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& ON A PEYERIAN ULOER-LESION.

so-called ; the lymph-follicles themsolves not, however, being
implicated so early or markedly as the sub-mucous connective
tissue, in which the destructive changes seem to begin as a
localised blood-stasis or irritative blood-infarction. The elini-
cal symptoms, though febrile and serious, have not been of
uniform or always of unmixed character; and they indicated
the presence of the intestinal lesion only when peritonitis, or
perforation, had supervened. Usually the ulcers ensuing upon
necrosis are all much alike, and being of small or moderate
dimensions even when multiple, might not prodace urgent local
signs, except when deeply penetrating ; and besides, often
being comparatively inconspicuous, they may sometimes have
been overlooked at autopsies not made with particular atten-
tion to the state of the intestinal mucouns “ glands.” This is a
point of considerable importance, and well worth remembrance
at all autopsies of infection-diseases.

If my preparations correspond to certain Museum-specimens
of ¢ perforating uleer” mentioned in the Arrexpix below, it
would appear that the presence of a lesion may during life re-
main unindicated and unsurmised until heemorrhage (melsena),
peritonitis, or perforation of the bowel suddenly supervene;
but in the absence of fully detailed information, such corres-
ponding identity is as yet uncertain, Hitherto I have not
been able to meet (in a small library) with any published de-
tailed account of Peyerian nlcers—either European or Indian—
which wholly answer to this Bombay series; and therefore
some pains have been taken to elucidate the subject by means
of these independent data, the sub-title above “apparently
new,” expressing merely a personal experience.

The illustrations appended are as faithful as could be made,
under available local conditions.

Plan of this Hssay.—1 propose under Part L. to describe the
facts at disposal as displayed in the Cases themselves, beginning
with the simpler and perhaps more characteristic ones. All
the subjects were native males, the proportion of female patients
in a Native General Hospital being always small : usually, too,
patients come late, with an imperfect previous history, and ou
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all these varying circumstances T still infer the operation of
some special influence, which might have been of a septic
character affecting the blood. g. The Ltiology was never
clear, but insanitary (f.e. filth or pythogenic) agencies pos-
sibly always intervened (except perhaps in No. 2, from a well-
kept country jail); no connection was traceable with other
sporadic, endemic or epidemic instances outside hospital, but
enquiry was inevitably imperfect and more material is
needed to determine this point. (Vide Case 2+.) Particular diffi-
culties exist here, because this lesion is not a frequent one, and
it may I know be absent in the great majority of fatal
““ Remittents,” whether complicated with local inflammations or
seemingly uncomplicated : see next heading. L. Aecompanying
local and general states. A special malarial influence is not by
any means strongly indicated, e.g., as estimated by weight of
Spleen—thus, in the order above of cases, the spleen weights
were in ounces successively 8, 30, 13 and 9; 7, 7, 8 and 8;
8 and 6%; as by far the majority of these numbers do not
exceed the weight of the spleen in fatal common diseases
here, it may be assumed that unusual malarial turgescence
of this organ is not usually connected with the production of
these ileac ulcers. The spleen of No. 2 weighing 30 ozs. was
apparently an old “ague-cake’ (Dr. Damania), and therefore of
prior independent origin. Commonly the remark at autopsy is
that the spleen is normal-looking, even as regards the pulp of
the organ : only twice did I notice pale infarct-like areas, viz.,
in No. 3 (with lung-gangrene) and in No. 5 (pneumonia and
petechize) when other lesions were also present, but they may
not be noted even under such conditions ; and in the typical
uncomplicated case No. 1, the spleen seemed to me specifically
unchanged in its coarser aspect. Since the Liver also did not
appear to be affected in any pecunliar manner, it will suffice to
mention here the general eondition of this orgam, following
the same order of cases in the list above—weights, in ozs,, 388
unchanged, 67 ozs. (?) malarious (Dr. D.), 44 deep yellow and
flabby ; 49, a pale infarct (7) ; No. 5, 60 ozs., pale infarct (7),48
cirrhosis ; 38 fatty (?), 72 palish ; Nos, 9 and 10, 36 and 30 both







8 OGN A PEYERTAN ULCER-LESION,

mmplicated—see cases 8, 5 and 7—the ileac ulcers were prominent
and characteristic ; and there co-oxisted signs of blood dete-
rioration, and of wide disturbance of the circulation, such as
might be anticipated., When the large intestine was involved
in marked degree—as in cases 6, 8 and 9—the ileac uleers
were 50 few as to seem almost incidental, which may indicate
either a different form of blood-poisoning, or a more restricted
distribution of that prevailing : case No. 6 wonld show
that the Peyerian lesion when very limited may be seated
even high up the small gut, still being of characteristic as-
pect. Case 10 proves that atrophic or necrotic lesion may,
however, extend widely over both large and small bowel ;
though it seems likely that the dysentery here, besides being
of different character, was also more chronic than the Peyerian
lesion.,

The new Case 2% present points of special interest, both
etivlogical and clinical, which foreibly suggest a real connec-
tion between some Remittents and Enteric. It merits, there-
fore, deliberate study.

DESCRIPTION OF THE CASES.

Case 1. Summary.—Remittent fever from the 9th day, in a
Bralman ; pyrexia moderate, declining; pink spots of erup-
tron very fow; no diarrheea, but constipation, deafness, anemia
and the * asthenic” state rather than the  typhoid”; on 16th day
sudden acute peritonitis, and death on 18th day of illness. At
autopsy the liver enlarged, signs of diffused peritonitis, numer-
ous wulcers (Peyerian, yet not like typhoid,) at end of ileum, two
of which probably perforated the bowel ; large intestine unagected ;
mesenteric glands moderately inflamed, No tubercle anywhere.

A Hindoo vegetarian (Brahman), wmt. 20, resident 1% yrs. in Bombay, and
of late a cook in a family living at Khetwady (Native town), where no one else
1s said to be ill : previously in good health. Nine days before admission had
complained of feverishness, chills and aching ;mi_us, yet eunf‘;inuml at his
duties for 5 or 4 days, and getting worse had medical advice without amend-
ing : was then brought to the G. T. Hospital, 1st February 1886,

th Day of Illness—Is very pallid and prostrated, lips dry, tongue red,
shrunk and dryish, a slight cough, no diarrhoea or abdominal unessiness, t.
102-:22, p. 92, and circulation very feeble ; skin dry ; wanders a little in speech,
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15th Day—T. 1007, p- 76, r, 22, Slept ; skin dry as usual, no stool, no abdo-
minal uneasiness; persistence of asthenia without any stupor or evident
local disense.  Quinine 10 grs, given and 10 grs. ordered. [.t. 1029, p. 82,
r. 20, one scanty stool (not seen by me); he seems less oppressed with this
exacerbation, bat its recurrence induced me to direct sponging of the hody
and the subeatanenns jection of Quinine (grs. 5. of the neutral salt) : temp.
before sponging 10]-22, after 100°, at midnight 9922,

16th Day—T. 99°, p. 76, r. 20, s weaker, the features mdre pinched and
tongue drier ; during night was moaning; no stool, the abdomen supple,
not tender ; he lies on the side : no delirium. About noon he rose to pass
4 stool, and was suddenly seized with acute pain in the belly and faintness.
E. . 100:2, p. 100, r. 26, the signs of acute peritonitis were now present, abdo-
men somewhat distended and extremely tender, especially at hypogastrium
rather than on right side; no collapse. The stool passed was rather large,
vellowish with soft frecoid matter, inodorous, and with no blood, pus or slime
visibly intermixed. There was occasional hiceup, and the knees were not
drawn up.  Opium ordered with small doses of Calomel and Belladonna, and
soothing applieation.

17th Day—T. 98-2°, p. 100, r. 36. Peritonitis-signs more developed, yet he
lies upon his side and knees not bent ; abdomen rather retracted : no stool.
E. t.100, p. 104, r. 36, tympanites and increasing prostration. Treatment
continued.

18tk Nay—T. 99 20, p- 96, r. 48, no alvine evacuation ; has rallied a little,
limbs straight, understands and answers questions.  One fresh pink spot
under left elavicle. The urine passed was reddish-coloured, a little elouded
acid, sp. gr. 1022, and containe a traceof albumen. A fter vomiting once, the
patient died exhausted about 3 p.a.  The chart appended resembles that
of many Bombay * remittents” towards their close, in showing pyrexia of
continued character finally tending to remit or intermit ; here, however, life
prematurely arrested by the supervention of a fatul traumatic peritonitis.

Autopsy at 7-0 p.y.—Body stiff, fairly nourished : the blood sets.
Head—not examined.
Chest.—Lungs inflated in front, congested posteriorly, with small col-
lapsed (?) apoplectic lobules. Bronehim reddened. Weights—
Right 14 ozs. Left 12 ozs.
Heart—Substance firm, valves healthy, right eavities (auricle most) ocen-
pied with firm clot, pale on front aspect. Wt. 8 ozs.
Abdomen.—The sign of diffused acate peritonitis, extravasation of foecal
mabters not indicated, very little fluid in peritoneal sae. Liver large, firm,
dry, uniform tint throughout. Bile dark, viseid. Wt. 3 1bs. 8 ozs. Spleen
lurgish, firm ; pulp dark, dry; eapsule thin. Wt. 8 ozs. Kidneys congestei,
firm, surface smooth ; eapsule thin, notadherent. Wts 4 ozs ench. Stomach
balf-filled with green glairy lignid ; mucous membrane pallid, mammillated.
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Small intestines above inflated. Duodenum—contents as in stomach, mucous
membrane not softened, pinkish. Jejunum—Serous coat inflamed, muecons
membrane rather pink uniformly, contents greenish-yellow glairy liquid,
moderate in amount. Tenm—Above inflated, serous coat generally much in-
flamed ; the lower folds empty, compressed, matted and deeply sunk in cavity
of pelvis. Where outside the marks of most intense inflammation and lymph-
exudation, there within not usually any ulcer or perforating spot: the prri-
toneal redness being limited to the serosa, even when so dark as to resemble a
threatening gangrene of gut-walls. Muscular coat of ileum not apparvently
altered, in general. Mucous membrane of pink ish hue throughout, deeper-
congestive patches not noted. Contents of gut below, a moderate quantity
of matter, yellow, grumous, semi-liguid, nob foul-smelling or ammoniacal.

Morbid intestinal lesions —Beginning at some 14 feet above ileo-ceecal valve
were noticed small transverse deep red streaks npon and between valvala con-
niventes, 3—3% ineh long, and due to minute extravasations of blood beneath
the mucosa ; covered with mucus barely tinged red (containing vva of ento-
zoon, found also elsewhere), but ot presenting a distinet erosion or loss of sub-
stance at the free mucous surface. Also noticed some minuter pale atrophie (7)
spots, saucer-like, upon the mucous membrane. Then 3 feet below, smalldis-
tinet uleers appeared, scattered, rounded, angular or slit-like (transverse) and
rather deep, not always connected with P. patches, or the solitary glands so
far as ascertainable : about a dozen seen. Nearer to the i.-c. valve larger uleers
apparent ; 6 noted : one, two feet above the valve, showed after removal of the
gut and breaking down of adhesions, a perforating aperture slit-like 3 in. long
and so also another uleer lower down, situated on a Peyerian pateh : close
to the valve was a broad continuous ulcer-area, ceasing abruptly at free edge
of valve. Several Peyer's patehes were found quite unchanged in both jeju-
num and ileum, at intervals between the above vleers ; indeed, all of them
seemed so (if not rather atrophied) excepting those alone which offered on a
part of their area an ulcer excavation : there was nowhere seen any reddening
infiltration or prominent elevation of the agminated lymph-follicles them-
selves, nor of the unaffected solitary gland-follieles. Further details ave given
in the Table below, and illustrations in Plate 1, Fig 1 ; Plate la, Figs. A and
B; and Plates 3 and 4. (See also the Chart).

Large intestine—Cmeum-contents liquid yellow fieees ; mucous membrane
reddened only, no uleer : thread-worms here. Colon-contents scanty, vellow
consistent fieces ; mucous membrane normal. So the upper part of Rectum.

