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CLINICAL FEATURES OF TRICUSPID STENOSIS. 3

disease, which was recorded by Corvisart, Leroux, and Boyer,
and referred to by Bertin. The lesions found in this case after
death were somewhat singular. The tricuspid valves were so
united as to close the orifice with a diaphragm penetrated by
three apertures, two of which opened from the auricle into the
ventricle, while the third ended in the left ventricle. In this
case the left side of the heart was otherwise in a normal
condition.

Since the date of these observations many cases of tricuspid
stenosis have been recorded, but comparatively few of them
were recognised during life.

Before the date of Laennec’s great discovery, Kreisig at-
tempted to formulate rules by which tricuspid obstruetion
might be detected during life, and, after the introduction of
auscultation, Hope drew up a clear statement of the loecal
symptoms and physical signs, which he judged to be those
which might be expected to oceur in obstruetion of the right
auriculo-ventricular orifice.

In most of our systematic treatises, whether devoted specially
to the diseases of the heart, or embracing the wider sphere of
general medicine, the subject of tricuspid stenosis is dismissed
with a few theoretical sentences. This is the case not only
with the majority of our English works, but with those also by
transatlantic and continental authors. A small number of
writers, however, have laid before us some positive observations
on this form of valvular disease, from which useful general
principles as to diagnosis may be drawn.

The extremely interesting case which Professor Gairdner
placed on record in 1862, and which he has fully described
in the pages of the present volume, was the first instance of a
diagnosis of obstruction of the right auriculo-ventricular orifice
made during life, and verified by post-mortem examination.
To some of the features of this case, reference will be made in
the sequel.

The late Dr. Rutherford Haldane showed at a meeting of the
Edinburgh Medico-Chirurgical Society, in 1864, two specimens
of stenosis of the tricuspid orifice, in both of which mitral
obstruction was also present. In one of these the patient
during life presented no physical signs which could lead to a
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CLINICAL FEATURES OF TRICUSPID STENOSIS. T

very imperfectly. The mouth was drawn slightly to the left
side when the patient smiled, and the tongue tended towards
the right on protrusion. The muscles of the right leg and arm
were wasted, and the face on that side was rather expressionless.
The right half of the entire muscular system showed diminished
reaction both to galvanism and faradism. The temperature of
the paralysed side was lower than that of the other. The
plantar and other superficial reflexes were exaggerated on the
right side of the body, and on that side there was great
increase in the knee jerk, and a marked ankle clonus, as well
as exaggeration of the elbow jerk and a distinet wrist clonus.

Even from the date of the paralytic seizure, the patient had
been able to understand everything said in her presence, and to
-read with perfect ease; she had, in point of fact, spent most of
her time in reading. At the time of the attack she was unable
in any way to express her ideas, but she had gradually regained
the power of saying a few words, and had taught herself to write
answers to questions with her left hand.

The diagnosis arrived at in this very interesting case was
stenosis of both auriculo-ventricular orifices, with incompetence
of their respective valves, and embolism of a branch of the left
middle cerebral artery, involving the motor tracts corresponding
to the centres for the leg, arm, face, and speech.

After some gradual improvement in the general condition,
and in the state of the nervous system, the patient’s circula-
tion showed symptoms of failure. The lungs became cedem-
atous, and some anasarca of the lower extremities followed.
Under appropriate treatment these symptoms, especially as
regards the limbs, lessened to some extent, but on the 27th
April death occurred suddenly from cardiae failure.

The post-mortem examination was performed on the day
after death by Dr. William Russell. The following is the
deseription of the morbid anatomy recorded in the books of the
pathological department :—

External appearances—Body spare.  Rigor and lividity
present. Face and neck, and upper part of thovax livid. No
anasarca.

