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Fhiladelphia Medical Times, January 23, 1886.

October 21, 1885. Specimens of Pericarditis. H. F. Formad.
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Flexure. De F. Willard. Polyclinic, December, 1885, '

Remarks on the Classification of the Various Forms of Aleoholism—a Brief
Study in Nosology. James C. Wilson, Polyelinie, December, 1885,












REMARKS ON THE USE OF WHALEBONE BOUGIES
IN THE TREATMENT OF URETHRAL
STRICTURE.

By J. H. BRINTON, M.D.

[Made January 12, 1887.]

I proPOSE, for a few moments, to ask the attention of the Society
to some points in the application of filiform bougies to the treatment of
urethral stricture, although it is not my purpose to institute any com-
parison between other modes of treatment and that of which I shall
speak. I wish merely to refer to the process of rapid dilatation, effected
in the course of a few minutes, by the introduction of stretching instru-
ments, the employment of which is preceded and accompanied by the
use of filiform bougies. When these latter were first introduced they
were warmly welcomed, but I think that of late some disappointment
has been felt in regard to their efficiency, a disappointment which, how-
ever, I do not share. I believe that in these instruments we have an
efficient mode of freating stricture, provided they be properly con-
gtructed, and skilfully manipulated.

As I have never been quite satisfied with the whalebone filiforms of
the shops, I have for some years been in the habit of making my own,
and with these I have experienced comparatively little difficulty in
treating stricture, and in relieving obstinate cases of retention. My
experience has convinced me that all organic urethral strictures of non-
traumatic origin are pervious to the filiform bougie, patiently and
systematically essayed, and this is the essential and starting-point in
the treatment which I prefer.

In making my bougies I purchase the material from a dealer in
New York.! These long, slender, rounded whalebones of various
thicknesses are articles of commerce and are used for man ¥ purposes in
the arts. They are rounded throu gh a drawplate, and come in lengths
of twenty-seven or twenty-eight inches, costing about two dollarsa gross,

! Joseph F. Tobin, 82 Duano 8t,, ¥, Y.
1
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Each piece will make two bougies. In preparing them I first cut off
the end transversely so as to get rid of any tendency to split. I then
round the end by rubbing it lightly on a sheet of emery-paper gummed
upon a board. I then make the extremity bulb-shaped. I am told
that the bulb is usually produced by the action of a file. This, I think,
is objectionable, as it impairs the fibre of the bone, and renders it
liable to break or cut when metallic instruments are slid down over it.
I make the bulb extremity by placing the end of the whalebone in
a groove on the board and shave or scrape it from the end with a
very sharp knife. I then shave down the shank and neck in like
manner in the opposite direction, until I have formed a conical neck
from three to four inches long and of almost capillary thickness as it
approaches the bulb. The shaping of the bulbar end demands some .
dexterity in handling the knife, and to insure accuracy I do this under
a lens of low power. Having shaped the filiform with the knife, it
may, if desired, be yet more smoothed by being rubbed laterally on
the emery board. In case cylindrical whalebone cannot be obtained
from the manufacturers, the irregular strips may be readily rounded
by being passed through a watchmaker’s drawplate, or wire gauge.
As the filiform whalebone bougie is the guide upon or over which
metallic instruments are to be passed, each one should be carefully
fitted. This can be done by frequently passing it upward and down-
ward through the tunnelled perforation in the beak or extremity of
each and every instrument, in conjunction with which it may in future
be used. This may seem a small matter, but, in fact, the harmonious
action of the guide bougie and its metallic companion has much to do
in effecting a ready passage of a strictured point. [The speaker here
illustrated the process of constructing the bougie.] After using one
of these instruments, should the neck become bent or twisted, I place
it for o moment in hot water and then press it between the leaves of
a hook.

In endeavoring to pass a stricture I make the first attempt with a
single whalehone: if it passes, well and good. If it does not go
through, I follow it with others, perhaps five or six, until the follicles
or folds of the mucous membrane near the stricture are occupied.
Then by patiently essaying the inserted filiforms, I almost always
succeed in getting beyond the stricture at the first sitting. Sometimes,
although very rarely, and in non-urgent cases, if great difficulty be
encountered at the fivst trial, and the patient be frightened and irritable,
it may be advisable to desist for the day, and to make a subsequent
second attempt. Success at the first trial is, however, the rule, if the
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instruments be well made, and the efforts be gentle. There is, however,
a caution to be observed as to the time of making use of filiform instru-
ments. Their application, in cases of tight stricture, should be
primary—I mean that one cannot expect to suceeed with them if they
have been preceded on the same day by the attempted introduction
of round-ended instruments, the tendency of which undoubtedly is to
obscure or close in some way the narrow opening of a resisting stricture,
and thus to render its detection more than usually difficult. I may
add here that I always use the straight filiform.

The whalebone, when once introduced, serves as a guide to the
metallic catheter, or stretching instrument. This may be the tunnelled
catheter, or any of the various forms of dilators or divulsors; prefer-
ably, I think, that of Sir Henry Thompson, followed by this powerful
and most efficient instrument designed by Prof. 8. W, Gross, and
which registers from 16 to 40 of the French scale,

In using metallic instruments in conjunction with the filiforms,
there is one point to which, I think, attention has not been directed.
We ave ordinarily told to slide the metallic instrument over the whale-
bone throngh the stricture into the bladder; in so doing, the whale-
bone may be cut at the seat of stricture. I have often heard of this
accident, and I have seen it happen. 1 avoid it in this manner:
Having passed the whalebone into the bladder, I carry the metallic
instrument—threaded on it, as it were—down until T reach the strie-
ture, the point of resistance. I then cease to push the metallic instru-
ment along the filiform, but slightly withdrawing the latter to Zain a
little by its conicity, I grasp firmly both instruments between my
thumb and finger, and gently carry them on together. In this way
I am almost certain to pass the resisting point, and, if the stricture be
single, to reach the bladder. I speak on this matter somewhat posi-
tively, since I have used these instruments largely, and cannot, for
many years, recall a case which I have failed to pass in the manner
deseribed.

In employing the stretching instrument I usually separate the
blades as far as No. 30 or No. 85 of the French scale, and on its
withdrawal, introduce a steel bougie of about the same calibre, to see
that all is right and that the urethra is clear, The hougie is then re-
moved and is not reintroduced until the third or fourth day. The
after-treatment consists in the hypodermic use of morphia, ete., full
doses of quinine, and in a milk diet.

In retention dependent upon tight and irritable stricture, not
readily overcome by the catheter, I have often succeeded by simply
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passing a whalebone into the bladder and leaving it én situ. The
urine will readily pass along the filiform by capillary action, and the
steady dribbling thus established will in a short time empty the
bladder. The presence of the whalebone serves also to render the
stricture less tight, and so facilitates the after-passage of metallic in-
gtruments should their use be considered desirable.

DISCUSSION.

Dr. 8. W, Gross said: I take it that Dr. Brinton has eonfined his remarks
to the treatment of very tight strictures. I think that the younger members
of the profession, who are not much accustomed to the use of filiform bougies,
ought to be told not to put too much confidence in them. The filiform bougie
does not pass with a great degree of readiness through a small stricture
or even through a large one in all cases. I differ from the speaker in
regard to the usefulness of the twisted bougies. In the great majority of
strictures, the orifice is eccentric. A twisted bougie will often pass after we
have failed to pass a straight bougie, although the urethra has been packed
with them.

We know that in cases of stricture not the result of traumatism, the ob-
struction does not arise from the organic stricture itself. A man may have
been suffering with stricture for some time, and the calibre of the urethra
have been gradually narrowing until the stream of urine becomes very small.
In this condition he exposes himself to cold and wet, and in the course of a
few hours is unable to pass urine. In such a case the obstruction is not due
directly to the organic stricture, but there is superadded spasm of the muscles
of the urethra, and it is spasm which we have to overcome rather than the
coarctation itself. In such a case, the patient being under the influence of an
anmsthetic, I carry a medinm-gized instrument, say one whose shaft measures
No. 16 and whose point is No. 13 of the French scale, down to the stricture,
supporting, if necessary, the curve of the instrument with the finger on the
perineum or in the rectum. In the majority of cases gentle pressure for a
few minutes will enable the instrument to pass into the bladder. I have suc-
ceeded in this way in cases where I have failed to introduce a filiform bougie.
A convenient way of passing the filiform bougies is first to pass into the
urethra to the seat of stricture a short metallic tube, and then carry the
whalebone bougies throngh this tube.