After preservation in spirits of wine, the lesions though becoming paler
a_nd lusing their original deep redness of margin, better showed their connec-
tion with the P. patches, traces of which could commonly be detected at
some part of their eircumference praetically unchanged, or somewhat turgid
only . 'l.'hia remark applies to all the following cases. i

Clinieal comment,—An example of the Bombay *“remittent
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fever,” sometimes also termed “typho-remittent” : withont
diarrhoea  or marked abdominal signs, and unchecked by
Quinine. Terminating, however, differently to most of such
cases, and in a manuner altogether similar to some examples
of genuine “ Typhoid.” Yet the lesions not identical with those
of ordinary “ Enteric fever,” as regards theiranatomical charac-
ters;nor as regards successive stages of formation ; nor probably
in the date of their occurrence, for it seemed to me likely that the
intestinal lesion heve was a complication supervening within the
last 3 or 4 days, along with the pink spots (cotaneous emboli)
pulmonic congestion, splenic turgescence and tenderness. And
the final renewed pyrexia of paroxysmal type was not hectic,
as both chills and sweats were unnoted. The pronounced
angemia, rapid fading of hair-pigment, and eardiac weakness,
are other noteworthy indications of primary blood deteriora-
tion. The genuine “ typhoid state” was not developed here,
nor is it generally so common as in ¢ enteric.” The rallying
towards close of life, simaltaneons with brief rises of tempera-
ture, is a famihar feature to me. Treatment seemed not to in-
fluence the course of illness, at the stage seen. Many of thesc
remarks apply to succeeding cases.

Casp 2.—(Arranged from Surgeon Damania’s Notes.) Sum-
mary : High and sustained fever from the 3rd day, in a you iy
male adull ; after decided remissions a sudden exacerbation on
13th day, and death on the 15th, precedad by bilious vomiting.
Neuther eruption nor diwrrhea. At autopsy the tiver and spleen
much enlarged ; some local peritonitis, and several uleers (Peyer-
tan) at lower part of ileum, one of which had perforated the
bowel : Mesenteric glunds generally buf little affected : the large
wntestine wichanged. No tubercle anywhere.

Patient a Hindoo (Maratha), wet. 22, neither very anmemic nor scorbutic,
but in good condition, a partaker of mixed diet, and a eultivator of the =oil,
vesident of a village int the Decean plain, long distant eastwards of Satara ;
entered that Distriet Jail on 26th June, and was put to hard labour, feeding
anid lodging with other prisoners, who had been well, and who remained
well. 21 days after his entry he became affected with chills, fever, headache
aud weakness, but still eovtinued at work until 8 days later, when he was
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vontamed yellowish glairy bile not resembling the copious greenish liquid in
the stomuch and vomited up : the spleen nlvo very large (wt. 1 1b. 144 ozs.)
and its capsule thick and opaque-white ut upper end : kidneys seemed nor-
mal, wts. 4% and 5 ozs. The stomach was filled with greenish fluid, but
appeared otherwise normal; the duodenum presented nothing peeuliar :
there were hypermmic patches in the mucous membrane lower down, but,
petechie or extravasations of blood were not noticed. When fresh the
uleers in the ileum were reddened, their edges tumid and smooth : the patches
of Peyer were ueither prominent nor infarcted, and the mesenterie glands
around did not seem to he much enlarged. Dr. Damania also states that on
some of the ulcers a yellowish slough was loosely adherent, and that the
shape of their fundus was not funnel-shaped : he considered that the intes-
tinal lesions were somewhat different from those he had seen in cases of
* typhoid” fever : and he Kindly forwarded the specimen of intestine to me
without delay.

Description of lower end of Tlenm, ineluding a length of 4% feet, with
addition of Cecum and its appendix, and also of the aseending Colon—
beginning from above and proceeding downwards, The parts were almost
decolorised by action of the spirit, but otherwise in good condition. The
calibre of the gut and its walls, in general, seemingly normal; fat was
plentiful : the fiecal contents had been removed. On account of an opaque
lymph-effusion npon some parts of the serosa, information derived from
translucency of the intestinal coats was not always available.

Near the upper end of the piece of gut a large Pever’s pateh of normal
aspect, with an atrophied space below it ;16 inches onwards another P. pateh.
the intervening mucous area showing no morbid changes, except some
milistinet sub-mucous hyperamic spots. At 6 inches down a P. patch of
apparently moderate size, presenting 2 uleers nearly median, parallel and
respectively 4 and 3% in. long, alike narrow, transverse, deep, situated upon
the pateh and extending beyond its edge, with somewhat tumid infolded
margins, well defined ; the cavity dipping down, the base formed seemingly
of connective tissue : margin of the smaller ulcer about middle of pateh still
of reddish hue ; remainder of follicular surface of the patch barely changed
in elevation, consistence or general aspect, and the whole place now so incon-
spicuous as possibly to be overlooked. At 8 mches further a small median P.
patch, like the intervening and surrounding mucous surface, hardly altered.
Then about 2 feet ahove the iles-ceeal valve, 2 narrow parallel transverse
nleers measuring % in. by % in. and % in. by % in., about § in. apart, with
the intervening space occupied by a follicular area belonging to the P. pateh
here implicated ; all being rather indistinet until the aceumulated mucus
and débris were gently broshed away, when the loss of substance became
very evident : the nleer-margins tumid, veddish (?), soft ; base formed of con-
neetive or probably muscular fibre in part, of soughy aspect, with point
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of deeper penetration: no evident * deposit™ or thickening, except some
minute nodular projections at bottom and sides of the larger sore, neither
vellow nor opaque, but resembling spots of indurated connective. The lower
and smaller ulcer seemed to extend beyond the follicular area; and in the
next mucous suleus below it was a central, minute, depressed, soft and shaggy
spot, indicating to all appearance a third incipient necrosal pomnt, with no
lymph-follicle remaining visible near—uvide Prave la, which shows accurately
the size, site, parallel arrangement and length diminishing downwards of these
lesions ; as well as the suceeeding ones immediately following. About one and
a half inches lower, a sinilar rather larger uleer, occupying the centre and
margin of a Peyer's patch ; narrow, transverse, measuring 1% by % in., its
edgzes a little tumid, the base formedl of tranverse muscular bundles : after
brushing there was detected a minute soft depressed spot amid the lymph-fol-
licles, which had the aspeet of an incipient necrotic erosion originating here,
and thereby differing in site more than in seeming character from the early
lesion noticed just above. (Vide Fig. @ 2.) 'I'wo inches lower down a Peyer’s
pateh with two similar uleers, the larger upper one of which about 1in. long,
narrow, transverse, defined, had near its eentre perforated all the intestinal coars
by an ovoid aperture 45 in. across, with rounded wavy shelving margins, and
now blocked with a plug of lymph. (Fig. ¢.) The rest of the floor of the ulcer
was somewhat inclined, and nodulated. Abount half an inch below this was
a similar but smaller lesion, transverse and narrow, and § in. long ; defined
and with a deep level basis not apparently extending beyond the sub-mucosa,
Aund between these two the distinet follicular area of a P. patch, to which the
uleers clearly pertained, without there being any special elevation of the
‘area ; only that the two yalval-conniventes running parallel over part of
this surface, are rather turgid and separated by a narrow deep cleft at the
bottomn of whieh one might have expected to find an erosion (so like, at first
glance, was the cleft to the adjacent true necrotic lines), though certainly
none was present, or indeed any manifest disturbance of the mucosal superfi-
cies. On comparing the mucous membrane around these uleers and at other
places, both above and below them, I noted that hereabouts the valvale were
rather more developed, but how far such variation exeeeded what may nor-
mally obtain, was not apparent to me; nor did I perceive any primary
causal eonnection, the idea arising that the valvular turgescence might be
rather a consequence of hyperseemia attending formation of the uleers. An
inch lower down was another small transverse uleer % in. long, punched out,
1ts base reacliing to the circular musculosa ; its site obseurely yet unquestion-
ably Peyerian, there still remaining a few hardly-altered follicular depressions.
Tu the mesenterie side of this, half an ineh lower, an‘oblique uleer with similar
characters and base of conmective ; possibly also follieular. There were
seen here small groups or patehes of lymph-follicles of very various dimen-
stoms, and not uleerated ; so that not every one such was implicated. One
inch lower down a transverse ulcer, median, % by % . with edges hardly
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vivised, the base level, shivedily and musenlar ; and half an ineh below, a less
elongated uleer % by # in, mngular, with well-defined edees on three sides,
but slough-like on the remuining margin; its foor of muscle : it was not
clear that the first of this pair was Peverian, but the last seemed to be so.
Three inches below, with intervening mucous wmembrane not manifestly
changed (? atrophie spaces), a shallow lateral nearly longitudinal uleer spot,
1 in. long, very narrow and seemingly superficial : at one side, some Iymplhi-
follicles, 2% in. lower down, and approaching the ileo-cieeal valve—the
mtermediate surface unaltered—a transverse shallow sloughy uleer, by 1%
in., edges not so well-defined as usual ; lymph-follicles near : half an ineh below
and 3 inches from the valve, four larger sloughy necrotie areas of irregular or
nearly transverse diamond shape, oceupying the large Peyer's patches nor-
mally existing here, and the lowest terminating exactly at the ileac lip of the
valve : though rather more extensive, these reminded me much of the eor-
responding lesion in case No. 3 (vide PLaTe le., fig. B.) The intervening
non-uleerated follicular areas were not eley ated, but rather indistinet, atro-
phied or becoming necrosed. The eireular musenlosa was freely exposed at
floor of uleers, and several livid spots of sub-mucous blood extravasations were
to be seen near the valve.

Some mesenteric and meso-caecal lymphatic gland remaining attached to
the bowel here, were greatly enlarged, soft and palish.

The cxeum was unaltered (7 hyperazmic), and so its appendix within.
The colon too was of normal aspect.

Upon inspecting the outer serous surfaces I found & broad thick layer of
greenish yellow lymph, most accumulated about the Ioeus perforatus, and
smeared along the gut for several inches above and below that spot ; also
scanty, and isolated streaks of lymph at a distance, not connected with
ulceration within. The close resemblace of the uleus perforans in this Case
and in Case No. 1 sufficiently proved their identical character.

Whilst in this specimen (as commonly but not invariably) the large Peyer's
patch situate just above the ileo-caeal valve was the most extensively necros-
ed, still the follicular areas in general were not widest and deepest impli-
cated in proportion to their proximity to the valve. 17 distinet ulcers were
counted on the first inspection, all being central and probably every oue
at follicular sites, Enlarged solitary lymph follicles nowhere seen. The
frequent arrangement in parallel pairs—the lower one the smaller—was
noteworthy, Their strictly transverse divection seemed related to that of
corresponding valvale-conniventes, and both possibly according to course
of the main blood-vessels. The floor of some ulcers presented minute
rounded elevations or concavities, which suggested a connection with prior
existing lymph-follicles ; but no valid evidence of this was obvious. There
were some shreds of sloughy tissue (2 follienlar) pendant from the lowest
uleers, but they were now dark grey, and not of the vellow hile-stained
hue of Typhoid lesions.
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Olinical comment.—A case nearly approaching, I doubt nof,
to the preceding No. 1, and with a fuller chart of temperature,
which forms a valuable datum. Dr. Damania was most obliging
in answering my many questions through the post: he had a
previous practical acquaintance with genuine “Typhoid” n a
Native subject, and he termed this new instance typhoid or
< enteric” only because there was no other available official
designation which seemed equally suitable. Query—have other
Medical Officers done the same? And are some of the so-
called “ Enteric fever” cases in the army, of this new kind ? Un-
fortunately one cannot say, because the published descriptions
of cases are seldom sufficiently detailed to permit of independent
opinion. It is now however obvious, that not every ulcer—even
when perforating—at the lower end of the Ileum, is truly
“typhoid.” As in case No. 1, I conceive the lesion here to be
an ept-phenomenen, arising later than the 10th day of illness.
There being no striking local symptoms, either then or until
the accident of perforation, how can we be sure that such
alcers are absent in surviving cases ?

[The force of some of the preceding remarks has now been
shown Dby the occurrence of the Case next to be described ;
details of which came to hand after my comment on Case 2
was already in print. I thercfore, purpesely interrupt the
original series of data, by here interposing Case 2* : which, as
it could not well be analysed with the rest in Part IL., may
appear somewhat isolated from them.]

Case 2% (Abstract of deteils recorded by Surgeon A.
Taulkner, 19th Bo. N. 1., stationed at Deesa, where fatal < Ente-
vicfever” was reported as being unusually prevalent amongst
the British Troops.)

Summary : Persistent fever, at first regarded as being of the
ordineny “ remittent ” type, and declining by end of Srd week ;
but then suddenly becoming evacerbated, and ending futa [Ty with
adynamic symploms about 43rd day of illness. Some diwrrhea
and abdominal pain during first attack, and more pronounced
during the relupse, when blood appeared in the stools wid the

G
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stgns of peritonttis became maried, Barly general prostration, and
the “ typhoid state” with the relapse. No shin-eruption seen, the
stools mot moted as ° pea-soupy’; vight iliae gurgling and tympa-
wates only towards the close, Chart appended. Batensive tleac-
lesion, with acute peritonitis ; mesenteric glands enlarged. No
disease elsewhere ; no tuberele.

