxwick, M.D., F.R.C.P., Physician to the London
Hospital. Fourth Edition, fcap. 8vo, with 106 Engravings, 6s. 6d. 11876

IY THE SAME AUTHOR,
THE STUDENT'S OUTLINES OF MEDICAL TREATMENT.
Fecap. 8vo, Ts. [1870]

A MANUAL OF MEDICAL DIAGNOSIS,
by A. W. Barcray, M.D., F.R.C.P.,, Physician to, and Lecturer on
Medicine at, S8t. George’s Hospital. Third Edition, feap 8vo, 10s. 6d.

[1876]

CLINICAL MEDICINE : J
Lectures and Essays by BAnrnazar FosTtEr, M.D., F.R.C.P. Lond,,
Professor of Medicine in Queen’s College, Birmingham. 8vo, 10s. 6d.

[1874]

CLINICAL STUDIES:
Illustrated by Cases observed in Hospital and Private Practice, by Sir
J. Rose Cormack, M.D., F.R.S.E., Physician to the Hertford British

Hospital of Paris. 2 vols., post 8vo, 20s. [1876]
CLINICAL REMINISCENCES, -
by PEvTon BLAEKIsTON, M.D., F.R.S. Post 8vo, 3s. 6d. [1878]

ROYLE'S MANUAL OF MATERIA MEDICA AND THERAPEUTICS.
Sixth Edition by Jonxy HarLEY, M.D.,, F.R.C.P., Physician to, and
Joint Lecturer on Clinical Medicine at, St. Thomas’s Hospital. Crown
8vo, with 139 Engravings, 15s. [1876]

PRACTICAL THERAPEUTICS:
a Manual by B, J. Warine, M.D., F.R.C.P. Lond. Third Edition,
feap 8vo, 12s. 6d. [1871)

THE ELEMENTS OF THERAPEUTICS:
a Clinical Guide to the Action of Drugs, by C. Binz, M.D., Professor
of Pharmacology in the University of Bonn. Translated and Edited
with Additions, in Conformity with the British and American Phar-
macopeeias, by Epwarp I. Spargs, F.R.C.P, M.A., M.B. Oxon.,
formerly Radcliffe Travelling Fellow. Crown 8vo, 8s. 6d. [1877]

THE STUDENT'S GUIDE TO MATERIA MEDICA,
by Joux C. THOROWGOOD, M.D., F.R.C.P. Lond., Physician to the
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Engravings, 6s. 6d. [1874]

THE NATIONAL DISPENSATORY :
containing the Natural History, Chemistry, Pharmacy, Actions and
Uses of Medicines, including those recognised in the Pharmacopceias
of the United States and Great Britain, by ALFRED Stirni, M.D.,,
LL.D., and Joun M. Marsca, Ph.D., with 201 Engravings, 1628 pp.,
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DENTAL MATERIA MEDICA AND THERAPEUTICS,
Elements of, by James StockeN, LD.S.R.C.S., Lecturer on Dental
Materia Medica and Therapeutics to the National Dental Hospital.
Second Edition, Feap 8vo, 6s. 6d. [1876]
THE DISEASES OF CHILDREN :
a Practical Manual, with a Formulary, by Epwarp ELris, M.D.,
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THE WASTING DISEASES OF CHILDREN,
by Evsrace Sarrs, M.D., F.R.C.P. Lond., Physician to the King of
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Third Edition, post 8vo, 8s. 6d. [1878)
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CLINICAL STUDIES OF DISEASE IN CHILDREN.
Post 8vo, 7s. 6d. [1876)

INFANT FEEDING AND ITS INFLUENCE ON LIFE;
or, the Causes and Prevention of Infant Mortality, by CHArLEs H. F.
RouTa, M.D., Senior Physician to the Samaritan Hospital for Women
and Children. Third Edition, feap 8vo, 7s. 6d. " [1876)]
THE DISEASES OF CHILDREN:
Essays by Winnias Henry DAy, M.D., Physician to the Samaritan
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THE STUDENT'S GUIDE TO THE PRACTICE OF MIDWIFERY,
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pital, Manchester. Second Edition, feap. 8vo, with 96 Engravings, 7s.