I have met with the difficulties referred to in the manufacture of the whale-
bone bougie. The cutting of the bougie is often due to the instrument which
passes over it, The eye is at times 80 sharp that it strips up the whalebone.
Care should be taken to see that the opening is well rounded.

In the operation described by Dr. Brinton, which is the one to be used if it
i 80 desired in these cases, it is always well after passing the coarctation and
relieving the retention, to bring the urethra up to a certain calibre, and that
is another point in the treatment of stricture. How shall we know to what
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extent we shall divulse or incise a stricture? The operation described to-night
is really that of divulsion. I had to-day at my clinic a case in point. It was
that of a young man from a distance. He was etherized, and in order to de-
termine to what extent the stricture should be cut or dilated, I introduced
into the urethra the urethrometer, with which we can measure the capacity of
the urethra. In this case there were two strictures. Immediately in front of
the first, which was six and one-fourth inches from the meatus, the urethra
had a capacity of No. 31. In such a case, as the stricture always shows a
tendency to contract, it is well to cut or rupture it to No. 34 or 35, to allow
for the subsequent contraction.

The instrument to which Dr. Brinton has referred, I had made more par-
ticularly for the purpose for which he has used it. At the time that I in-
vented this instrument, T was a rather firm believer in the treatment of strie-
ture by divulsion. I do not employ this method now, although I would use
it in a case of retention of urine. It is no more dangerous than cutting, and
cutting is no more dangerous than divulsion. The cutting can be more aceu-
rately limited than the divalsion. With the latter method we tear not only
the stricture, but also the mucous membrane at some distance in front of and
behind the stricture. In a specimen in my possession where divulsion was
employed, there were no less than nine rents in the mucous membrane, and
the rent in the stricture was oblique and had not gone completely through

- the stricture. This method will do in superficial strictures, but in hard fibrous

strictures we have to supplement this operation with urethrotomy. It is for
this reason that I have given up divulsion for internal urethrotomy, and I do
not resort to this latter operation so frequently as I formerly did. When the
patient is within convenient distance, I much prefer in ordinary cases of in-
flammatory stricture, and in recent cases more particularly, to resort to gradual
dilatation. I have reached the firm conviction that the cases in which radical
cure is produced by divulsion, internal incision, or external incision, are so
rare that is rarely worth while to resort to these operations.

Dr. Cuarres B, NANCREDE said : While agreeing with most of that which
has been advanced by Dr. Brinton, I am rather more in accord with the last
speaker. When I intend to do any radical operation, I prefer incision, for
then I know exactly what I am doing. My experience teaches me that filiform
bougies are not always easily passed through a stricture, even when it is of
comparatively large size. Where I have failed to pass the filiform bougie, I
have frequently succeeded with a metallic instrument of fair size. I have
never had to tap a bladder for retention, but have always suceceded, sooner
or later, in getting into the bladder with a filiform bougie.

Although well aware of the eccentrie position of the orifice of most strie-
tures, I was particularly struck with the usefulness of recognizing this fact
some years ago, in a case of organic stricture in which the urethra had rup-
tured. Dr. Packard had made several incisions to relieve the infiltration of
urine, and when the patient was turned over to me as a hospital case, the
larger part of the urine was passed through an opening at one side of the root
of the penis. [ tried, on a number of occasions, to pass filiform and other
bougies, but always failed. T then called a consultation, intending to perform
external urethrotomy. Under ether, I again failed to pass any instrument. I
asked Dr. Packard to try. Passing the bougie down to the stricture, he carried
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of bichloride of mercury. A three inch incision was then made in the median
line through the skin and a depth of nearly two inches of adipose tissue.
The muscles were then separated, and the tissues torn through with my finger
until I came upon the distended bladder. By means of a curved needle I
passed a string through the top of the bladder, and brought both ends out of
the wound to serve as a handle by which the bladder could be held up close
to the surface. A longitudinal incision of about an inch in length was then
made in the anterior wall of the bladder from above downward. The water
immediately escaped from the bladder, and on the introduction of my finger
I felt a large flattened stone lying in the lower portion of the organ, but not
encysted. After some little difficulty the caleulus was seized in ordinary
lithotomy forceps and drawn out of the bladder; the wound in which was
then closed with interrupted catgut sutures. The muscles were brought
together by buried sutures of eatgut, and the integument subsequently closed
in the same manner. A drainage tube was carried in at the middle of the
incision and pushed down into the space between the anterior wall of the
bladder and the pubic bone. The edges of the wound were finally sprinkled
with powdered iodoform, and the ordinary antiseptic dressing of gauze and
corrosive sublimate applied. A hard-rubber catheter was left in the urethra
in order to drain the bladder. At the end of twenty-four hours it was found
impossible to keep the catheter in the bladder because of the pain which it
gave the patient. Accordingly his urine was drawn at frequent intervals by
means of a catheter similar to that originally introduced, but it was very
difficult to keep the dressings properly applied and avoid their becoming
goiled by the urine.

Three days after the operation the wound seemed well united along the
surface, and a couple of days later the drainage tube and two of the sutures
were removed. Dribbling of urine soon began to occur through the opening
left by the withdrawal of the tube. This continued until eight days after the
operation, upon which day the last suture was removed. On the evening of
the same day the patient vomited about six ounces of blood, and during the
straining of the vomiting on that day, or on account of the sitting up in bed
a few days later, the wound became gaping throughout its entire length. The
edges of this reopened wound were again brought together by sutures of silk-
worm-gut and shot.

From this time forward the man’s general condition was bad, although the
wound gradually closed, except superficially, and all dribbling of urine from
the wound ceased. In fact, he seemed to have recovered from the local effects
of the operation, and to have left merely the deep wound through the skin
and superficial fascia. Here the granulations were sluggish, and the repair
of the opening in the fatty tissues and skin very inactive. He was, however,
able to pass his urine normally through the penis, and, so far as urinary symp-
toms were concerned, was in a very comfortable condition. There persisted,
however, nausea, a dull, uncomfortable feeling of pain in the epigastric region,
and a total want of appetite. I was unable to to make any definite diagnosis
a8 to the meaning of these symptoms, Disease of the liver or stomach wis
the suggestion which came to mind.

?I'wa months after the operation he suddenly suffered intense pain in the
epigastrium, and immediately went into a condition of profound shock, from






ABDOMINAL SECTION FOR TRAUMATISM.

Br THOMAS 5. K. MORTON, M.D.

[Read January 26, 1887.]

e s —

TuEe term ‘ abdominal section for traumatism "’ is meant to include
those cases where the operator deliberately opens the belly, or greatly
enlarges an existent wound for the purpose of discovering intraperi-
toneal wounds, and, if they are present, repairing them as far as
possible, together with more or less final cleansing of the peritoneal
cavity. Such cases as those in which wounds of prolapsed viscera
are simply repaired, and the parts returned to the abdominal cavity,
are not included. My excuse for this paper is, that I have been so
fortunate as to be associated as an assistant to more than one-half
of all the cases that have occurred in Philadelphia. In four of the
cases I have been the assistant, and in three the care-taker also.
These four cases have been treated in the Pennsylvania Hospital, T
had at first expected to read merely the history of these cases, and
make a few remarks, but the matter grew so interesting that I deter-
mined to make a study of the subject, and I believe that I have can-
vassed the literature of the world. I must express great obligations
to the gentlemen who permit me to report their cases for the first time
to-night, and to Dr. Billings, of Washington, who had translated for
me the reports of two Russian cases. I have used the libraries of the
College of Physicians and Pennsylvania Hospital, and have found
the Indez Medicus of great service. T have prepared these large
tables, which contain a mine of information. They represent an
abstract of every case which I have been able to find in the literature
of the subject.

I shall, in the first place, read a few statistics derived from the
tables. The total number of cases is 57. Of these, 36 died, and 21
recovered : mortality, 63 per cent.