Patient M. Hindu, mixed feeder, swet. 20, a recruit of 6 months’ service in
the 12th N. I ., previously in good health, and of sober, steady habits ; quarter-
ed and rationed with other sepoys, who continue well. Admitted into hospital
on October 1, 1886, complaining of fever and in disposition of 3 or 4 days’
duration. Course of Pyrexia—Attaining an early maximum of 103°—104°
on the 6th and 7th days, fever was distinetly remittent throughout, and gra-
dually declined to 98'5 on the 21st day of illness : then abruptly ‘began a
more sustained relapse lasting another 3 weeks, with during the first 9 days
a pyrexial range of 101°—103°, and finally becoming intermittent with
decline towards normal, when death by asthenia oceurred ; chills and sweats
not mentioned. General and local symptoms.—There were none peculiar on
admission at reputed 5th day of illness, when m. t. normal, e. t. 103°6,
tongue clean, bowels regular or rather costive ; severe frontal headache, and
some night-delirium on the 8th day, and evidently prostration early set in.
Quinine 10 grs. every 2 hours ordered, and aleohol. Some diarrheea on and
after the 14th day, accompanied with abdominal uneasiness, no right-iliae
gurgling, the stools loose and ochrey ; no rose-coloured eruption; there was
continued headache, S]EEI-IIEH]EIESS, night-delirium, much thirst, drowsiness
and progressive emaciation. About the 20th day, although "the fever and
diarrheea had both declined, there was no corresponding general amendment ;
but rather inereasing prostration ; and some diffused abdominal tenderness was
now first noted. For the next two days of comparative intermission,
however, the patient seemed a little better ; and his quinine with diaphore-
tics was continued. The 25th day of iiluess was the first of the relapse ;
then the man became at once much worse, being restless, sleepless, delirious,
quite deaf, and suffering from much pain and tenderness over the right
iliae region of the abdomen, yet no gurgling on pressure, no blood in the
stools, and no pink spots on the skin; the tongue red and dry, much
thirst, m. t. 102°8 ; thenceforth sordes also appeared, and the fully develop-
ed © typhoid state.”” The abdomen seemed to be drawn in. During the next
6 days no improvement oceurred, the stools were 2-3 in number, and passed
chiefly at night; and about 10th day of the relapse, they contained on three
oceasions a quantity of blood. Bed-sores on both buttocks had supervened,
and 2 days later a slight puffiness of the abdomen, with distinet gurgling
on palpation over the right iliac fossa. The patient was prostrate, drowsy,
anzemic, deaf and delivious ; tongue highly furred, yet not quite dry; the
actual pyrexia moderate, remitting and declining. For the next 5 days a
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progressive advancoof weakness, the abdomen becoming rather tympanitic,
and then exquisitely tender. At the last, the m. t. was not above normal.
ochre-hued stools were passed, there was hiccough, the mental faculties
were clear until death now ensued from exhaustion.

Regarding the Autopsy, the notes of Dr. Fanlkner were precisely as fol-

lows :—

Post-MoRrRTEM 3 hours after death--No rigor mortis.

Head—Not examined.

Thorar—Lungs healthy ; left one weighed 8 ozs, the right lung 9% ozs.
Heart and Valves—Normal but slightly hypertrophied, and weighed 5 ozs.

Abdomen—A considerable quantity of sero-fibrinous effusion of yellowishi
colour was found on opening the abdominal eavity. Great enlargement and
induration of all the mesenteric glands ; localised patches of high congestion
of a bright red eolour, which in some cases were covered with flakes of recent
Iymph, were noticed over eoils of Ileum and Jejunum, indicating loealised
peritoneal inflammation, no doubt eaused by pressure of the enlarged
masses of mesenteric glands. Stomach inflated, contained a small quan-
tity of a yellow fluid ; mucous lining congested. Liver—Enlarged and
eongested, substance normal, weight 1 1b. 15 ozs. Spleen--Enlarged and
highly congested, weight 8 ozs. Small Intestines—Whole course indicative
of congestion. Along lower part of Jejunum and in the Ileum marked
charaeteristic ulcerations, and in other cases congestion, of Peyer’s patches,.
were found, in one of which a pin-hole perforation in the centre of an
ulcer near to the ileo-cacal valve was noticed. Uleerations of the Ileo-
ceeeal valve and adjacent mucous lining was also noticed. Large Intestine—
Contamed no blood or ulcerated patehes, buti its whole course was highly
congested. No entozoa along intestinal canal. (True copy.)

The stomach and intestines were at once put into spirit and kindly
forwarded to the Curator of the Grant College Musuem, at Bombay, as a
comparatively rave example amongst natives of enteric lesion with charac-
teristic ulcers in the Ilenm. The parts were in good condition on arrival,
and they were then examined by some of my colleagues, amongst
whom the Professor of Pathology has expressed an opinion mainly con-
cordant with my own found below.

In reply to some questions of mine, Dr. Faulkner was good enough
to write that the lesions he saw seemed to him ¢ charvacteristic of enteric
fever lesions,” with ome exception which struck him on making the
autopsy, and that was the ulcerations seemed more general and less
defined than those he had seen in cases of Europeans who had died of
typhoid fever, and general capillary congestion and hyperenic patches were
noticed more or less along the Jejunum and Tleum. * Peritonitis was
“ certainly not the actual disease, although, as I have noted in the notes
“ when I made the P. M., there were distinet patches of loealised perito-
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“nitis whieh corresponded to pressure on the coats of intestine of the
** mesenteric glands, which in this case were enormously large and indura-
“ted. There have been a number of eases amongst the Kuropean troops
* lately at Deesa, and in all the pathological lesions have been marked,
“ but Dr. B. tells me that in most the mesenterie glands were not affected ;
“In my case all these glands were greatly enlarged in masses ; further he
“ states that the solitary glands in the Colon for some distanee were
" enlarged, elevated above the surface and congested in most of his
* cases.”—(Dr. F.)

The following description of the morbid lesions in this ex-
ample from Deesa, is transeribed from my memoranda of

scrutiny of the parts made upon several successzive occa-
SIOnS i—

The Stomach appears to be unaffected in all its coats.

The Small Intestines show in the Duodenum, only a yellow staining of the
mucosa with no alteration of consistenee : mueus is plentiful both here and
elsewhere. Jejunum—No marked alteration beyond a corrugated aspect due
to action of spirit; some mesenteric glands, above, a little enlarged ; no
softening or blood-staining now visible, nor any marked pigmentation of
the mucous membrane throughout : Peyer’s patehes not detested here.
Tleum—Above, no morbid changes detected within ; possibly some atrophie
spots, but examination by transmitted light is interfered with by seattered
fibrine exudations on the serosa. Neither Peyer’s patches or solitary glands
are clearly visible, and therefore assuredly not enlarged above. Then at
about 7 feet from the Ileo-cweal valve, two small patches were first of all
detected, close together or continuous, which seemed depressed rather than
raised ; and upon their pitted surface were noticed, at the upper end, several
minute transverse excavations formed by distinet erosions of the mucous
membrane, exposing the bluish connective tissue beneath it; these slit-like
erosions have an oblique direction downwards, and a length of {5 to ¢ in.;
they seem to begin in a blending of two or more of the *dots’ or * pits’ cor-
responding to sites of the sub-jacent lymph follicles ; there is no attendant
enlargement of the follieles themselves, either at or around the eroded spots,
and but a slight increase.of opacity here by transmitted light ; the villi are
mtact and folded as commonly seen around the follicular pits, and the aper-
tures of the Lieburkubn-crypts remain distinet as usual. Four inches lower
down is a smaller Peyer’s patch, rather sunken, with a shallow angular
aleer upon its surface ; two inches lower, another small patch with a partially
effaced aspeet ; and about three inches onward another presenting two small
erosions, obliquely directed and running cross-wise. IUive inches onwards,
a narrow pateh, 13 inches long and very slightly raised, upon which at its
ends are two small punched-out shallow uleers, the rest of surface being
ol quasi-normal aspect : these ulcers seem rathey move formed, but otherwise
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resemble the erosions found above. The next intervening mucous arvea for
14 inches, appears to be normal and without any glandular patch aipon it,
at one part is a darkening, as of localised hypermmia ; and then follows a
rather larger P. patch (1} in. long) which shows on its otherwise hardly-
changed surface 3 distinet ulcers, and also one or more incipient erosions ;
the uleers are placed laterally and terminally, the upper one being roundesd
and obliquely dipping down, and the two lower omes marrow and trans-
versely directed, like cross slits ; these last measure 5 in. and 4 in. long,
are sharply defined, and show some pale nodules on their floor—see PraTE
1d., fig. A. Their resemblance to the lesions fizured in PLATE 1 a. is quite
noteworthy ; and by transmitted light considerable opacity with a slight
thickening of the inner coats of the bowel is apparent around these
excavated spots ; the rest of the glandular area being hardly more dense
than usual, and the adjoining walls of the gut not at all thickened but
rather as if thinned. Then, there follows at intervals of a few inches,
an uninterrupted series of larger median, angular, pointed, shallow and
cross-spreading * necroses’ of the mucous membrane ; the upper always
connected with Peyerian areas, the remains of which above may be readily
seen, until lower down they appear to be mostly destroyed by the aug-
menting mucous erosions ; and still lower, it beeomes impossible to trace
any local eonnection, beyond the median position, hetween the uleer-areas
and the sites of prior-existing Peyerian groups of follicles. Within 2-3
feet of the ileo-cweal valve, the mucons membrane of the Tleum is beset
with large (4 in. to 1§ in. across) and smaller (} in. to < in. or less) necrosed
areas, bare and free from attached sloughs, of irregular stripe-shape, with
usually angular ends, and when not blended narrow and transversely direct-
ed, somewhat resembling cross-slits, or lance-head groovings in the
mucosa. There may be a score of the larger, and many more of the
smaller kind, whose actual number is however difficult to ascertain from
their half-hidden site between folds of the mucons membrane. See PraTE
1d., fig. O, Close to the Ileo~cmeal valve shallow ulcers cover nearly one-
half the mucons surface, the lowermost ceasing abruptly at the free edge
of the valve ; and here there is some general turgescence, with a dark
blood hue of the mucosa, At about 2 feet from end of ileum, an ulcer has
perforated the bowel, and at three or four places lower down similar per-
forations seem to become wider, (possibly from manipulation), large gaps
now resulting which are partly closed by copious dark-hued fibrine-exuda-
tions upon the serous membrane outside ; hence the necrotic process
must have been both extensive and deep, and as well acute in intensity.
The free mucous membrane situated between these lesions appears hardly
to be altered in aspect, it looks however thinned (as are all the
eats of the bowel); and on close inspection, minute spots of
flur:kl_sll s?ﬂ.enml u:rllmra::t,nr may be seen disseminated, indicating possibly
meipient fresh erosions. There are no enlarged solitary lymph-follicles
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to be made out, with eertainty ; and I failed to find any distinet remnants
of Peyer’s patches at the lower end of the [eum ; how the uleer lesions ac-
taally commence in this region is therefore obscure, only seemingly they are
from the first localised ‘pecroses’ of the mucosa—or spots of acute
* atrophy’—and by their extension and blending, the wid ely destroyed areas
evidently result. In this preparation portions of the mesentery are left at
intervals, and in such fragments the mesenteric lymphatic-glands remaining
are often, especially near the end, considerably enlarged, pallid and soft;
on section, however, not showing infiltration with solid material, and
exteriorly not heing indurated with fibrine-exudation ; no signs of
tuberele anywhere detected ; mesenteric fat is plentiful,

The Cwmeum, with its Appendix, appears to be unaltered ; and nothing
strictly abnormal can now be seen in the Colon, or the Rectum so far

as preserved.