Thoraxr—There were a few ounces of fluid in each pleural
cavity. No adhesions were found. There were about two
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Abdomen.—Liver weighed 4 lbs. 1 oz, was congested, and the
margins of the lobules fatty. The gall bladder was cedematous,
and contained a little greenish bile. Spleen weighed 1 1b. 2 oz.
The capsule was tight and thickened. On section the organ
was firm, the fibrous tissue was very prominent and thickened,
and the Malpighian bodies were somewhat enlarged. Left
kidney weighed 63 oz This was very anemic and mottled
with a diffused grey colour. The capsule was adherent, and
the markings in cortex were obscured and broken up. Right
kidney weighed 64 oz ; in the same condition as its fellow.

In this case the diagnosis of the double cardiac lesion, which
we were led to form in consequence of the distribution of the
murmurs, was justified by the result of the post-mortem
examination. Some points in the clinical features of the case
will be adverted to in the sequel.

MarioN R., @t. 21, machinist, presented herself as an out-
patient on the 5th November 1892, complaining of pains in her
thighs, and was sent by me to Ward 25, under the care of
Professor Grainger Stewart.

Her father, @t. 62, had for some time suffered from asthma ;
her mother, w®t. 58, was in good health. Two brothers and two
gisters were in perfect health. One brother had died of
peritonitis, and a sister of exophthalmie goitre. The patient
had always been in comfortable circumstances. She had enjoyed
good health throughout most of her life, but had once been in
the Royal Infirmary for a few weeks, on account of hemoptysis.
The pains for which she sought adviee had troubled her for
three weeks. On making a routine examination of the physiecal
condition of the patient, it was found that, with the exception
of the cireulatory organs, every system presented phenomena in
all respects normal.

No symptoms were present that could be referred to the heart,

On inspection, a slight oscillation was seen in the veins of
the neck, preceding in time the pulsation of the carotid arteries.
The patient was somewhat plump, and no impulse of any kind
could be seen in the preecordia.

Palpation determined that the apex beat was in the fifth
intercostal space 3 in. from midsternum. It revealed in
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interpretations. It may be held, on the one hand, that the pre-
systolic murmur was entirely due to a stenosis of the tricuspid
orifice, or, on the other, that it was caused solely by obstruction
of the mitral orifice. It seems to me that the possibility of
such a view as this latter hypothetical opinion may be at once
dismissed, for if, with a presystolic murmur having its point
of maximum intensity in the situation above described, there
should be no tricuspid stenosis, “we shall,” as Professor
Gairdner has so well put it, on p. 229 of the present
volume, “have to rewrite our whole cardiac diagnosis and
pathology of murmurs; for it is impossible to find a stronger
case than this for the absolute diagnosis of tricuspid obstruc-
tion.”

Dr. Hayden, in his remarks on tricuspid obstruction, pre-
viously referred to, mentions a ease in which he had diagnosed
aortic and mitral obstruction. These lesions were found on
post-mortem examination, but there was also tricuspid stenosis
which had not been diagnosed. The author reproduces some
observations which he made at the Dublin Iathological
Society, which may well be quoted here. He remarked that
“ diagnostically the case is of considerable interest. It is
perfectly novel to me, and, with the light it affords, I should
have no difficulty in diagnosing, in a similar case, the existence
of constriction of the two auriculo-ventricular openings. The
point on which the diagnosis turns is this, that whereas the
murmur of mitral constriction is always at the apex of the
heart, and, in the great majority of cases, strictly limited to
the area of the mitral opening, in this case a murmur of the
same rhythm was audible to the left of the sternum. Between
these two points there was a portion of the chest over which
no murmur was distinetly audible.” Profiting by the experi-
ence thus gained, the author just quoted was able, as we saw
previously, to diagnose during life and verify after death two
later cases of tricuspid stenosis.

Dr. George W. Balfour speaks of a boy who, he says, “ had a
presystolic murmur so loud and rough that I have selected it
as a measure of the extent to which such murmurs could be
propagated. In mapping out the propagation of his murmur,
I found it to extend so much further to the right than usual


