These 57 cases were done by 42 operators, viz., 23 United States
operators did 35 operations, with 11 recoveries, and 24 deaths: mor-
tality, 67 per cent,
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ABDOMINAL SECTION FOR TRAUMATISM, 17

cated in every case where penetration of the abdominal cavity is
proven, and with fair surroundings it becomes one’s duty to open the
abdomen and search for wounds, for there are no omnipresent symp-
toms which invariably indicate intraperitoneal wounds, even when
extensive. With reference to the cases suitable for operation, I would
say that, besides gunshot wounds, stabs, etc., which have already been
operated upon, I conceive that in the future many other tranmatic
conditions will be subject to interference by section, such as rupture
of the stomach, gall-bladder, spleen, or kidney, ruptured bloodvessels,
various hsematoceles, ete. Dennis, of New York, had a ease in which
he opened a penetrating stab wound of the abdomen. He found,
besides the injuries, an intussusception evidently caused by the violent
peristalsis excited by the point of the knife touching the intestine,
and I therefore conceive the possibility of intussusception without
wounds. In this paper, no consideration is paid to the effects of
traumatism upon diseased organs, such as ulcerated stomach or bowels,
or upon the pregnant uterus or its diseased appendages, or perforating
typhoid uleers.

I shall consider the subject of diagnosis as a whole, with the excep-
tion of that of ruptured bladder which I shall take up later. The
diagnosis of penetrating wounds of the abdomen is occasionally very
easy—oceasionally exceedingly difficult. Where there is a pistol-
shot wound of the anterior wall of the abdomen and a probe can be
mserted, or where there is extravasation of feces, the diagnosis is
easy enough. Emphysema is given as one of the best symptoms of
perforation of the intestine. I regard it as a poor one. One of the
cases oceurring in the Pennsylvania Hospital presented marked em-
physema of the abdominal walls without injury to the lung or intes-
tine. Injury of the lung may give rise to emphysema, which may be
mistaken for that due to a wound of the intestine. Diminution of the
liver dulness due to the escape of flatus into the abdominal cavity is
another symptom, but this is fallacious. Shock is usually marked,
but in some cases the patient is not at all shocked. Instances are on
record where patients have walked long distances, and yet, on open-
ing the abdomen, wounds of the intestines have been found. One
man did not even know that he was shot until he had walked
some distance to his home—yet he had numerous intestinal perfora-
tions. Of course, vomiting of blood and the passage of bloody
stools are good signs, but they are not always reliable. The symp-
tomatology of penetrating wounds of the abdomen is very obseure and
we should like to have some light thrown upon it. Of course, a
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wound through the back is more difficult to diagnose than one from
the front, and frequently the diagnosis can only be made by ineision.
Even where the ball is found lying under the skin, you cannot be
sure, for it may have passed around the abdomen. The most interest-
ing class of cases is that in which there has been a blow or injury
upon the abdomen and we suspect rupture of the intestine, the spleen,
liver, or bloodvessels. These are most difficult cases to diagnose, and
I predict that in the future we shall open many abdomens in order to
determine whether or not these conditions are present.

In regard to the surroundings under which one should operate. 1In
a metropolitan hospital surrounded by every convenience, I think that
the majority of cases should be operated upon. In cases where injury
to the gut is known to have occurred, and in many cases where it is
suspected, it is our duty to operate. In the country and in unskilled
hands only those cases which are the most desperate should be oper-
ated upon, unless they can be removed to some centre.

If the patient appears to be coming out of shock, he should be
allowed to do so as far as possible. Shock from hemorrhage is, of
course, the worst. Where there is extravasation, the shock will be
kept up, and under such circumstances etherization and removal of
the cause would be the best way to overcome it. The preparation of
the patient should be by judicious treatment and thorough cleansing.
I shall not to-night go into the subject of antisepsis or asepsis, although
I hold positive views of their great value. Everything should, how-
ever, be surgically clean.

Where there is a wonnd of the anterior wall of the abdomen, first
prove perforation by cutting down to the peritoneum. That should be
o sufficient warrant for section. In wounds of the back some judgment
must be exercised. The incision should, T think, in almost every case
be median, In the majority of the cases recorded in the table, and, I
think, in nearly all the successful cases, the incision was median. In
several instances where section has been done for a special purpose,
such as removing an injured spleen, the incision has been made on one
gide of the median line. In one case of stab wound which I saw, the
original wound was enlarged and gave rise to great difficulty in the
subsequent steps of the operation. One wound was overlooked in that
case, which error, 1 think, was largely due to the position of the inei-
sion. The length of the abdominal wound is to be governed by the
circumstances of the case. It may extend from below the ensiform
cartilage to the pubes. There is no harm in a long wound if it be
properly treated. After opening the peritoneum, note carefully the
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abdominal contents. If we find feces, we are encouraged to prolong
the search until the wound is found. If there is blood, we should
look for the vessel injured. The search for wounds should be thorough
and systematic. In most of the cases where wounds have been over-
looked, it has resulted from not making a systematic examination.
We should begin at the entrance of the wesophagus into the stomach,
if it is possible to reach so high, go over the stomach and all the
intestines, examine the mesentery, the rectum, and bladder, and look
at the spleen. Unless this is done, wounds will sometimes be over-
looked, and even with the utmost precaution they will sometimes
escape detection. Only those who have seen these cases can imagine
the difficulty experienced in finding such wounds, especially when the
upper part of the transverse colon and the surrounding omentum are
involved. If the intestines are much distended, it may be necessary
to puncture them. It is important to remember that extravasation
has followed such a puncture, and they should always be closed with a
Lembert suture.  If the vermiform appendix or an epiploic appendage
is injured, it should be excised. In wounds of the intestine, it
makes a difference whether the injury is the result of a gunshot or of
a stab.  Gunshot wounds are more apt to slough than knife wounds,
and where many of the former are located close together, it has
been found advisable to excise a portion of the gut including the
numerous lesions.  Probably a foot of the bowel may be excised with-
out much disadvantage. Six or eight feet have been excised, but in
this case the operation was followed by emaciation and death. In
such a case it would probably be better to make several excisions.
Perforations when found should be turned into the howel by the suture
of Lembert. Wounds of the large intestine and stomach are to be
treated in the same way. :

Where the ball has perforated the mesentery, the wound edges should
be excised. This is the opinion of those who have done most opera-
tions. The opening is then brought together with stitches on both
sides, or passing entirely through. If the omentum be badly in-
Jured, no harm will come from its excision. It may be ligated in
various places and the whole cut off without injury. In a hernia case,
I cut off what I supposed to be almost the whole omentum, and the
man recovered perfectly. Where the spleen is wounded, the only
method seems to be to excise the organ. This has been done, so
far as I know, twice. Very little is known about the treatment of in-
Juries of the spleen. Wounds of the liver have been met with a num-
ber of times and all the cases have died. Whether or not it would be
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practicable in these cases to stitch the liver to the abdominal wall, ete.,
I cannot say. Tait has done it in chronic disorders a number of
times and has had favorable results. We should be encouraged to ex-
periment in this direction. About wounds of the pancreas little is
known—I doubt if they could well be reached. If the kidney is ex-
tensively wounded, its excision or complete drainage is indicated. If
the ureter is divided, the only remedy is excision of the corresponding
kidney. If the projectile has gone through the diaphragm, the same
operation as in the case of the mesentery would be indicated, namely,
excision of the edges and sutures. Of course, all bleeding vessels are
to be tied. If this is impossible, the main trunk, even if this be the
aorta, must be tied. Wounds of the uterus and appendages have not
been dealt with, but would probably require excision.

Then there is another class of wounds entering the abdomen—that
is, wounds through the vagina and rectum; for instance, a stab wound
through the vagina. If we knew that it penetrated, abdominal section
would be indicated. In all these cases contusions or brush burns of
the omentum and intestine frequently are found. In time, nearly all
of these will slough and give rise to pus. In several cases death has
been attributed to this cause. All severe contusions involving the
mesentery or omentum should be excised. When they involve the
intestine, the peritoneum should be united over them with Lembert
sutures. The suture materials which I have seen used have been silk
and catgut. I think the latter is preferable if fine and chromicized.