Remarks.—The etiology of this case remained obscure ;
drinking water had been certified as good; the season at
Deesa must have been unhealthy, since fatal Enteric (so-
called) has been simultaneously frequent amongst the British
troops there. Dr. Faulkner thought it may aiso occur in
the Native soldiery, under the name of ¢ Remittent’ fever ; but
that possibly the indigenous population by long residence
become less liable to suffer, and also suffer in less degree, than
the new-comers : young subjects seem predisposed. As to
symptoms the course of pyrexia, as recorded above and in the
Chart, appears to me nearly identical with that obszerved
in some other severe yet surviving cases of so-called
* Remittents’ with Relapse, ¢. g., Charts Nos. 84 and 36 of
Prate VII. in my work on ¢ Spirillum’ Fever’”’ ; see also its
Appendix B., p. 438 : and this datumis noteworthy, because
the ‘relapse’ was here distinctly associated with a severe
enteric lesion. I consider it doubtful if the first atbtack was
so associated, for the diarrheea and abdominal pains then
noted had apparently subsided before the second onset ; with
this event, however, wider or renewed lesion came on, which
probably progressed more slowly than in Cases 1 and 2 above.
That the lesion is essentially of the same character asin these
examples, I consider to be evidently clear ; there being in all
my specimens an absence of the morbid changes characterising
two of the three first stages of genuine Enteric, and an absence
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of limitation of necrosis to the areas of lymph-follicles, with
consequently a quite distinet aspect of the ulcer-lesions ; not-
withstanding that their common site and downward-progress-
ing intensity, and their penetrating tendency, demnonstrate
a near or ¢ generi¢’ alliance, so to say, with ordinary typhoid.
No other specific lesion of the Ileum that I know of, offers any
such close approximation of anatomical characters; and yet
manifest differences existing, the only reasonable inference

seems to be that there exists a whole group or class of imtes-
tinal septic lesions, which mneeds to be better identified and

considered apart. With all Dr. Faulkner’s conclusions I
cannot concur, but I feel indebted for the opportunity of
comparing his new case with my own ; since it has served
to widen the range of (so-called) ¢Remiftents’ complicated
with destructive lesions in the Ileum, and also further to
impress the necessity of minute and absolute accuracy in our
pathological records, if the present obscure relation of Typhoid
and Indian Remittents is to be made clear. Not a few medical
officers would, I doubt not, also have regarded the above case
as one of characteristic or genuine Enteric fever, even although
the lesions displayed are not precisely those of ordinary Typhoid;
and no one can deny there are reasonable grounds for holding
that opinion. That the site of the ulcers in the Ileum, their
subsequent spread, and occasional ending by perforation of the
bowel, approximate this disease to Typhoid, is a self-evident
proposition ; nor can there be any surprise that the clinical
symptoms resembled not distantly those of Enteric fever; for
the originating infection of the system might well have been
equally ¢ septic’ or ¢ pythogenic’ in character (septiccemia being
the comprehensive term for both), and the after symptomatic
symptoms would almost necessarily be alike. Only I find here,
as in the similar uncomplicated Cases 1 and 2 above, that the
ileac lesions present differed from those of European and of
genuine Indian Hnteric (known to occur in Native subjects, seo
. Parr II.) not mevely in degree, which would be a minor point ;

but also in their mode of commencement, which is a matter of
primary pathological import. Besides, it seems to me clear
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that the Indian septic’ lesion has comparativel y a late initia-
tion in the illness, and a diverse and comparatively rapid
course—hence therefore not being usuall y attended with early
persistent and peculiar diarrheea, as Typhoid proper commonl y
8.

Cask 8—Swmmary : Fever of 10 days'(?) duration and adyna-
mic tendency, terminating with pneumonie symploms : absence
of skun eruption and ileac gurgling, and the bowels not relawed ;
marked febrile movements unchecked by Quinine, and death
by asphywia combined with asthenia. At autopsy, the brain
wet, heart contracted, hamorrhagic spots and semi-gangrenous
paiches in both lungs ; liver large and flabby ; spleen enlarged
and Lightly infarcted ; the lidneys congested : there were several
petechve and wulcers towards the end of the Ilewm (ome or two

penetrating and perforation imminent) ; large intestine not wmpli-
cated. No tubercle.

The patient was a Hindoo vegetarian, wmt. 21, immigrant from N. India,
resident a year in Byeulla (a crowded suburh of Bombay), and by oecupation
a sweetmeat-seller. He lodged in a small dark room with another man,
who is reported well, and was brought to the J. J. Hospital on the
morning of 23rd June 1886 : it heing stated that he had been ill with * fever™
for some time, prohably more than 10 days as first said. Temperature 101-8°
F., the spleen enlarged and tender, and the bowels not moved for 5 days;
prostration and low delivinm present: Castor-oil, Bromide, Digitalis and
diaphoretics ordered, with milk diet. At night the pyrexia declined to 99-8°.

Second Day.—M. t. 100-4°, rising in the afternoon to 102'8°; resp. 32,
shallow ; pulse 120, soft, regular. His general condition was entered as
somewhat emaciated, pallid, prostrated yet irritable, speech incoherent, no
muscular twitching; the pupils contracted, conjunetiva not injected nor
head hot ; the tongue moist, pale, on the lips aphthee-like spots; skin dry,
no vibices or pink spots seen ; the abdomen not tympanitic or tender on pres-
sure, and no ileac gurgling; a stool passed in bed-clothes was scanty, semi-
liguid ; the urine retained and dribbling, Examination of the chest revealed
localised impaired resonance behind, on both sides, with augmented vocal
resonance and fine moist sounds, no sputum ejected. Liver not tender, it
projects somewhat below the costal arch ; spleen tender on pressure and
felt one inch heyond the hypochondrium : the upward limits of these organs
it was difficult to define satisfactorily. Urine drawn was high-coloured,
hazy, sp. gr. 1020, albumin §, chlorides 4, bile acids and pigment barely
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Abdomen—Petechi: on under surface of diaphragm. No peritonitis ;
about 3 oz turbid yellow fluid in pelvic spuce. Liver—Wt. 44 oz., deep
yellow tint, flabby, uniform; some traces of old perihepatitis. Spleen—
Wt. 13 oz., eapsnle thin, opaque in parts only ; substance dark, firm, with
faint yet distinet areas of lighter red eolonr, both on surface and within.
Kidneys —Wt. 4 oz., and 4} oz., congested, without visible coarse lesion :
their capsules easily separable.

Intestinal Canal.—Stomach contents bile-tinged liquid, mueous membrane
not injected. Duodenum— Contents yellow tinged, no lesion of mucosa
noted.  Jejunum and Ilenm—Moderately inflated, eoats of usnal thickness ;
the serosa clear, except at about 6 in. from the ileo-ceal valve at free edge
of gut a bright red spot & in. square, with a minute central opening (grey
slough) corresponding within to base of an ulcer, and very slightly smeared
with lymph around ; also 6 in. above this another less pronounced pink spots
and 3 in. further upwards a third red spot ; both these also corresponding to
deep uleers within, yet without actual perforation of the gut-walls. The
muscular coat not apparently altered. The mucosa above of ordinary pallor,
lower down the seat of hypermmic areas gradually darkening till the final
2—3 feet, where a deep inflammatory hue prevailed, ceasing abruptly at the
1.-c. valve. Upon this deeper-reddened surface and in line with the larger
uleers to be presently named (being sometimes blended with them but often
quite separate), are seen several longitudinal and more or less triangular-shaped
greyish streaks of superficial necrosis (? diphtheritic), measuring 4 to 1} in,
long. The Peyerian patches unaltered at upper part of gut—except by
villous pigment-dotting, which affected in less degree the villi thronghout—
were lower down, somewhat turgid, reddened and a little- raised, especially
near end of ileum, without however approaching the infiltrated fungoid
aspect of geniune ‘Enteric’ lesion. The solitary glands unseen, except
near the end, where several of them appeared to he considerably enlarged
and reddened. In the Jejunum were numerous small (v to L in.) seattered
sub-mucous hwmorrhages only sometimes corresponding in site to Peyer’s
patches. Within about 3 feet of the i.-c. valve, the mucous membrane
presents several (more than 1 dozen) deep and defined ulcers, measuring
from § m. to 1% in. at longest diameter, usually vet not invariably in an
evident manner seated upon the Peyerian areas; when small being of
rounded form, and when large being elongated and directed more or less
transversely to the long axis of the bowel. Those of lesser dimensions
might be situated at or near the attached mesenteric border of the gut, but
the larger always occupied a position nearly mediate at the free border.
Tn contour the larger ulcers were erenate or angular with pointed or starred
ends ; their edges scarlet-red, tumid and overhanging ; the base when visible
level and exposing either connective or mnscular tissue, or at points even
the serosa: a scanty yellowish slough might be seen covering some of them,
i part. The non-necrosed surface of the Peyerian patches involved, had
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generally the aspect of mere turgescence or tumidity, either marginal or
diffused, and without any effacement of the villi and small follieular pits
normally apparent, with the aid of a lens; and this remark held good even
close to the i.-c. vale, where most of all the Peyerian lesion might be thought
to resemble that of Enteric fever. These morbid appearances were strikingly
marked at the antopsy, whilst the tissue-vaseularity lasted, they become more
intensified as the end of the ilenm was approached, and they wholly ceased
at its lower valvular limit : neither ceecum nor appendiz ¢. vermiformis being
so abnormally changed. The mesenteric glands corresponding were some-
what enlarged, softened aud reddish.

The Large Intestine was but little altered in aspect.

The intestinal contents were noted as consisting above of yellowish mueus,
then of olive-green grumous liquid, becoming more consistent towards end
of ileum, and of light green tint: in the large intestine their aspect being
that of soft or semi-solid yellowish freces strealed with mucus. Over the
more inflamed ileum areas I found a somewhat inereased quantity of glairy
mucus usually bile tinted.

Vide PraTe le., figs. A and B, with their deseription; and also the
Table of Lesions below.

Clinical comment.—A case presenting a conjunction with the
intestinal nlcers of other prominent organic signs of acute septic
infection, and therefore significant of a near or common origin
of both sets of lesions, Judging from the hospital experience
(unfortunately nothing definite was ascertainable of state before
admission), I conceive the lung lesion and the enteric to have
been nearly cotemporary in origin and also of a common necro-
tic character. Both being sequelar to a different or milder
infection, and indicative of a complication wheh rapidly proceeds
to the destruction of life. There are hundreds of immmigrants
like this man to be found in Bombay, and many fall ill sooner
or later of “ Remittent fever'’: of these the majority recover,
some die, and the bodies of a very few can be inspected :
ulcers of the ilenm may be absent, it isevident they are but occa-
sional attendants—even rare phenomena—but how rare cannot
be surmised, because this sort of septic necrosis is acuter, less
extensive (though at least equally disseminated), and later
in date than happens in “ Typhoid”” proper ; and hence it is not
so clearly (if at all) manifested during life. The present patient
was freated in my Clinical ward, and the pupils had distinctly
made out a pulmonic lesion (lobar pneumonia, double) ; but we
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st Day.—T. 98-2, p. 96, r. 86 ; no stool, asthenic state increasing. L.
t. 992, one stool: no deliviom.

2 Day.—T. 97°, p. 80, r. 44 ; extreme asthenia, not stupor ; no stool,
urine passed in bed. E.t. 99°, rallies a little.

23rd Day.—T. 98°, p. 100, r. 50 ; no amendment. E.t. 98°,

94th Day.—T. 97°, p. 96, r. 48; gradually sank this evening, the t. TSI
previously 101°4°  (Chart appended. ) Treatment—Ouinine in full doses ;
liquid food and stimulants.

Autopsy.—Emaciation ; the blood fluid, thin, dark. Chest—Lungs re-
tracted in front and pale, behind gorged with blood hypostatically ; weights,
richt lung, 1 1b. 10 ozs. ; left lung, 11b. 8 ozs. Heart flabby, small, pale
clots on left side ; valves normal; weight 8 ozs.

Abdomen—Intestines contracted, serous surfaces dry. Liver substance
firm, uniform, anterior edge rounded, tiut nearly normal, with a paler patch
on upper surface 1 inch square and extending deeply within ; wt. 3 1bs 1 oz.
Pale yellow bile in gall-bladder. Spleen hardly changed any way ; wt. 9 ozs.
Kidneys—No change but some congestion; combined wt. 8 ozs. Stomach—
Mucous membrane injected, contents aleoholic with curdled milk.
Duodenum—3Slightly congested, yellow mueous coating. Jejunum—The same
with seanty milk clots. Ileum—Alike, but towards lower end some localised
dark patehes with hypereemia and uleeration of 5-4 Peyer’s patches in part,
and solitary glands (?) a few ; the corresponding mesenteric glands rather
large, pink and soft. These changes not very prominent; the ileo-ceecal
valve unaffected ; for other details see the Table below and Prate 1, Fig. 2,
Large intestine—Contents yellow masses becoming feculent towards its end ;

no inflammation or uleeration, or even congestion, except some red patches
i the caput cacs.

I noted that the intestinal lesions appeared slight in ecomparison with the
syvmptoms of exhaustion, and that they did not resemble Typhoid lesions.
Also that the characters of the stools, as recorded, might be accounted for,
partly, from the liberal administration of a milk diet.