OBSTETRIC MEDICINE AND SURGERY, e
their Principles and Practice, by F. H. Ramssoraam, M.D., F.R.C.P.
Fifth Edition, 8vo, with 120 Plates, 22s, [1867]

OBSTETRIC SURGERY :

a Complete Handbook, giving Short Rules of Practice in every Emer-
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with the Science of Obstetricy, by CHARLES CLay, Ext.L.R,C.P. Lond.,
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Mary's Hospital, Manchester. Fcap 8vo, with 91 Engravings, 6s. 6d.

SCHROEDER'S MANUAL OF MIDWIFERY, [1674]
including the Pathology of Pregnancy and the Puerperal State.
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A HANDBOOK OF UTERINE THERAPEUTICS,
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THE BEATH WATERS:

their Uses and Effeets in the Cure and Relief of various Chronic

Discases. By James Tunstarrn, M.D. Fifth Edition, revised, and

in part re-written, by RicHArp CARTER, M.D., Surgeon to the Bath

Mineral Hospital. Post 8vo, 2s. 6d. ns7m

ENDEMIC DISEASES OF TROPICAL CLIMATES,
with their Treatment, by Joux Svnrivaw, M.D., M. R.O.P. Post 8va,

Ga. [1877]



18 CATALOGUE OF RECENT WORKES

PRINCIPAL HEALTH RESORTS
of Burope and Africa, and their Use in the Treatment of Chronic
Diseases. A Handbook by THomAs More MaDDEN, M.D,, M.R.IA.,
Vice-President of the Dublin Obstetrical Society. 8vo, 10s. [1876]
DISEASES OF TROPICAL CLIMATES
and their Treatment : with Hints for the Preservation of Health in the
Tropics, by James A. Horrow, M.D., Surgeon-Major, Army Medical
Department. Second Edition, post 8vo, 12s. 6d. (16791
HEALTH IN INDIA FOR BRITIGH WOMEN
and on the Prevention of Disease in Tropical Climates by EDWARD J.
Tirr, M.D. Fourth Edition, crown 8vo, 5s. [1875]
BAZAAR MEDICINES OF INDIA
and Common Medical Plants: Remarks on their Uses, with Full Index
of Diseases, indicating their Treatment by these and other Agents pro-
curable throughout India, &c., by EDWARD J. WARING, M.D., F.R.CP.
Third Edition. Foap 8vo, 5s. (18751

DISEASES OF THE STOMACH :
The Varielies of Dyspepsia, their Diagnosis and Treatment. By
8. 0. HasErsHON, M.D,, F.R.C.P., Senior Physician to Guy’s Hos-
pital. Third Edition, crown 8vo, 5s. [1678)
£Y THE SAME AUTHOR,
PATHOLOGY OF THE PNEUMOGASTRIC NERVE,
being the Lumleian Lectures for 1876, Post 8vo, 3s. 6d. (8771
ATSO0,
DISEASES OF THE ABDOMEN,
comprising those of the Stomach and other parts of the Alimentary
Canal, (Esophagus, Cmcum, Intestines, and Peritoneum. Third
Edition, with 5 Plates, 8vo, 21s. [1878]
LECTURES ON DISEASES OF THE NERVOUS SYSTEM,
by Samuvern Witks, M.D., F.R.8., Physician to, and Lecturer on
Medicine at, Guy’s Hospital. 8vo, 15s. [1878]
NERVOUS DISEASES:
their Deseription and Treatment, by ALLEN McLANE HaM inroN, M. D,
Physician at the Epileptic and Paralytic Hospital, Blackwell’s Island,
New York City. Roy. 8vo, with 53 Tllustrations, 14s, [1878]
NUTRITION IN HEALTH AND DISEASE:
o Contribution to Hygiene and to Clinical Medicine. By HENEY
BeNNET, M.D. Third (Library) Edition. 8vo, 7s. Cheap Edition,
Fcap. 8vo, 2s. 6d. e
HEADACHES:
their Canses, Nature, and Treatment. By WirLiam H. DAy, M.D.,
Physician to the Samaritan Free Hospital for Women and Children.
Third Edition, crown Svo, with Engravings. (In the Press]



PUBLISHED BY J. AND A. CHURCHILL 19

FOOD AND DIETETICS,
Physiologically and Therapeutically Considered. By FREDERICK Ww.
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