I have here one table which gives the average time after injury
when the operation was performed. This is one of the most important
things that we can consider. The sooner the operation is performed,
the better are the chances of the patient. The cases in which the time
is reported number forty-five. The average time after the injury for
which operation was done, was eighteen and a half hours. Deducting
four cases where more than two days had elapsed, the average falls to
twelve and a half hours, while a deduction of all the cases where the
time was over twenty-four hours, brings the figures to nine and a half
hours. The average time after the injury when the operation was
begun in the successful cases was seven and three-quarters hours; the
average in the fatal cases was twenty-three and one-gquarter hours.
These are significant facts. In the five cases operated on at .t'hr:
Pennsylvania Hospital, the average time was six hours, Deducting
one case in which from unavoidable circumstances twenty hours
elapsed, the average comes down to three hours. :

In all cases the question of drainage will arise. It is always diffi-
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eult to decide, in any given case, whether drainage should be employed
or not. If there have been extravasation and numerous wounds, drain-
age seems to be indicated. Glass and rubber tubes have been used
with apparently equal success and failure. T think that tubes of glass
or other hard material are to be preferred. Where there has been ex-
travasation of the contents of the stomach or intestine, this is usually
followed by great oozing of serum, -

The final steps of the operation are irrigation and cleansing. In
irrigation I believe most thoroughly. It should be very large in quan-
tity and can hardly be too much so. If the patient is suffering from
shock, there is no better treatment than pouring hot water through the
abdominal cavity. It probably acts directly upon the solar plexus, I
have seen this frequently used with marked benefit. The patient will
be in far better condition after the use of a gallon or more of water at
a temperature of 100° to 110°, than before its application. It has
occurred to me that in profound shock from other causes, it might be
well to puncture the abdomen with some form of double canula and thus
irrigate the abdominal cavity with large quantities of hot water. What
shall be put in the solution used for irvigation ? Several agents have
been so used: Water, distilled water, boracic acid solution, mild solu-
tion of bichloride of mercury, and solution of carbolic acid. Carbolic
acid should be expunged from the list. Bichloride of mercury, when
employed, should be in very dilute solution—1 to 5000 or 10,000.
Boracic acid was used in two successful cases in three per cent. solu-
tion in unlimited quantities. In four cases at the Pennsylvania Hos-
pital the bichloride solution in the strength of 1 to 5000 and 1 to
10,000 was used and apparently without any bad effect. It was used
in both of the successful cases there. Distilled water is very good and
especially in cases where extravasation has not occurred. Where
there has been extravasation, purulent peritonitis set up, or it is not
certain that all foreign matters have been removed, I think that an
antiseptic is indicated. Where we have a solution like that of boracic
acid, pdssessing fair strength with little danger of poisoning, it should
be used. The parietal wound is closed and dressed in the usual
manner.

One question in the after-treatment would arise in cases where a
drainage tube had not been left, and would be with reference to reopen-
ing the wound and draining where a large amount of serum was present.
Each individual case must be decided for itself, The onset of violent
peritonitis would be an indication for reopening the belly, irvigating
and draining it.
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I wish now to take up a few of the classes of these cases in succes-
gion. Those which have been discussed before will not be reconsid-
ered. Rupture of the bladder will be discussed separately. First,
with reference to gunshot wounds. The total number of cases recorded
is 22,  Of these, 5 recovered and 17 died, a mortality of TT per cent.
Of these 22, 18 were done in the United States; 4 recovered and 14
died, a mortality of 77 per cent. The foreign cases were 4 in num-
ber, with 1 recovery and 3 deaths, a mortality of 75 per cent. The
first recorded case of gunshot wound treated by abdominal section is
that of Dr. Kinloch, of North Carolina, in 1881. The first recovery
was the case of Kocher, of Switzerland, in 1883. The first American
recovery was a case operated on by Dr. Wm. T. Bull, of New York,
in 1884. These 22 cases were done by 15 operators—11 American
and 4 foreign. In Philadelphia there have been 2 cases of abdominal
section for gunshot wound. One was done at the Pennsylvania Hos-
pital two days since by Dr. Thomas G. Morton. In one case of gun-
shot wound a wound of the intestine was overlooked, with a fatal
result. MecKellar, of London, reports a case of two wounds of the
lower portion of the sigmoid flexure in which it was impossible to
introduce stitches. All that he could do was to throw a ligature
around the wounds., The patient died, and fecal extravasation was
found at the autopsy. It struck me that in this case rectal distention
by a colpeurynter might have been of some assistance, lifting the
bowel up =o that stitches could be inserted, for I understand that the
openings were on the anterior wall. Such cases are, however, exceed-

ingly difficult to remedy.
I will read the notes of a case of gunshot wound of the abdomen:

OasE I.—B. B., a negro, aged thirty-six, of splendid frame and constitution,
was admitted late in the afternoon of January 23. Three-quarters of an hour
before admission, he had been shot by a ball fired not more than a couple
of feet from him; its calibre was 32. When admitted, he was not shocked;
but slight nausea and severe general abdominal pain were present. Pulse
and respiration slightly accelerated; temperature 98°. A bullet wound was
found an inch and a half above and half an inch to right of the umbilicus.
No tympany, emphysema, decrease of liver dulness, or other marked symp-
toms, were present until just before ansesthesia was begun, He then vomited
more or less altered blood copiously. Abdominal section had been decided
upon by Dr. T. G. Morton over the telephone, and full preparations having
been made meanwhile, the operation was commenced almost immediately
upon his arrival—an hour and a half after the accident.

The man’s condition at that time was very good. The belly wall having
been made surgically clean, and penetration proved, an incision was made by
Dr. Morton from two inches below the ensiform cartilage to the pubes. In-
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stantly upon opening the peritoneum a large quantity of fluid and clotted
blood, together with much flatus and partially digested food and feces, gushed
forth, The peritoneum, where not injured, looked in good condition. The
cavity was first cleaned as well as possible by rapid sponging, and then
searched for wounds, Three perforating wounds of the stomach first came
into view. They were sitnated in a straight line, transverse, just above the
omental attachment, and rather to the left of the centre of the organ. Two
were anterior; the third posterior, and came out through the omental attach-
ment, One other perforation of the stomach was found. This was in the
lower edge of the right-hand portion, about three inches from the pylorus.
All of these holes were bleeding pretty freely, and vomiting gastric contents,
The posterior perforation was found only after several careful searches.
Next, a linear rent of the transverse colon, just before it curves downward,
was found. The tear was an inch and a half or two inches long, and through
the omental attachment. All of these wounds were trimmed and sutured
with Lembert sutures, of fine chromicized catgut, about an eighth of an inch
apart.

The omentum was terribly torn in a number of places, and filled with very
large extravasations of blood, which had become clotted. The clots were
removed as thoroughly as possible, and one long rent corresponding to the
colon wound was stitched by a continuous suture. A number of ecchymoses
of the small intestine and mesentery were found; one of these ecchymoses of
the intestine looked as if it would be likely to slough. This was turned in
by uniting the serous surfaces of the bowel above it with the Lembert suture.
The entire cavity was thoroughly searched, including the liver, gall-bladder,
and spleen. The bullet could not be traced after leaving the stomach. The
spinal and dorsal regions had been carefully examined for evidence of it
there before the operation was begun,

Every portion of the abdominal eavity was then sponged and thoroughly
irrigated with HgCl, solution, 1 to 10,000, and the parietal wound closed with-
out leaving in a drain, and dressed in the usual manner of the hospital.
Time from patient’s being taken from bed until put back again, two hours.
Time from beginning ineision to putting on dressing, an hour and a half,

After the operation the patient was somewhat shocked, but in an hour had
reacted well, and was perfectly rational. He remained in thiz condition for
four hours, complaining only of slight pain in abdomen. Five hours after
operation he presented all the signs of hemorrhage, and rapidly sank;
breathing much interfered with, and no radial pulse. He died in another
hour—six hours from the completion of the operation. -

Post-mortem,—Abdominal cavity contained about a pint of faintly blond-
tinged serum; intestines congested; no additional or overlooked wounds
found ; the repaired ones in good condition and water-tight. Ball, after leav-
ing stomach, penetrated diaphragm, and, without injuring the lung, struck
the lower border of the seventh rib three inches anterior to its angle, chipping
it and eutting the intercostal artery, which had bled a pint and a half into
the pleural suc. The ball was found an inch and a half further along ante-
riorly in the same interspace

The only point that I would add is in reference to finding the ball.
As a rule, it is not found. In this case we traced it as far back as
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the diaphragm, and thought that it might have gone through the edge
of the spleen, but examination showed no wound of the spleen. The
difficulty experienced in finding wounds of the upper portion of the
stomach, where the omentum is cut and ecchymosed, is almost beyond
description. It is a wonder that some of the wounds were not over-
looked.