Clinical comment.—Ordinary Remittent fover seen late, and
marked by asthenia. The great rapidity of breathing remained
unexplained. The intestinal lesion was, compared with other
stances, insignificant ; and probably had no essential counec-
tion with the diarrhcea noted. The case occurred before this
enquiry was instituted, and before the siguificance of the
Peyerian ulcers was surmised: but it is worth recording for its
pathological interest, and its connection here as showing a
minor ileac lesion concomitant with pronounced general symp-
toms. Therefore such lesion does not, as is asserted of Ty-
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phoid, determine the course of a case: if this assertion be
disputed (as it well may as regards Typhoid), then a certain
similarity of nature appears between bhese two analogous
aud (as I think) pythogenic or septic affections,

Casn o.—Summary : Remittont (?) fever of about 8 weeks’
duration; temperature at first high, pink spots or diarrhea not
seens pain in right side, thirst, wandering, sudden fall of
temperature, and death 4 days after admission. Autopsy— Brain
unchanged ; at apex of right lung a pale wnfarct, at base of left
lung a large ecchymosis; towards end of ilewm numerous large
petechiee, some conneeted with ulcers within, often at least Peyerian
o site ; mesenteric glands slightly enlarged : deep hyperemia of
ccecum, sume congestion of colon, no ulcers here, but the meso-coceal

glands enlarged; pale infarcts in liver and spleen, Tubercle
absent.

A Hindoo vegetarian, st. 40, from N, India, resident 4 years, Serving as
Ramosee or watchman in the Bhendi Bazaar—a very crowded locality of the
Native town ; robust and said to indulge in drink. After suffering from fever
and diarrhcea of some 3 weeks’ duration, was admitted in an enfeebled con-
dition ; t. 102°, p, 108, thirst excessive, the spleen somewhat enlarged, abdo-
men supple and free from uneasiness, no iliac gurgling felt or pink spots
seen.  Next day t. 103°, p. 116, much thirst, tongue pale and dryish, no
headache, wanders a little, but is not in a state of stupor, and lies on the side.
E t. 102:4°, p. 116, r. 40, still wandering, one stool passed, not kept;
urine sp. gr. 1016, pale, clear, acid, no albumen. He now complains of
severe pain in right side, liver not enlarged and no marked dulness of r. lung ;
1t seemed to me that this day’s phenomena might be ‘acmal’ in character,
Third day—T. 100°, p. 108, r. 36 ; no sweats with this partial defervescence,
has vomited ; he has rallied somewhat, being less oppressed (had Potassium
Bromide last night); tongne not so dry; he still complains of pain in the
chest. B, t. 103%, r. 120, p. 48, no chills before this exacerbation, no cough ;
has pains in the joints and much thirst, tongue not dry; no headache; is
quiet and conseious, muttering at times. Fourth day—Became excited and
restless during the night; prompt defervescence early this morning, and
unconsciousness : pupils equal, dilated, fixed; the last t. noted 979, and
falling. Treatment directed to symptoms. Quinine was given and sedatives ;
then stimulants : liquid food. Chart appended. '

AuTopsv 3 hours after death.—No vibices or jaundice : blood fluid, setting
soon on exposure Head—Scalp not congested ; dura moderately adherent,
paleish ; arachnoid smooth, clear ; pig rather pale, moist in dependent parts ;
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brain substance pale, firm, convolutions rather shrunken, clear serum in
ventricles ; no obvious disease. (Note that brain examined last, and after
large vessels in chest drained of blood.) Chest— Heart : distended with fluid
blood, specially right side ; substance pale, softish ; valves normal; a few
groups of minute petechim at base behind, beneath pericardium : much clear
serum in p. sac: wt. of heart 10 ozs. Lungs: Pale, collapsed in front, and old
adhesions on left side. Left lung dry, healthy-looking throughout, except
some hypostatic congestion, and a few dark collapsed lobules dispersed,
and at base a large diffused pleural and sub-pleural effusion of blood over an
area of 2 sq. in., and } in. thick, with a corresponding effusion upon the
diaphragm and in its tendon. Wt. 12 ozs. Right lung: the lower and middle
lobes healthy, only congested somewhat behind : the upper lobe is distend-
ed, firm, reddish, smeared with lymph and nodulated ; here is a central de-
fined condensation of the air-cells, tough, pale red, wet, streaked white,
with purulent foei and small inflamed areas around in the denser parts
bits of which sank in water. Not much blood in this lobe, plugged vessels
not seen with a lens. Wt. 16 ozs. The Bronchial glands unchanged, and
bronchial tubes rather pallid on both sides. Abdomen—Peritonenm clear,
bright, moist, a little reddish effusion clotting on exposure : no parietal
petechie seen. Diaphragm pushed up; omentum thin, pale. Intestines
inflated, free, thin walled ; spotted with blood in coats of some central folds,
The stomach pushed up ; its anterior surface presents a hright-red defined
petechial effusion, running transversely, 3 in. by 2 in. wholly sub-serous and
fading much after soaking 6 hours in carbolised water ; the mucous mem-
branes pale and unchanged throughout. Duodenum—Normal in aspect,
yellowish mueus plentiful. Jejunum—Also quasi-normal, Ilenm—Also un-
changed until the lower 5 feet, when numerous disseminated bright-red
patches and streaks appeared, § to 1% in. across, either quite limited to the
outer coats of the bowel, or loeally connected with uleersin the lining mucosa ;
my impression being that the petechiz preceded the uleeration in those last-
named spots. These local hiemorrhages varied in site at cirevmference of the
gut, aud also in depth of tint, some being early eflaced on soaking. The
mucous membrane within was generally pallid or at most pinkish in parts,
not injected ; covered with clear mueuns, or thin vellow -stained mueus, or
with scanty semi-solid yellow fecal streaks and clamps, which when covering
an ulcer were uualtered in aspect. The ulcerations seen in the ileum are
deseribed in the Table below: they were numerous and commonly small,
not at first sight necessarily or usunally connected with lymph-follicles, and
not largest or most numerous nearest the ileo-caceal valve ; though not found
at upper part of the intestines. The Peyerian patches and solitary glands
not generally prominent, nor were the mesenterie glands in this region con-
siderably altered. Even when the site of uleers, the P, patches were not
otherwise more changed than elsewhere, being at most a little turgid and of
pinkish hue. Probably, however, all the larger ulcers at the free é{lge of the
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gut were really seated ona P. pateh; and their own size was about the
same, whatever the dimensions of the follicular area may have been or was
seen to be. (Vide Prare 1, Pig. 3.)

Large Intestine—Mucosa deeply hypermemic, yet free from nleer or erosion
at the eieenm ; the mesenteric glands here enlarged and reddish, and some
streaks of petechial effusion behind the gut, in the loose connective tissue:
the Appendix emei unchanged. Colon—Mucosa moderately vascular, show-

ing no morhid changes ; fweal contents becoming consistent, scanty. Rec-
tum—Quite normal, solid faecal matter here.

Liver—Enlarged, wt. 3 lbs. 12 ozs., rather pallid, the larger blood-vessels
filled ; tissue on casual inspection unaltered, except a rounded pale spot 1}
in. in diam. on upper surface of r. lobe, infarct-like and extending 1 in. deep
within. Dark brown, thickish bile in call bladder.

Spleen—W¢. 7 ozs., consistence normal or softish ; capsule thin, clear,
surface indistinetly mottled with largeish light and dark areas: Malpighian
bodies not distinet. Kidneys—Alike, joint wt. 10 ozs., pallid, capsule thin,
moderately adherent ; substance pale (right) or congested (left): no evi-
dent disease. Lumbar glands—Hardly enlarged, pinkish, soft.

Partial mieroseopic examination revealed some granular degeneration of
the heart muscle-fibres ; slight fatty degeneration of cells in the pale liver-
sput; a normal state of the renal epithelium ; no bacteria seen after addi-
tion of acetie acid, in these tissues, or in the pleural extravasation.

- Clinical comment.—A case of *“ remittent” fever which ter-
minated in a group of phenomena deserving of attention: for
here is proof of the real nature and genesis of the intestinal
lesion nnder discussion, and evidence of its association with
a blood-deterioration sequelar to some other infection. No
testimony could be clearer than the above, if'it be allowed that
the man had been suffering from “fever” for three weeks pre-
viously ; and I took pains to learn all that was possible regard-
ing this pomt, with the result of eredence in his statement and
his friends’. To my apprehension, the terminal phenomena
witnessed belong to a culminating event, acute and brief. The
sudden pain in right side 36 hours before death, may be asso-
ciated with the state of the right lung found: some of the
petechial effusions may have been earlier, others later in date :
all the ileac ulcers appeared recent, and of nearly common date
(thereby differing notably from ‘typhoid’ lesions). It is possible
that pre-existing uleers had determined the site of petechial
extravasations, yet there was no sign of free heemorrhage within







&

84 ON A PEYERIAN ULOER-T.HSION,

the unmixed vomit was a greenish liquid. In spite of active stimulant
treatment (ineluding the sub-cutancous injection of ether), he remained in
the above semi-collapsed state for 36 hours, finally becoming restless and
breathless.  In general the symptoms were not these of eholera or of uremia,
nor did they sugeest to me any idea of the extensive * dysenteric” lesion
present; the collapse here though probably intensified by neglect of prior
treatment, seemed to be partly post-febrile and partly toxmmie,

AUTOPsY.—Tlmaciation : no vibices. Blood fluid and dark. Lungs—wts. 14
and 12 ozs, healthy, the right partly adherént (eld). Heart quasi-normal :
wt. 8 ozs. Abdomen—No petechiwx in peritoneum : liver pale, somewhat
eirrhotie, wt. 3lbs; thin greenish bile in gall-bladder, similar to contents of
duodennm, stomach and vomit. The spleen livid, softish, free from infarets,
wt. 7 0zs., capsule thin. Kidneys, 4 0zs. each, capsule rather adherent, cortex
pallid, flabby, friable uniformly ; medulla normal ; the urinary bladder con-
tracted.  Stomach—Serosa clear, mucosa closely spotted with stellate and
punctiform petechiz, most numerous towards pylorus ; no uleer. Duodenum—
Moderately vaseular, no softening or erosion. Jejunum—Mucosa pinkish,
hyperzmic in places, and 3 feet from pylorus onward, marked with several
minute transverse dark streaks due to blood extravasation in sub-mucosa of
valvule conniventes ; at 3 feet lower down » an angular uleer (£ in. broad) in
the centre of an elongated Peyer’s patch, seemingly normal in all other
respects; edges of uleer of vivid red tint, base level, greyish marbled ; an
opaeity of the walls of the gut here, but serosa unchanged, or rather a little
depressed, and veins around turgid and tortuous; the likeness to the ulcer
in Case No. 5 very striking ; no other seen near  Ileum—Mucosa hyperiemic
in places, Peyerian patches generally unchanged if not somewhat atrophied,
till below some arve dotted with ved points, effaced on keeping ; at the ileo-
cecal valve the P. patches more distinet, yet not diseased. Walls of bowel
generally thin and dilated ; mesenteric glands somewhat enlarged below.
The Large Intestiue was universally ulcerated and neerotic along the ridges,
hardly any normal mucons membrane remaining, that lefi forming red
and turgid areas between the grey sloughy streaks: the solitary glands not
especially distinet; the museulosa (contracted) largely exposed in parts.
The colon was more affected than either ceum or reetum. Contents the
same pea-soupy liquid as passed by stool; no heemorrhages, and mucus-
clumps scanty; the meso-colic glands rather large, soft, red.

Clinical comment—See that on Case No. 7.