The next table to which I shall refer is that of stab wounds. In
all the cases, with the exception of one, the wound was produced by a
knife. In that one instance it was caused by a sharp splinter of wood.
As we should expect, this table presents the most favorable showing.
The total number of cases reported is 19. Of these, 12 recovered,
and T died; a mortality of 36 per cent. These operations were done
by 14 operators: 10 American and 4 foreign. The 10 American
operators did 15 operations, with 8 recoveries, and 7 deaths. The
foreign operators did 4 operations, and all recovered. The first case
on record is that of Kwiectuski, of Russia, April 15, 1883. The first
American one is that of Dr. W. 0. Roberts, operated on Angust 28,
1885. The first recovery was the case of Kwiectuski. The first
American recovery was the case of Dr. Roberts. ~The credit of the
first recovery properly belongs to Dr. Roberts, of the United States,
for the Russian operator had a large wound already made, which he
enlarged to a certain extent, and sought for the intestinal wounds.
Dr. Roberts had but the small opening made by a penknife.

I shall now read the histories of two cases:

Case IT.—G. W. J., aged forty, a powerfully built man, was admitted to
the Pennsylvania Hospital, September 9, 1886, at 10.30 .. He had been
stabbed by a long and narrow butcher’s knife a few minutes previously, and
had lost considerable blood. Had frightful pain in right side of abdomen;
scarcely any shock. Upon examination a wound three-quarters of an inch
long was found about two inches above the centre of Poupart’s ligament on
the right side; through it were prolapsed several inches of amall intestine.
Dr. John B. Roberts saw him in about three-quarters of an hour, and deter-
mined upon abdominal section. The operation was begun at once by making
o five-inch median incision, strict antiseptic precautions being adhered to.
The peritoneal cavity contained a large amount of dark fluid and EIDtEﬁI]
blood, while the intestines were almost wholly eollapsed and empty. '1 he
prolapsed bowel was first reduced and then brought out through t:he E}pcrn‘fmu
wound and earefully examined, cleansed, and returned. The entire intestinal
canal was thus examined, as were also the other viscera and mesentery.

This research revealed six wounds of the intestine and mesentery : namely,
four wounds opening small intestine, one cut opening the colon just above
the caeum and running into the mesocolon, one transfixion of the mesentery.
The wounds of the colon and mesentery were bleeding nutivcl;r—thf: former
permitted escape of bowel contents. The lesions of the small intestine were




ABDOMINAL SECTION FOR TRAUMATISM. 25

oceluded by prolapsed mucous membrane. All open wounds were about one-
half inch in extent, and were closed with Lembert's sutures of silk. After
repairing these injuries the abdominal cavity was thoroughly irrigated with
hot 1: 10,000 HgCl, solution, and then sponged dry. A glass drain-tube
was put in as far as the rectovesical pouch, and the parietal wound closed
with chromicized catgut. He reacted well, and was perfectly comfortable
next day after the drain had been removed, for it caused great pain in the
lower pelvic region. Previous to its removal, about six ounces of faintly
blood-tinged serum came through it. No pain afterward. Its exit was
stitched.

No food was given for three days, but bromide of potash, chloral, and brandy
were administered in large doses, as delirium tremens was anticipated. Nu-
triment was begun on the fourth day, and gradually increased. Delirium
then present, and on the increase. On the fifth day he seemed in a fair way
to die from the great exhaustion incident to the mania, With Dr. Roberts’s
consent I determined to give strychnia to physiological effect—regarding that
drug as indicated in the profound nerve exhaustion of delirium tremens. One-
thirtieth of a grain twice daily by hypodermic was started, and the quantity
rapidly run up until twitching, etc., became manifest. This did not occur
until he had been taking one-tenth of a grain every hour, and a half for half
a day. The same dosage was kept up for thirty-six hours and then reduced
to one-tenth of a grain every fourth hour for another day, as that amount kept
up the full effect, since he was becoming more and more sensitive to its
infloence.

He was thus kept, by smaller and smaller doses, in the full physiological
effect of the drug for nine days; at the end of which time ten minims of tr.
nux vom. could not be comfortably borne, and the drug was suspended
entirely.

The effect upon him of this medicament was very marked indeed, and both
Dr. Roberts and myself firmly believe that it saved his life. I have since
tried this treatment upon similar cases with exceedingly good result.

Beyond the above his convalescence was uneventful. The belly healed by
primary union. He was walking about hiz room on the fifteenth day, and in
the yard on the seventeenth.

Discharged on the nineteenth day.

Case III.—J. D., an Italian fruit-vender, aged thirty, was brought to the
hospital at 1 A.»., December 25, 1886. He had received a stab during a
broil some squares distant from the institution, and had walked all the way.
Almost immediately upon receipt of the injury he vomited the contents of
his stomach ; not much pain was present, and that little was just around the
wound, which was situate two inches to right, and three-quarters of an inch
above umbilicus, Decided emphysema was present for a space of three inches
all around the wound. Temperature, pulse, and respiration were normal.
He was given a dose of morphia by hypodermie, and slept quietly until morn-
ing. There was no odor about wound, no signs of fluid in peritoneal cavity,
nor diminution of liver dulness. At that time, 1 A, M., the wound, one-half an
inch long, was cleansed, stitched, and sealed with benzine and collodion.

At T Ay, pulse, temperature, and respiration still normal, but much pain
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was complained of, which seemed centred about the region of the wound, and
was stated to be increasing and spreading every moment. Vomited green
material.

It was decided to do an abdominal section, and at 10.30 A. ». the operation
was commenced by Dr. T, G. Morton.

The original wound was first proved to penetrate—the intra-abdominal
opening was not more than one-quarter of an inch long. Median incision
was then done from two inches above umbilicus to within one inch of pubes,
and the abdominal contents searched. A small amount of fluid and clotted
blood (3ss) was found immediately beneath the stab wound. This blood
was mainly entangled in the omental tissues. A rent of one layer of the
omentum, about two inches long, was found in this region, also a divided and
bleeding omental vessel just outside of the tear. The artery was ligated, and
the tear sewn with catgut. The peritoneal opening of the stab wound was
then closed by a single stitch of the same material. No other lesions could be
found, as the cavity was carefully cleansed with sponges, and plentiful irri-
gation with warm 1: 10,000 HgCl, solution, and the external wounds closed
with closely placed interrupted fourteen-day catgut sutures. An antiseptic
dressing and flannel bandages were applied, and morphia to mild narcotiza-
tion administered, No drain was used. Strict antisepsis prevailed through-
out. Time of operation, one and a half hours.

December 29th. The only annoying symptom from which he has suffered
has been bilious vomiting from time to time, and which still keeps up in
spite of various medicaments and champagnes, of which latter he has been
taking f3j every second hour; also has been taking f3j of peptonized milk
every two or three hours since 12,27 A, M, Dressed, because of disordered
dressing yesterday, and wounds found united throughout.

Bowels opened last night, and again this morning, by enema. Urine had
to be drawn twice following operation. Has had no special pain.

January 11, 1887. Up to-day and walking about. All sutures are away.
No dressing on wound since January 8.

Jauuary 21st. Discharged cured; walked home; twenty-eight days in

hospital.

The next table to which I shall refer is that of ruptured bladder,
which has been to me, perhaps, the most interesting of the series.
The total number of cases reported is 10, with 4 recoveries and 6
deaths, a mortality of 60 per cent. There were 9 operators—3 American
and 6 foreign. The American operators performed 3 operations, with 1
recovery and 2 deaths, The foreign operators performed T operations,
with 8 recoveries and 4 deaths. The first recorded case of abdominal
section for ruptured bladder is that of Walters, of Pittsburg, in 1862,
This case was also the first recovery. In Walters's case he diagnosed
rupture of the bladder, with infiltration of the peritoneum with b}md
and urine. He opened the abdomen, cleaned it out, and put in a
drainage tube, but did not sew the bladder wound. The s.em.md case
was that of Alfred Willits, of London, operated on June 12, 1870,
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This case died. The second American case was that of Dr. Bull,
operated on October 27, 1884. This case also died. Two recoveries
have recently been reported by MacCormae. Philadelphia has had
one case, which was operated on by Dr. Joseph M. Fox, August 16,
1886, with fatal issue. I will read the report of this case:

CAsE IV.—E. M., a man aged thirty-eight, at one A, 3. on August 16, 1886,
walked out of a second-story window. Two and a half hours afterward he
wag admitted to the Pennsylvania Hospital, He had been drinking much
the previous evening, and the bladder was distended at the time of accident.
Upon examination, the resident surgeon, Dr. Alexander McAllister, found
that the neck of one femur was fractured, and that he had marked symptoms
of ruptured bladder, namely, great pain over bladder and lower abdominal
region; intense desire, but no power, to micturate; bloody urine by catheter.
He was much shocked, but had recovered by nine A. ., when he was in good
condition. Dr. Fox at that time saw him, confirmed the diagnosis, and deter-
mined to operate, but through the intervention of circumstances beyond his
control was prevented from so doing until evening, when the operation was
performed.