Case 7—Summary : Aeute intestinal trritation (? fever) end-
ing wn collapse after a weel’s (1)illness; 3 days only in hospital.
At autopsy slight p whmonary apoplexy, hyperemic and inflamed
areas towards the end of the small intestine, with several seattered
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streaked a deep red.  Another P, pateh of moderate dimensions, pallid and
a little tumid ; wucosal area streahed red. A P. pateh upon an intensely
inflamed area around, itself less evidently hypersemic; a fine bran-like as-
peet of the mucosa (eroupous exudation on tips of the villi) hereabouts ;
by transmitted light the glandular patches are yather more translucent than
the rest of the mueons membrane ; three other P, patches following in a
similar condition: another large, greyish, defined yet not diseased ; mucosa
now of pale pink hue, On the next P. patch, at its side and lower end, an
uleer 4 in. long, ovoid, edges tumid, highly influmed towards the eommon
mueous side, deep, fnnnel-shaped, obliquely direeted, the narrow base coveresd
by a yellowish slough reaching to the serosa which was unaffected: the
remainder of the glandular area greyish and thinned, follicular pits rarefied ;
edges of the P. patch well defined by bighly targid blood-vessels of vellow-
ish hue, with double lateral white streaks on a deep red fringe, and similar
eroupous streaks at edges of pateh, and in less degree over its surface. (Vide
Prave le, Vig. A)) Next an unaffected P. patch, with hyperaemia of the
general mucous area; then another pateh with a small rounded uleer at its
lower end and side, upon a limited inflamed area, shelving, deep, sloughy at
bottom: highly turgid vessels in connection with this glandular area
generally rather thinned.  Then follows another clear pallid]l mucouns space,
presenting only a few transverse red streaks over about 8 inches of the gut.
Then an intensely inflamed avea, which, with a brief interruption, extends for
an equal distance nearly as far as the ileo-cxeal valve : Lere being seen, first,
a large P. patch of deep-red tint with a greyish coating; surrounded by a
deep inflamed border, almost black in hue, yet still covered with a greyish,
croupous coating; at its upper end 3 uleers, one being minute : at the side
1z a small P. pateh with an uleer upon it: below, are two other small uleers,
and then a larger P. pateh more deeply inflamed, and with several larger
uleers upon and around it. Close to the ileae valve the P. patches are not
inflamed, and ab edge of valve the mucous membrane is pallid. The total
number of uleers secen was about 12, and there were many indieations of
incipient atrophies and necrotie spots, besides. Dimensions varied from 3
m. to 1 in. across, or more: the firm was round, angular or branching :
edges generally tumid and reddened, more especially towards the general
mucous surface ; the margin towards the pateh being level and pale in com-
parison, and also less abrupt. Within the outer edge paler nodular projections
were nsually visible, indieating either persistent yvet necrosed follicular por-
tious, or infiltrated lines of sub mneons connective ; narrox translucent lines
separated such nodules and had offen a vadiating disposition ; next fullowed a
greyish adherent sloughy stratum (2) of connective tissue, and finall y at the
bottom of the uleer little remained but a thin, semi-translucent and colourless
layer, which upon section proved to be the musenlar and serous coats—paler yet
havdly thinner than normal.  So far as appeared, these lesions were the result
of combined sloughing and moleeular cisintegrabion of the mucosa and sub-
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others. T am not aware if this remark has been before made.
The available clinical data are too brief and imperfect to warrant
a discussion of individual symptoms: case No, 5 appears to
afford the clue to genesis of the lesion in a characteristic form :
and the earlier instances narrated are not contradictory thereto,
since hyperemias and blood-stases have always been noted in
connection with the ulcers. As to their relationship with
forms of dysentery, the absence of bacteriological data excludes
any debate ; and as yet, only clinical facts can be recorded.

Sinee the above comment was written, another remarkable
instance has been witnessed of sudden and intense ‘enteritis’
with paralysis of the muscular parieties of the small intestine
(the peritoneum being also somewhat inflamed), and such a de-
gree of obstipation as to warrant the operation of enterotomy :
the young man (a foreign immigrant) died 20 hours after
admission, and I found disseminated patches of acate inflamma-
tion chiefly towards lower end of ileum, and usually implicat-
ing Peyer’s patches, though not exclusively so, nor were the
patches ulcerated : indeed, the only ulcer seen was a small one
as high up as the duodenum, and this had the punched-out
edges and irregular shape characterising some of the samples
under notice. Aecute blood-toxmmia, with enteritis and
collapse, seemed the only likely diagnosis; of intensity and
extent and possibly of kind, surpassing and diverse from the
series just indicated. The large intestine was healthy-look-
ing ; there was no obstruetion, and no suspicion of wilful
poisening. :

Case 8—Summary : Remittent (?) fever of 10 days’ duration
in @ Native Christian ; pyrexia suddenly declining, with super-
vention of deep jaundice and prostration without stupor, death
on reputed 17th duy of illness. At autapsy liver large and pale,
ecwewm and colon were much inflamed : o distiact wleer on a
Peyer’s patel near the ileo-ceecal valve. No tubercle.

A Goanese tailor, wt. 30, of intemperate habits, resident in Bombay for 25
years, and of late dwelling at a “club’ at Mody Bay—an unhealthy quarter
in the Fort; reported to be ill for 10 days with ©fever' of paroxysmal
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type. On admission (October 1884) he was prostrated, thirsty, complain-
ing of severe pains in the joints and over the liver; ho diarrheea or pink
spots : t. 102, p. 108. Next day a prompt defervescence with sweats and re-
lief to the pains, but the hepatic enlargement and tenderness continued and
deep jaundice supervened. With some brief evening exacerbations (t. 100°),
the budy heat declined from 98° to 97° in the course of the next six days;
the pulse also falling from 96 to 80 or less, whilst the prostration became
more intense—hiceup, rigor and a erop of petechize were noted on the fourth
and fifth day, the hepatic uneasiness also persisting. A loud hemic mur-
mur became audible, and an asthenic state set in without stupor; pupils con-
tracted ; the stools scanty and putty like; no albuminaria. The patient
was restless and moaning, vet conscious till his death, 7 days after admission,
and on reputed 17th day of illness. (Chart appended.)

Avurorsy.—The brain pallid, lungs inflated and pale, heart eistended,
the liver much enlarged and palish, wt, 4 1bs. 6 oz. ; spleen rather small
and firm (8 ozs.) ; kidneys pallid, with small blood-specks in their capsules.
The small intestines inflated, thin walled; and towards end of ileum the
Peyer’s patches reddish with some congestion around, but no ulceration,
except at one spot near the ileo-caceal valve, at the edge of a pateh other-
wise hardly altered : this ulcer measured nearly 1 inch long, was rather deep,
and had a grey slonghy base, with slightly puckered margin. The solitary
lymph glands and the mesenterie, did not seem implicated. Cmeum deeply
inflamed, its rugae black with narrow grey sloughs along them; a nearly
similar aspect in ascending colon, diminishing towards the rectum. Pale
ficees (as first passed) in the ileum; grey and pink ficces (as last passed)
in the colon. For other details see the Table below, and PraTe 2, Fig. 5.

This datum is clinically useful as serving to illustrate the order of new
events, after abrupt cessation of primary pyrexia; being such as in the eor-
responding instances of the spirillar infection, led me to infer the superven-
tion of a secondary and quasi-septic toxmmia. Ulceration in the ilenm was
not seen in Relapsing Fever at Bombay, vide * Sp. Fev.,” p. 282. _

The above case has been before described in Trans. Med. and Phys. Soe.
of Bombay, New Series, Part VII,

Clinical comment—See that affixed to Case No. 7 above.

Case 9.—Summary : Sloughing uleer of the foot and dysen-
tery in an Arab tmmigrant, who dicd 12 days after admission.
At autopsy, in the large intestine widespread sloughing and per-
foration of the cweum ; in the end of the ileum a few dysen-
teric uleers unconnected with Peyer’s patches, and also on one
patel a small uleerous excavation of a similar aspect to that in
Case 8.
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Mussulman (Arab), mendicant, stranger, wt. 20, admitted with a slonghing
ulcer on the left foot, of 2 months' duration : a eachectic subject also suffer-
ing from acute dysentery. During the 12 days he survived there were daily
paroxysms of fever (100-2°) ; treatment was of no avail. The autopsy reveal-
ed recent peritonitis, with extensive necrosis of the mucosa of the large in-
testine and perforation at the cmeum of its walls: the sloughing process
ceased at the ileo-ceal valve, but dysenterie uleers bad encroached upon
the lower 12 inches of the ileum, avoiding rather than implicating Peyerian
areas. On a small pateh 3 inches from the valve, I noted a spot § by § in.,
which looked like the uleer in Case No. 8, and was seemingly quite distinct
from the other dysenteric lesions. Around it the lymph-follicles of the
pateh were of normal aspeet. Upon another Peyerian group abuve this,
were a few narrow transverse lines of erosion resembling those of dysen-
terie uleers, but the change was little marked. Solitary follicles not pro-
minent in either small or large intestine. See Prate IT., Fig. 6.

Clindeal comment.—An example here given as illnstrating
the concurrence and yet the differing character, of this ulcer-
lesion and that belonging to dysentery when encroaching
upon the ileum: there are now others described, illustrating
the same important points.

Case 10.—Summary : Diarrhea for 3 months in an opium-
eater latterly exposed to malaria, terminating in ewhaustion.
Pyrewia not witnessed. At the autopsy a small chronic abscess
under the diaphragm, evtensive honeycombed wulesration of the
large infestine, and nwmerous atrophic nleers towards the lower
end of Ilewm conneeted with Peyer’spatches, and characterised by
their deep indigo-blue margins., No tubercle. Scorbutic diathe-
sts not defected.

Patient @t 56, Hindoo (washerman), employed on the Matheran wooded
hill sanitarium, where he stayed till after beginning of the late rains, and
whence becoming ill he eame down to Bombay and to hospital, being admit-
ed 30th June. An asthenie and cachectic subjeet, addicted to opium-eating :
complains of burning pain in the abdomen and looseness of bowels for the
past six weeks : no abdominal tenderness present. Ipecac. and opium were
ordered, and two days later the stools were seen to be yellow and feculent
though frequently passed. Subsequently the frequency and aspect of the
motions varied from day to day—a nob uncommon entry being * stools
feculent,” sometimes there were no evacuations during the day. Pyrexia
not nobiced.  Acetate of lead, pure opium or Dover’s Powder were by turns
administered with 1o permauent benefit ; without the narcotic, abduminal
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pain increased. After about 2 wouths stay in hospital and resumption of
his opium boluses, & little castor-vil was given, which was followed by stools
described as copious, watery, greenish, with feculence and traces of blood ;
then “ motions large, feculent, without blood”; again watery diarrhcea un-
checked by lead, continued loss of strength and final exhaustion 53 days
after admission. The diet latterly had been wholly of milk.

Avropsy—Marked emaciation. The lungs congested hypostatieally and
cedematons, Weights 17 and 10 ozs. Heart, wt. 6 ozs; its aortic valves
atheromatous and so the aorta to a wide extent. On under surface of
dinphragm, on the right side and deeply indenting the liver, was a chronic
abscess, the size of a small orange, thick-walled and containing curdy pus.
Liver of healthy aspect: wt. 30 ozs. Spleen wt. 6. ozs; its capsule opaque.
Kidneys, wt. 3 ozs. each, and much congested : a eyst § in. in diameter on
right side. Small Intestine—Little altered in aspect, except that its mucous
surface presented within the lower 10 feet many hemorrhagic spots of small
size and chiefly limited to Peyer’s patches. The large intestine showed
large tracts of honey-combed uleeration, seated on a plum-coloured mucous
area.—(P. M. Records of the J. J. Hospital.)

Description of the lesions in the [leum—Coats of bowel much thinned, the
serosa and musculosa generally otherwise unchanged : the mucosa within the
last 8 feet or so showed about a dozen ulcer-like spots, each of which was
surrounded by a deep blue edge, this tint encroaching upon the depressed
area and also for 3 in, upon the adjoining mucous surface. Smaller bluish
stains, evidently submucous in site, were occasionally seen near and between
these spots ; and larger areas of deep rved congestion also, along the valvule
conniventes and at edges of several Peyer’s patches. Such morbid appear-
ances were not most marked at lowest end of the gut, or nearest the ileo-
ceecal valve. The first trace of manifest lesion was found about 7 feet above
the valve, at the upper end of a Peyer’s pateh, the follicles of which were
nearly effaced by atrophy and slightly streaked red ; 10 inches below was
another depressed pafich, showing 4 small uleers bordered blue and with
much hypersemia around ; 8 inches below, a blue-edged spot with no follicles
seen NEAr then a small patch only thinned; then, a follicular blue-edged
spot longitudinal in direction, a similar spot not evidently follicular, and 2
inches lower a blue spot at upper end of a P. patch similarly atrophied: 15
fnchea below another blue spot upon a patch, with one smaller ? incipient at
its side ; 0 inches lower a patch having 4 small deep blue spots and paler
spots outside: 6 inches down another Peyerian spot with spots near
uutsul:a, then two patches simply atrophied, and 15 inches lower a deep blue
PB}’ETIEIII spot with, others near; 6 inches below a patch merely atrophied,
and again 4 inches lower ; near to the end at the ileo-cceenl valve the P.
pﬂ.tlt'hlas were il.:ldiatinut through wasting, some bluish stains were visible and
;:::E‘;i :T;:l ?:;z;?:: ?l :alit:)e':. ﬂTI:te imicous hyperemia was rather deepest

ecidedly less pronounced, The mesenteric
¥
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glands at the junction were somewhat enlarged and reddish, but not opaque.
The ceecum was hyperemic and showed many narrow, transverse, mucous
ulcers having a deep blue edge ; and so in the asecending colon. The esmeal
appendage was 10 inches long and bhad a divertieulum | condition
unchanged. The congested hue and also the deepgindigo tint, quickly disap-
peared on soaking the specimen in carbolised water.