Strict antisepsis prevailed. A four-inch median inecision was made over
the bladder. Ten ounces of blood and urine were found in the peritoneal
cavity. Intestines congested, and in places looked almost gangrenous. A
two and a half inch triangular opening was found in the anterior portion of
the fundus. The viscus was held up by two long sutures passed through the
sides of the rent, and the wound was then sewed with closely placed Lembert
sutures of catgut; fifteen were introduced. It did not leak when distended
with 1:1000 HgCl, solution. The abdominal cavity was then thoroughly
washed with 1:5000 solution, and the parietal wound closed, leaving in a
hone drain tube down to the bladder; but, of course, not entering that organ.
A rubber catheter was left in the urethra. He died in forty-two hours.

Post-mortem examination showed localized peritonitis about wounds.
Wound of bladder water-tight. Blood clots in pelvic basin.

Now a few details with reference to ruptured bladder. The symp-
toms of ruptured bladder are more definite than those of most other
cases. The condition of the bladder at the time when the injury is
received is of some importance, but cannot always be ascertained.
Shock is usually present, as in other cases, Pain in the hypogastrium,
fruitless efforts at micturition, vomiting, hiceough, distention of the
abdomen with fluid, the withdrawal of blood or bloody urine by the
catheter, are all good indications. If there is no urine in the bladder,
or none comes in, it is a fair sign, The catheter can sometimes be
introduced to a great length, and occasionally the rent in the bladder
wall may by this means be detected. The withdrawal of an enormous
~quantity of fluid is another indication. If warm water is injected, it
may be felt by the patient in the loins and other locations. With the
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catheter in the bladder, the liquid sometimes ebbs up and down with
the movements of respiration. Recently Dr. Weir, of New York,
has suggested a test for ruptured bladder, which consists in injecting
a certain amount of fluid and percussing over the region of the bladder.
If a definite outline of percussion dulness is noted, it is a fair inference
that the bladder is not ruptured.

It is important to determine whether the rupture is extra- or intra-
peritoneal. Stephen Smith has shown, in a collection of 65 cases,
that the peritoneum is injured in 80 per cent. of the cases. Max
Bartles found, in an examination of 166 cases, that the rent was intra-
peritoneal in 98, and extraperitoneal in 54. In 84 cases of intraperi-
toneal rupture the rent was situated at the fundus in 40 cases; in
front, near the fundus, in 9; posteriorly in 33; and at the side in 2
cases. In 50 cases of extraperitoneal rupture, the rent was at the
neck in 19, anterior in 23, posterior in 2, and at the side in 6. In
15 of these cases there was fracture of the pelvis. In these cases, as
a rule, the urine found in the peritoneum is healthy, and not decom-
posing. An interesting paper has been published by a Russian,
giving the toxic effects of urine which has escaped into the peritoneal
cavity.

The method of operating is an interesting one. Having determined
upon interference by section whether the diagnosis has been made
positive or not, a median incision should be made and enlarged to suit
the convenience of the operator. The incision may at first be made
down to the bladder, as for a suprapubic lithotomy. If there is a
wound in front, you may feel it if it enters the peritoneal cavity; but
even this is fallacious. Having found the wound in the bladder, the
first thing is to clean the peritoneal cavity. Next, it is necessary to
get the bladder into a position to sutare it. This has been, until re-
cently, found one of the most difficult steps of the operation. To
obviate this, distention of the rectum with a colpeurynter has been
practised. More recently, as in the case of Fox, sutures have been
introduced on either side, and may be comhbined with the use of the
colpeurynter. MacCormac, who found-considerable difficulty in bring-
ing up the bladder, made a lateral incision on each side through the
peritonenm. This liberated the bladder immensely. These peritoneal
wounds he stitched together in the usual way, but it appears to me
that this might be improved upon by introducing the stitches as Dr.
Emmet does when sewing up his relaxation ineisions of the vagina or
elsewhere—that is, by uniting the wound by stitches passed in its
longitudinal diameter. It has been found that the cases in which the
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sutures penetrate all the coats of the bladder invariably terminate
fatally. This must be borne in mind, and the sutures passed through
only the serous and muscular coats. The bladder wound is to be
brought together with Lembert sutuves of silk or catgut.

The after-treatment brings up the question of drainage, which has
been discussed. A catheter should be left in the bladder. Amnother
important thing is to prove that the stitches effectually control the
opening in the bladder. This is done by injecting some solution—
better, a weak antiseptic solution—into the bladder. If there is any
leakage, additional sutures should be introduced; or the first row of
stitches, by a second set, turned in.

The last division of the paper relates to rupture of the intestine.
The total number of cases reported is five, of which number none
recovered. One operation was performed in America and four abroad
—two in Australia, one in France, and one in England. The first
recorded case is that of . H. Girdlestone, of Australia, February 14,
1883, The only American case recorded is that of Dr. E. A, Wag-
ner, on August 2, 1886. One case fell, and pressed a truss down
upon a descended hernia; one was thrown from a horse; two were
kicked in the abdomen; and one was crushed by a horse, In five
cases the small intestine was ruptured, and in one the colon was the
part involved. I have the notes of one case of ruptured intestine
which occurred in my father’s wards in the Pennsylvania Hospital.
I wish, in conclusion, to relate it, although it was not an operative case.

Case V.—B. R., aged fifty-seven, was brought to the Pennsylvania Hoa-
pital, a distance of ten miles, on a bitter eold night, sitting in an upright
position. Upon his arrival he was in a state of collapse, from exposure, cold,
pain, and weakness. He stated that he had long been subject to a hernia
(indirect inguinal) of the right side; that he habitually wore a truss that did
not keep it reduced properly; and that while it was down, about thirty hours
before admission, he had been violently kicked in that groin. He experienced
some pain and nausea at the time, and both steadily increased up to the time
of his admission. His bowels had not moved.

Upon admission his condition was as above; no vomiting or belly pain. A
large swelling was present along the proper position of an indirect inguinal
hernia, 1In this lump he had severe pain. All endeavors were directed to
bringing him out of his shocked condition.

Dec. 3, 1886, Late last night he had reacted sufficiently to receive an ansmes-
thetic, which was administered, and a thorough examination of the affected
region made. No hernia was present; simply a mass of inflammatory exu-
dation. Considerable emesis and some recurrence of shock followed, This
morning his condition seemed fair. He stated that he had none or very little

pain; took liquid nourishment; and had his bowels freely moved by enema;
no abdominal symptoms whatever.
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In the afternoon he vomited, several times, material with a suspicion of
fecal odor about it, and during the night it became very markedly so. It now
became evident that he was suffering from one of three conditions, namely,
either a ruptured gut, a reduced though still strangulated hernia, or an intus-
susception.

4th. The first thing this morning preparations were made for opening the
scrotum, and, if necessary, the abdomen; but the anwmsthetic so depressed
him, and his condition within the last few hours had become so bad, that the
operation had to be abandoned, He died in the eourse of a couple of hours.

FPost-mortem.—Upon incising the serotum a quantity of fecal material was
found; no hernia was present, but the internal ring was patulous, The peri-
toneum was found in a state of general peritoneal inflammation, and a great
quantity of fecal fluid material was present in the pelvie basin. A loop of
small intestine, having an inflammatory ring about its neck, was found in a
state of almost gangrene, from congestion and inflammation; while the loop
was torn for an inch in extent in two places; the communication of the loop
at both ends with the normal bowel was present, though the opening was
gmall. Post-mortem examination otherwise negative.

DISCUSSION.

Dr. C. B. NANCREDE said: I understood Dr. Morton to say, that the case of
suture of the intestine for ball-wound which he reported was the first so treated
in Philadelphia. He is mistaken, for I operated on a case of gunshot wound
of the abdomen some seven months ago, and reported it to the Academy of
Surgery about three months ago. I should like to compliment Dr, Morton
on the immense amount of labor evidenced by his paper. I think this is a
timely subject for diseussion. Some three months ago I had the privilege of
taking part, by special invitation, in a discussion on gunshot wounds of the
small intestine, which took place in New York; and was participated in by
most of those who had operated up to that time. The conclusion arrived at
was that all penetrating ball-wounds of the abdominal cavity demand at least
an exploratory operation, and if any wound of a viscus be found its repair
should be attempted. I should like to enter a protest against the evident
tendency to advise the opening the abdominal cavity by any practitioner
in every ball-wound. Where a large tumor has been removed the abdominal
walls are lax, and there is plenty of room for manipulation. In laparotomy
for gunshot wounds or other injuries, the difficulties are tenfold. You have
to operate through a tight and narrow opening. In prolonged operations
there is often difficulty from distention of the intestines, The difficulties in
finding the wound are sometimes exceedingly great, so much so that if I had
a ball-wound in the abdominal cavity, unless I could be operated on by one
who was in the habit of doing abdominal operations, I should rather trust to
the old let-alone plan. I have scen undoubted penetrating ball-wounds of
the abdomen recover.

Let me say a few words about my own case which, I think, shows thr:- .in.}-
portant point, although I could not secure a post-mortem, that peritonitis 18
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not the only thing we should dread. I saw the boy six hours after he had
been shot. The wound was a little to the left and above the umbilicus. He
vomited blood one hour and a half after admission, althongh the operation
showed that both the anterior and posterior walls of the stomach had been
perforated. I determined that the wound was a penetrating one and made
an incision in the median line; and I would warn any against enlarging the
existing wound if not in the median line. I found a wound of the anterior
wall of the stomach which I closed with fine silk, using a fine sewing needle.
Then I found a wound in the anterior wall of the duodenum which I sutured.
I next locked for and found a wound of the posterior wall of the stomach.
A large ragred wound in the posterior wall of the duodenum was also dis-
covered. Examination from the stomach down almost to the ilio-caecal valve
revealed no other wound, A careful toilet of the peritoneum was made and
the wound closed. The boy did well for forty-eight hours and never pre-
sented the least symptom of peritonitis. When peritonitis comes on suddenly
there may be a profound condition of shock which will not admit of rise of
temperature, rigidity of the abdominal muscles, flexion of the limbs upon the
pelvis, pain, or any of the usual symptoms, but this is not the case in slowly
developing peritonitis. The boy died on the third day with a series of con-
vulsions with very high temperature. I believe that he died of sapremia,
due to the absorption of ptomaines. The cold water coil, which was used
almost from the outset in both of the successful cases of Bull, of New York,
was not used, and I think more opium was given than was wise. We have
long been taught to give opium in full doses in traumatic peritonitis, but I
believe that many cases are killed by this treatment. When the initial symp-
toms are marked by collapse, low temperature, rapid, feeble pulse, and clammy
skin, if you give large doses of opium simply to ward off the expected in-
flammation, you will probably kill the patient. If you give moderate doses
of morphia with large doses of atropia, you will possibly rally the patient
and carry him over the shock stage. I think that large doses of opium should
not be given in peritonitis unless guarded by atropia. It should be given by
hypodermic injection, for you do not know how much will be absorbed from
the stomach. At the end of a peritonitis where, from the respiratory centres
becoming involved and from interference with the action of the diaphragm by
tympany, hypostatic congestion of the lungs is taking place, persistence in the
use of large doses of opium will kill the patient. If the opium is reduced to
a minimum and given with large doses of atropia, or atropia is alone exhib-
ited, you wilksometimes tide the patient over.

I think we should enter a word of warning against the tendency to operate
on every case of abdominal wound without proper precautions. It should be
done by a skilled hand. Not every case is fitted for it. The condition of the
patient should be carefully considered before such an operation is attempted,
and I hope the Society will be careful how it endorses an operation of this
kind as the rufe for penetrating wounds without further light upon the
subject.

Dx. 8. 8. ConeN said : Dr. Morton has spoken of the injection of hot water
into the abdominal cavity for the purpose of restoring the pulse in cases of
severe shock and collapse. It may be interesting to mention that Dr. Benja-
min Ward Richardson records successes following injection of hot milk into
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the abdominal cavity for the purpose of restoring patients in the collapse of
cholera, The same measure has been used successfully by others,

Dr. Morton also stated that he knew of no case in which poisoning with
boric acid had occurred. Such a case has been reported in The Medical
News, some two years ago, by Dr. Brose, of Indiana.

Dr. G. G, Davis said : We have been taught that penetrating wounds of the
peritoneum are not to be probed. The author has mentioned this as one of
the means of diagnosis. If other diagnostic points are present, probing is not
necessary ; still, I think it justifiable to use the probe if it is done antiseptically.
The time of probing was not touched upon. This, I think, is a very impor-
tant point. When called to see a man who has been shot in the abdomen or
any other part of the body, the question arises whether or not it is justifiable
to probe the wound at once. I believe that it is not; unless certain precau-
tions are taken and unless the surgeon is prepared to follow up his examina-
tion, if necessary, by operation. If there is hemorrhage it requires attention.
Outside of that I can conceive of no circumstance which will require imme-
diate manipulation of the wound. The examination should be deferred until
the patient is brought to the hospital or to his home and the examination
made once for all, at the time when the surgeon is prepared to go on with the
operation, if one is necessary. The indiscriminate examination of Garfield's
wound was severely criticised by Esmarch, and he had good grounds for his
eriticism. T have not seen many cases of gunshot wound, but I can recall three
cases in which the abdomen was involved. Innone of these was any operation
performed, and they all speedily died. If the operation is to be done, it should
be done early. The eases which I have seen remained in a comparatively
good condition for a few hours, but toward the end of the first or second day
many of them will die, particularly if the wound is a large one. They seem
simply to sink away,

As regards the use of hot water injected into the abdomen, a less radical
method is the injection of the hot water into the rectum, which is frequently
used and which I employed at least six years ago. A temperature of 108° to
110° will be found comfortable.

Dk, MorToN said: In regard to Dr. Nanerede's remarks, they are practically
covered by what I have already said. The question of what cases should be
operated upon, and by whom, is still under judgment. It would seem to be
the judgment of the majority that all cases of penetrating wounds should be
opened, The probe would only be used where you are prepared to operate
if mecessary. In many cases the ordinary signs of peritonitis are perfectly
worthless, The case of ruptured intestine which died presented no apparent
symptom of peritonitis.

In those cases where intraperitoneal injections have been made in cholera,
it has been on account of the empty condition of the bloodvessels, Here it
is commended for the treatment of shock, pure and si mple. It is simply
the application of heat. The use of hot enemata has long been practised in
the Pennsylvania Hospital, but it is not so satisfactory as large hot water
irrigations ata temperature of 100° to 110%, ;

With regard to the question of mortality, the table shows the total mortality
of cases l‘E[-mt'l{':IIL It is probable that the real mortality is even larger. Every
successful case has doubtless been put on record, while it is likely that many
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already described were very marked ; also irregular attacks of l;:hi}linesa or
rigors; temperature was elevated every night; there was no cough, jaundice,
or vomiting; there was, however, sallowness of the skin, and dark, turbid,
and scanty urine.

Examination revealed a dark bluish swelling some three inches in diam-
eter in the right hypochondriac region, bordered by the sixth rib above; the
tenth below; the linea mammilaris (a line extending perpendicularly down-
ward from the right nipple), upon the inside; and the linea axillaris, on the
outside. The swelling was about three-quarters to one inch in height, and
presented all the appearances to sight and touch of a carbuncular develop-
ment. It was hard, firm, and quite painful to the touch. There was no
fluctuation. My first object was to ease the child of her cramped and painful
position in bed by encouraging her to occupy a rocker, or, if possible, to walk
about the room a little. She was put upon concentrated nourishment, stimu-
lants, and, medicinally, on syr. ferri iodidi, and bromides and chloral for the
pain. The latter remedies had to be early replaced by opiates and quinine,
owing to their inefficiency to combat suffering. Temporarily, I ordered an
ointment applied every eight hours, composed of camphor, opium, ext. bella-
donng, comp. resin ointment, and cosmoline.