Minute evamination.—The blue spots measure ¢ in. to 1 in., are rounded
or angular, either transverse or longitudinal ; they are connected solely with
the sub-mucosa and its overlying mucous membrane, exposing however the
musculosa at deepest middle part, without any opaque infiltration of it or of
the serosa. At first sight they resemble veritable ulcers, but really are
rather defined areas of atrophy and depression over which traces of the mucosa
tend to persist, except at deepest point. The margin is turgid from vascular
nfiltration of the sub-mucosa; it shelves inwards layer by layer, as it
were, but is abrupter and may overhang at the outer mucous-membrane
side : a puckering around may be noticed. The floor also slopes inward a
little, and is nodulated at the sides, the blue tintis deepest in the sub-mucosa,
and does not pervade the deeper coats ; although upon the serosa outside a
slight darkening and depression may be noticed, indicating the site of lesion
within. On section, there is no sign of enlarged lymph-foilicles; the villi
and Lieberkuhn tubes being, however, hypertrophied and expanded at the
burgid margins of the spots; and upon the lower level part of the edges
broad flat villous folds, often radiating, replace the normal villi and gradual-
ly subside towards the bottom of the spot. The apertures of the L. tubes
also here become rarefied and stretched, before finally disappearing. The
lymph-follicles of the patch seem simply to waste and shrink, there being
commonly no elevation or opacity amid the tubular circles indicating their
nabural site. The nodular elevation beneath the edge and upon the de-
pressed spot may possibly be follicular, but commonly they seem due to
mere opacities in the sub-mucous connective tissune, and besides elsewhere
the follicles do not show more opacity but rather less than normal. The
deepest point of these quasi-ulcers is sometimes so translucent as to give
the impression that perforation of the gut would have happened, had life
continued longer; yet the outer muscular and serous coats of the bowel are
not necessarily thinned, at the transculent part. For drawing of uleers see
Prate 1 ¢., Fig. B,

Clinical comment.—A case remarkable for displaying a more
chronic form, and thereby perhaps a clearer demonstration of
the mode of formation, of the ulcer-lesion under review. There
15 also the peculiar feature of a deep blue-tint (? due to Indican-
pigment) of the submucous blood-extravasations, and of the
atrophic ulcers resulting from such effusions. Also the con-
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supposed that there then ocecurred aca.,ttered embolisms 1n
some minute vessels at certain places in the Ileac mucous
membrane, leading promptly to the formation of necrotic ulcer-
lesion : and as the abdomen now became rather more retracted,
and continued free from uneasiness and mucouns flux, it may
also be inferred that the local morbid process if irritative was
yet still strictly localised, The three febrile paroxysms follow-
ing were not, I was told, either preceded by chills or followed
by sweats: it seemed to me that they acted as a sort of
stimulus to the system, for the time : declining after the first one,
no sign was given of the abdominal lesion (an enema adminis-
tered on the 14th day producing only a single evacuation),
antil sudden perforation of the gut on the 16th day. Febrile
reaction was slight, but the pulse and respiration quickened :
this sufferer survived somewhat longer than Dr, D.’s patient.
The Chart shows how little the pulse and the respiration were
allected towards the close of illness, declining even when the
febrile paroxysms had begun ; it is worthy of study in this res-
pect, Conjoined with the preceding, the present Case ac-
quires additional emphasis as proof of a characteristic febrile
complication, whose adventi and course may be very obscure ;
and which alone may destroy life in a manner hitherto unsur-
mised—independently, that is, of the ‘enteric’ lesion proper.
The instance was, indeed, entered in my private notes as pro-
bably one of the ‘pure pyrexias’ typical of Bombay °remit-
tents,” as nsually seen ; free from any striking complications
during their two or three weeks’ course, or even much longer,
and unchecked by Quinine. As in No. 2, the existence of the
abdominal lesion was not even suspected: yet both resemble
“ T'yphoid” in the gradual onset of illness, progressive course
of pyrexia, resistance to ordinary treatment, and a certain
mode ofdeath in 2 to 3 weeks, and even as regards both region-
al and special site of morbid lesion : only during life the usual
signs of such lesion were undetected, and eruptive spots were
few or absent, and after death the lesion found was not quite
the same as in ordinary ‘enteric’ fever.

Chart 3.~ Although the Ileac lesion was pronounced, yet the
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chart ia.iua?it-a.bly bref and too much influenced, no doubt, by
concurring severe complications to permit of servicable com-
ment. The E'E’Eﬂ]iﬂgly '[JEI‘(}}E?SIIJH-I course of the I}Fr&xia was
thought remarkable at the time: see also Remarks submitted
with the Case itself,

Chart 4 displays a not unusual gradual subsidence of an
attack of * Remittent’ fever. The enteric lesions were compara-
tively slight in degree, yet their occurrence at all might be
significant of an alteration in the state of the blood shortly be-
fore death : the ulcers seemed, too, rather less recent or exn-
berant, and their formation may have coincided with the febrile
exacerbations noted about the 19th day of illness. The much
quickened respirations without a corresponding lung-lesion or
cerebral disturbance, points, perhaps, also to blood-deteriora-
tion : the pulse was hardly quickened in proportion. Other
comments are with the Case.

Chart 5. There is not material here requiring long notice ;
the tendency of pyrexia to remit and to final collapse, is how-
ever noteworthy in connection especially with the following
Case No. 8. The patient here was admitted after collapse had
supervened, and his chart is introduced mainly for complete-
ness: the low and falling temperature indicates approach of
death ; and this instance may be regarded in connection not
only with the preceding, but with the following Case No. 7,
the three examples forming an instructive series of intestinal
lesions differing in complexity, yet doubtless not “without
etiological affinities: see Remarks offered with Case No. 7.
Chart 8 seems to belong to a similar crisis-fever series.
Unfortunately, the character of the prior febrile illness was
unknown : the phenomena witnessed seemed all post-eritical,
and must have occurred almost simultaneously, or within the
period of at most 4 days before death—being in succession
hepatic pain and deepening jaundice, with pale stools: 3rd day,
rigors, heemic bruit, skin-petechiee ; 2nd day, abdominal ten-
derness and several pink-coloured stools: some brief febrile
paroxysms intervening. The Peyerian lesion itself was only
cursorily neticed by me at the autopsy ; though comparatively

i
- e e e L]

i




ON A PEYERIAN ULCER-LESION. 4.7

insignificant, its associations render its presence well worth
attention.

The highly-varied clinical conditions (within limits doubt-
less not undefinable) under which the ulcer-lesion in question
has been noticed to occur, constitute in my opinion one of its
chief features, and indicate its general character, as contrasted
with a specified disease snch as typhoid’; but this view con-
cerns particulars, and a wider generalisation rather points to a
connection of the whole series of ¢ Septic’ with both ¢ Typhoid’
and the ¢ Malarial’ fevers. How far “ typhus’ (exanthematicus)
and ‘relapsing fever’ (f. recurrens) could be brought under
the same head, will be differently estimated by physicians.
Septicemia is of a two-fold character ; and only some forms of
toxmemia, and only certain pathogenic organisms, reveal their
operation in the body by a gross visible intestinal lesion :
chemical and bacteriological research will probably soon dis-
tinguish such varieties, without however separating them from
the rest of the common sepsis-series.

Onart of Case No 2.—1This supplementary instance, which
has unavoidably been intercalated in the text, though differing
in certain features from the rest, still, I doubt not, belongs to
the same series. The Chart is unusually complete as regards
bi-daily temperature observations; and it presents an example
of ‘Fever—first of all termed ‘remittent” and afterwards
‘ typhoid’ or ‘enteric’—which is marked by a distinct ¢ Relapse.’
Such examples are comparatively rare, but have long been
known to me as characterising some attacks of the Bombay
‘remittents’ ; and, so far, approximating them to European
‘ typhoid’ (* Spirillum Fever,” p. 442). It was during this
second event, or relapse, that the enteric lesion supervened, or,
at least, so rapidly spread as to entail a fatal termination; and
during its course, the temperature was rather more sustained
than in the first exacerbation, having also about the same
duration—see the Chart itself. As usunal with the € septic’
fever, clinical indications of the local mischief—large as this
prf:-ved.tn be-—were by no means prominent, or even clear :
this point offering a distinct contrast to ordinary pythogenic
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ON A PEYERIAN ULCER-LESION. 59

Aufopsy 3 hours later, at which I was present and earefully serutinised
the parts when fresh, as well as repeatedly later when preserved. Diffuse
peritonitis with soft adhesions of the distended small bowel, and some
turbid liqnid effusion. Termination of ileum lodged in the pelvis and
collapsed; the whole length of large intestine contracted and hidden.
About 3 feet above the ileo-coecal valve and somewhere near margin of pelvis,
where ]}'mph and tubereles on the seross were mostabundant, the calibre of
the gut had suddenly undergone a change without there being any cicatrisal
or other mark of tight obstruction—though possibly a twisting had also
been present. The coats of the upper distended bowel were much infiltrated
with gelatinous matter, and all the mesenterie glands were enlarged, reddish,
soft, and imbedded ina similar material. Vascularity was not excessive,
short beaded lines of whitish tint could be detected along the serosa in several
plices, chiefly in the sub-serous tissue and soft adhesions. On laying open
the intestines, the mucous membrane above (duodenum and jejunum) was
found highly cedematous, darkly pigmented, hardly softened; and reddish
in places where some shallow, transverse erosions could be seen: Peyer's
patches net apparent. Four feet onward in the jejunum, a narrow, vivid-
red, and turgid uleer (1} in. by § in.) along one of the valvule conniventes,
at the free border of gut but not distinetly Peyerian in site; a few inches
lower other uleers, also narrow and transverse; then hypermmic areas,
and a continued series of larger uleérs at short intervals, of more irregular,
spreading shape and tending to blend when near together; many smaller
blood-stained, narrow, Yransverse and parallel erosions intervening :
still the Peyerian areas not distinct: the pigmented slaty hue here less
marked. The smaller uleers frequently at or near attached border of gut ;
solitary lymph-glands not seen. In the hugely distended ileum, the ulcers
became more frequent and were often blended into areas of 8 in. or more
by 2 in. : about 6 feet above the ileo-ceeal valve they were rather fewer,
yet hardly less in size, and some had nearly or quite perforated the coats of
the bowel: the Peyerian areas were still unseen, either free or connected
with the necrotic lesions ; sometimes the mucosa had a purple or a greenish
hue, being yet entire, and nowhere was any distinet eronpous or diphtheritie
exudation detectible. Lower down, the ulcers again bec me large and
numerous, and close-set; until within about 3 feet of the i-c. valve, when
the swdden contraction in the ealibre of the bowel was noted, its circumfer-
ence being reduced from k inches to 1% inches ; and at this part there were
some superficial honey-combed ulcers, possibly belonging 10 Peverian areas
which, however, were certainly not elevated or prominent but rather effaced
by erosion of the follieular pits (as the excavations seem to be). The wu-
cous membrane of the dilated part of the bowel is comparatively smootled
out by stretehing, has often a reddish liue, and a dotted aspect as of pete-
chiz. The lower 3 feet of the ileum is shrunken, ulcers exist here, too,
some of which have perforated, they are rather smaller but more nodulated
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70 ON A PEYERIAN ULCER-LESION.

left upon my mind was that the anthor had included under his
new term both genuine typhoid and some other pythogenic
lesions, like those met with in Bombay, for example, not dis-
criminating between them ; for although in the above deserip-
tions (I purposely omit discussion of the clinical phenomena as
being open to wide variance of opinion ), the comparatively slight
marginal and general tumefaction of Peyer’s patches, and also
the marked tendency of the ulcers to spread beyond follicular
limits, are characters I have above especially insisted on as
non-typhoid; yet as there is here no mention of the irregular
form and transverse fissure-like shape, large number, small and
more uniform dimensions, peculiar location on a part only of
the P. patches, the remaining portion of which is not ele-
vated, and the variable dissemination of the ulcers, which have
unaltered Peyer’s patches between them, and are not necessarily
larger the nearer the ileo-cmecal valve, I cannot but infer that
my Indianlesion had seldom if ever been seen in the then com-
bating States of America. Whilst I am fully aware that one
ought not to insist too much upon a few individual cases, when
contrasted with a probably much larger number; yet I also
know that unless valid discrimination be made, there can be no
real advance in medicine. The example of Woodward in this
instance seems to have been readily followed by Continental
clinicians, especially the French and Italian ; and I wish
it had been possible, for further comparison, to quote
some of their descriptions also; but when in Rome, for
example (1881-82), I could learn nothing definite of the
“ typho-malarial” lesion, the distinction thus implied being
apparently in the main a semeiological or an etiological one.
And such, indeed, it shortly became with the originator of
the term, for, in 1876, (Paper read at the Philadelphia Meeting
of an International Exhibition, which has been very courteously
forwarded to me on request from Dr.J. Billings’ office at
Washington), I find Dr. Woodward clearly renounced his
opinion that the lesions he saw before 1863, could, by certain
peculiarities be distinguished from those of ordinary typhoid ;
a larger experience, especially the examination of a large num-
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of Non-typhous intumescence of the intestinal follicles, Rokitan-
sky (L c. p. 88) more particularly alludes to the relation
between ‘‘ certain morbid states and this follicnlar apparatus,’’
mentioning, first, diarrheea (especially in children) as being
attended with an enlargement of the lymph-follicles and eream y
distension of the Lieberkiihn tubules; and, next, as a reflex of
constitutional disease (? supervening septiceemia, H. V. C.), the
swelling of the solitary and Peyer’s glands principally in the
colon which occurs in typhous gastro-enteric fevers, in almost
all the exanthemata, including erysipelas, in acute rheumatism
and gout, in croup, in scrofulous adenitis, in acute hydroce-
phalus, markedly in common Asiatic cholera, and lastly in acute
convulsions, trismus, and tetanus. ¢ The villi are generally
also much swollen, but we invariably find the mesenteric glands
ina state of tumefaction” (sic. Engl. Trans.) There is a deposit
here both in and around the follicles, but this follicular affec-
tion differs from that occurring in typhus in everything that
characterises the latter, and especially in reference to the
metamorphosis of the typhous follicle...,..thus, according to
general conditions, this affection is more or less acute and
transitory, the deposit and follicular tissue and the mucous
membrane in very rare cases fuseinto a small, shallow uleer, and
a further polypoid development occasionally takes place. In
his standard  Treatise on Continued Fevers” (3rd Ed., p. 650),
Dr. Murchison enlarges somewhat on this subject (adding
pyeemia to the above list), and states that the follicular enlarge-
ment which here occurs is always slight, does not pass through
the successive stages observed in the lesions of enteric fever,
very rarely produces ulceration,and is not attended by enlarge-
ment of the mesentric glands (sic.) ; adding that these are not
the lesions of enteric fever in an early stage, for they are not
found any more advanced when death does not occur until the
twentieth or thirtieth day of the illness; moreover, they are
only present in exceptional cases of the diseases in question,
whereas the lesions described as belonging to enteric are neyer
absent. Dr. Murchison then adds, ‘“at the same time, the
possibility must be borne in mind of enteric fever co-existing
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78 ON A PEYERIAN ULCER-LESION,

of the lymph-follicles, and on the other hand to the
arrangement of the blood-vessels around and beneath the glan-

dular patches—the outer muscular coat and the serous invest-
ment of the bowel not being specially implicated. As regards
the closed lymph-follicles, it was evident that they were not
commonly, if ever, primarily affected; and never at any fime
did they seem more changed than was explicable as the re-
sult of irritation and inflammation, inevitable on the necrotic
process taking place in and beneath the mucosa near. It,
therefore, appeared more likely that the blood-vessels were the
seab of earliest morbid alterations; the frequent attendant of
ecchymosis being other evidence to the same effect; and the
remarkably strict limitation of blood-stasis, hemorrhage and
necrosis, pointing to thrombosis or embolism as an essential
feature of the lesion. According to current pathological doc-
trine it is chiefly vesselsof a certain narrow calibre (the capilla-
ries escaping), or of a certain mechanical arrangement—e.g.,
arterial -tortuosity and multiple division, and scanty, open-
angled venous anastomoses—that are liable to blocking of this
kind, under various general morbid conditions such as pre-
vailed in my cases (see below). From this point of view,
it seems worth noting the following normal disposition
of the vessels concerned here, as one which might so predis-
pose to embolism or thrombosis :—Thus, around and beneath
the lymph~follicles small blood vessels are especially abundant,
the venous radicles having comparatively few anastomoses and
presenting right or open-angled junctions in the sub-mucosa:
here also many small nutrient arteries after entry, bend round
and turn back in order to reach the circular layer of the mus-
culosa externa ; and when passing through this coat, the efferent
veins are less than usual protected from pressure. I also note
that arteries and veins entering at the mesenteric border, part
from each other at about one-third the circumference of the
gut (at least in the rabbit); and that along the borders
of Peyer’s patches occurs a copious final sub-division of the
larger vessels—and, briefly, I think it not irrational to apply
such data as these (the authorities are in Stricker and Rind-
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ah ON A PEYERIAN ULOER-T.ESION.

ferential site of lesion usually manifested ; and need hardly add
that absolute uniformity or simplicity of events could not be
looked forin a morbid phenomenon, which while defined enough
1s probably generic or at least inclusive of varieties.

My investigations do not yet enable me to discuss the manner
in which local death takes place in the intestinal walls ; but so
far as they lead, the term employed above of acute molecular
atrophy’ seems to express such mode of disintegration, prefer-
ably to the term ‘ coagulative necrosis’ which is employed in
analogous lesions (Ziegler, . c., vol. L., p. 65). For in connec-
tion with the Septic ulcer, there is but scanty free-exudation ;
nor have the moderate inflammatory cell-aggregations around
the uleer, solidified into hyaline or granular masses incapable
of taking up the staining-colours, as is said to oceur in the
Typhoid infiltration of Peyer’s patches. Some peenliar heema-
togenous masses are, however, shown in Prare 4, Fig. K.

Next as to analogical evidence regarding the nature of this
Lesion; having already in Part I. submitted the argument for
its identification as a Septic lesion somewhat similar to the
Typhoid, it remains to consider more closely the ultimate re-
lationship of these two forms of ileac disease, as follows. Ac-
cording to European authorities the typhoid ulcer (independ-
ently of the patient’s symptoms) is liable to a wide variation of
intensity, also to various anomalies of aspect (Rokitansky, L e.,
p. 75), and lastly to important histological differences : whence
the not unlikely suggestion that these tropical Septic nlcers
represent merely a minor intensity (a), or an anomalous (b), or
some modified (¢) form of ordinary Enteric. On this head, I
note (@) that whilst the genuine typhoid lesion of typical as-
pect may undoubtedly occur in a Native subject (vide Prare 2,
Fig. 7), I have not yet met with an nlcer-form of aspect strictly
intermediate between the two kinds under comparison ; this
circumstance indicating some fundamental difference befween
the two series : and again () of the anomalies of the typhoid
process enumerated by Rokitansky, none have scemed to me
fully applicable to the case in hand. With regard, however, to
the remaining suggestion (¢), 16 1s worth while here alluding to
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Treic ULcerRs—Case No, 2* from DEESA.


































PLATE 8.

Produced by the Photo-zineograph process from a larger Ink-drawing, and intended
to show some area and sectional aspects of the Septic uglcers as compared with others of
genmine Typhoid in the Native subject. 1

To the left hand are Figures from a specimen of Typhoid : —A. Section of a small Peyer's
pateh at the stage of primary infiltration, magnified 11 diameters, and show ing the abruptly
prominent elevation of the affected area, with site of the new “ deposit’ and opaquer indiea-
tions of some enlarged and persistent lymph-follicles ; the mucous surface being still intact.
B. A small typhoid uleer, found lower down the Ileum ; necrosis having commenced at the
sides and base of the morbid * deposit,” and margins of the incipient uleer being already left
free : similarly enlarged. O, A surface-view of the margin of a small immature typhoid uleer
showing at @ base of uleer slightly pitted and almost level ; at & the raised and broad edge uf"
the uleer, formed of hypertrophied and necrosing mucous membrane, which still presents some
traces of the lvmph-follicles (at ¢) amidst the pale and turgid villous remains; at d is the
abrupt and prominent border of the ulcer with its greatly enlarged and projecting villi, quite
hiding the Lieherkiihnian erypt-orifices : and at e the lower-level unaltered mucous membrane
near, Magnified about 15 diameters. This view, as well as the Section at A. demons-
trates the diffused site of the copious morbid cell-infiltration of the P. patch, proving that
the lymph-follicles themselves are not, at all events for long, an éspeuinlli-'?e#ntre of enlarge-
ment ; and in figure C. they appear from the surface as if rather smaller than normal (these
measuring about 4% in. across) and have a sunken or atrophied aspect, the radiating erypt-
orifices around their pits being stretched and as if wasted.

To the right hand are fizures from my specimens of the Septic uleers. At A. section of
the Tleum over a Peyer’s patch seemingly about to become the site of uleeration ; the follieu-
lar area is to the right, where a certain amount of turgescence is indicated, but this figure is
too blurred to show the distinct thickening of the coats which the original drawing has clear
enough : the contrast with fig. A. to the %cft is, however, unmistakeable and characteristic ;
magnified 15 diameters. B. Section of a small marginal nleer, the follicular side being to the
left and very little alterei in aspect : there is no remains of a'slough, the base of the uleer is
thin and concave, and its outer mucous edge (to the right) only moderately elevated. For
comparsion with B. above.. C. A surface-view of ulcer shown in Prave 1. fig. 1.; the parts
are rather shrunken by aetion of the preservative fluid, though thereby rendered more distinet.
At @ is base of uleer marked by transverse muscular bands, with minute blood-streaks
between them, and at one end a nodular projection of hardened sub-mucous connective-tissue.
At b is margin of uleer, well defined, thin, overhanging, and displaying the normal villous,
eryptic, and follicular structures of the mucous membrane very Iittfe changed in aspect,
except that the villi become flattened folds by some enlargement, contrasting thus with their
huge turgid projection in'the opposite fignre C. The pits corresponding to the agminated
lymph-follicles are hardly disturbed here (at e) still presenting a quasi-normal size, form,
convex base, and circle of erypt-openings : the contrast with C. opposite being very marked.
At d 15 margin of the P. pateh, distinet, yetlittle elevated, and here shown much too dark as
if considerably raised; the original drawing indicates comparatively little difference in
shading along d. At eis the mucous membrane around, unaffected in aspeet. Magnified
about 15 diameters. i RS I Ry

The two series of Figures now submifted will be au%!!& elear, upon elose examina-
tion, to preclude the necessity of a more elaborated deseription and - contrast :i'-.‘%rill he
apparent that, as compared with Typhoid, the Septic lesion 15 mob preceded” by a. copions
cell-infiltration, but results rather from an atrophic process not attended by much firrita-
tion’ of the tissues involved : necrosis being progressive and complete, so.as to
well-defined limit—the punched-out aspect—and, moreover, heing restric h mpa
‘narrow spaces in the follicular area. These lliﬁerenﬂpg{{: asp
with a certain common character of the two lcsiﬂl'ls_-;;'r.‘q'h‘@'
Typhoid would be distinguished by its redundsnt, more © itri
features, "k Wy : <

Figure D.—Bection of smaller Uleer from Case No. 1; ? follicular ; showing turgidity and
mfiltration of the sub-mucous connective, while the super-jacent mucosa is not particularly
implicated : * 3 diameters. Here, as in the two following Figures,—a. is the mucosa, &. the
sub-mucous eonnective, ¢. the musenlar coats, . the serosa, e, blocked blood-vessels 'I]'.I the
sub-mucous connective tissue, f. the necrotic area or uleer-space. Figure E. Section of
Uleers seen in Prate 1, fiz. 2, also showing how little the follicular surface suffers. Figure
F. Section of small Uleer from Case No. 5, displaying an excessive and unusual vascular
infiltration of the muscular coats of the Ileum, and as well of the sub-mucous connective
over a limited © eechymosed’ area, visible externally and within corresponding to a minute
*uleer,” around which the mucous membrane was simply turgescent : it was in such a speei-
men that I found blood-vessels bloeked by mierocoeei, and evidence of the mode of formation
of one kind at least of these Septie lesions.
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PLATE 3

COMPARATIVE AREA amd SECTIONAL VIEWS o« ULCERS

IY¥EHCLD

I:'“ '.--i"'". l.-Jl
--":""II. _h iy

Saturoeed v FPhoforiee TG FELa

BOMBAY BEE (et etz (e M, [5G WV,












PLATE 4
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