This plan of treatment was continued for five or six days, with the effect
of markedly softening the swelling and eausing it gradually to diminish in size,
and the development of a central point of concentration just over the eighth
intercostal space. I thought I detected fluctuation on palpation, but obtained
nothing but blood on aspiration with the exploring needle.

At any rate, the child seemed easier and mare comfortable. Anodyne flax-
seed poultices were now started, and on the 21st instant I prepared to operate,
all the conditions seemingly pointing to the retention of deep-seated pus.
Contrary to the usual custom, I determined to treat the case by free incision,
the thorough evacuation of the pus (if any), and the prevention of reaccumu-
lation by complete drainage by means of rubber tubing.

The little patient was thoroughly etherized, and, after selecting a favorable
point by the aid of the exploring needle, a free opening was made, one
inch or more in length, down through the eighth intercostal space, about one
and a half inches to the right of the linea mammilaris, Immediately, about
eight fluidounces of pus flowed from the wound. At first the pus was
“laudable,” free from odor, but streaked or marked with biliary coloring
matter; toward the end it assumed the very dark condition usually spoken
of as “chocolate-colored pus,” due to the presence of blood or disintegrated
hepatic tissue. Ciradual pressure over the hepatic area aided in its rapid and
free evacuation, the bulging over the intercostal spaces disappeared, and for
the first time the outlines of the ribs were readily recognized, A probe was
now passed through the wound under the ninth rib, and it entered in an
obliquely downward direction to the extent of four inches, toward the linea
alba, and three inches obliquely upward toward the sternum, in depth per-
pendicularly about two and a half inches,

A perforated rubber drainage tube doubled upon itself, was introduced into
the depth of the cavity, enabling free drainage; and the daily injection of
earbolized oil (two to sixteen fluidounces) through one end, and its eseape
through the other, Warm cataplasms were continued night and day. After
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some five days the tube was replaced by one of a smaller calibre, and entirely
done away with the ninth day after the operation. A small piece of lint
dipped in carbolized oil was used a few days longer, simply to keep the cut
from closing and insure thorough healing from within outward. Finally,
carbolized zinc ointment completely healed the wound by December 8th. Her
improvement and rapid convalescence after the operation were wonderful.
Internally she has been taking cod-liver oil emulsion with hypophosphites
and syrup. ferri iodidi.

December 12th, she was walking and playing about her room. Of course,
the marked constitutional depression due to her serious ailment will to a con-
giderable extent continue for some time, but there is at present no doubt of
her entire recovery of good health.

Later, January 15, 1887, the child is well and fully recovered.

Remarks.—Let us notice briefly some of the very interesting
features presented by this case. The first thought worth noting is the
tender age of the patient, vis., twelve yvears. The statistics show this
serious ailment to be rare in children, being seldom seen under the
age of twenty.

In seeking for the cause of the disease in this case, T am led to
adopt one of a traumatic nature. Frerichs, Budd, Andral, Romis,
Morehead, and others, in their collection of cases, show but a very
small percentage due to external violence. Thus, Budd reports only
2 out of hiz 62 eases collected ; Morehead, but 4 out of his extensive
observations—318 in all. After the closest questioning my little
patient revealed no previous malarial, dysenteric, metastatic history,
or any other inflammatory and ulcerative process in the gastro-
intestinal canal, which are generally looked upon as the chief disturb-
ing influences or causes of suppurative inflammation of the liver.
Careful inguiry elicited the following history and probable cause :

About four days previous to the commencement of her symptoms,
she assisted her aunt in carrying flower plants from the yard up to the
fourth floor of the house. One of these plants was, owing to its
weight, entirely beyond her strength, yet, after four efforts, she sue-
ceeded in landing it on the fourth floor, She described very vividly
the pain felt by the pressure, and the weight sustained over the right
hypochondriac region in her struggles to complete her task. .'&.ﬂ bnfc‘ur-::
said, the child is of a very slight build and delicate, and it is quite
probable that this external violence originated her painful affection.

A few words as to the diagnosis, prognosis, and treatment. 1 found
much difficulty for a time in arriving at a satisfactory conclusion as to
the diagnosis of the disease, and was inclined for some days to believe
the case one of unusual carbuncular development, ‘dependent upon
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a very badly run-down system, and having its starting-point in the
mechanical violence or external contusion referred to ahove. Even
the exploring needle failed me in establishing a positive conclusion.
It was only definitely arrived at in doing as Frerichs so aptly puts.
it: “In most cases a correct diagnosis will only be arrived at, by
not relying upon individual symptoms, by taking a general view of
the mode of origin and entire clinical history of the case, and, after
excluding by comparison the diseases of the liver and of the neighbor-
ing parts, which may give rise to symptoms similar to those of
hepatitis.”

It is well understood that the prognosis is generally unfavorable in
suppurative hepatitis. Frerichs says: * Suppurative hepatitis belongs
to the class of severe maladies which imperil life, and which terminate
in death far more frequently than in recovery.” And this naturally
leads to the consideration of the treatment. I candidly believe from
the presence of the grave symptoms, that my patient would have died
in a short time but for the prompt and energetic operation undertaken
as soon as a reasonable conclusion could be arrived at concerning the
diagnosis. Even when there is considerable doubt existing and the con-
dition of the patient is serious, careful exploratory incision could be made
to determine the true state of affairs. No danger can result from this
when proper precautions arve used. At any rate, the aspirator should
be early used as a means of establishing diagnosis. Drs. Sims, Ham-
mond, Jimney, of Mexico, and many others, have frequently punctured
the liver without any bad results.! Tt has been demonstrated time and
time again, that the entrance of air into such a cavity through an
incision is not necessarily attended by decomposing action and death,
but, on the contrary, a complete evacuation is obtained, reaccumulation
prevented, and the threatened death by exhaustion or blood-poisoning
averted.  Upon the other hand, imperfect removal of the pus by one
or more aspirations or punctures, permitting more or less to remain
behind, will, in addition to that constantly forming, undoubtedly keep
up the constitutional disturbances, and, finally, produce a fatal issue by
rupture or blood-poisoning, if the very rare act of absorption does not
take place.

The case treated of in this paper happily illustrates the good results
of free incision, perfect drainage per tube, and the rapid healing
and antiseptic properties of carbolized oil. The method of gradually

1 .
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opening the abscess as recommended by Réeamier, Begin, and others,
by the separation of a slough through many applications of caustic
potash or soda, is very slow in operation, painful, productive of loss of
tissue, and if an opening into the pus cavity is finally established air
must also surely enter. Again, many abscesses of the liver open
spontaneously, and though air freely enters the cavity, the patients
usually go on to rapid recovery. In fact, this latter mode of termina-
tion of the disease (spontaneous opening), is very much welcomed by
the physician and has eminent advoeates. T should not think after
the excellent result obtained, of treating similar cases by any other
plan than the one suggested. Lives are undoubtedly lost by
the partial or imperfect method of removal of foreign material by
repeated aspirations or punctures, thereby necessarily keeping up the
source of trouble which eventually must end in death. The early
and prompt operation happily terminated my case in recovery in
about fifty days, while Rouis, in his valuable and extensive statistics,
shows the average duration of the disease in cases not operated upon,
and which recovered by bursting either through the thoracic or ab-

dominal walls, through the bronchi, colon, or stomach, to have been
140 days.

DISCUSSION.

Dr. C. M. Serrzer said: I have scen three cases of abscess of the liver,
and in these cases the symptomatology was somewhat different from that of
the case described. T should think that an abscess of the liver holding eigl:»t
ounces would produce more constitutional disturbance than was present in
thiz case,

The destruction of liver structure is usually greater, and the case, as a rule,
requires a longer time for recovery. The three cases which I have seen
all resulted fatally, and at the post-mortem the liver tissue was found to be
very ragged, and hanging in shreds in the abscess cavity. In_ theae. cases the
diagnosis was readily reached by a microscopical examination of the pus.
The liver cells could be easily detected. That, I think, gshould have heen
the mode of determining whether the case were really one of hepatic abscess
or not, ,

Dr. J. 8. NErFF said: It is well known that pus from I‘I..lll::pl_:l.tlf: abscess
rarely contains liver débris, because most abscesses in this situation dre sur-
rounded by dense walls of pyogenic membrane. The cases to whhzch Dr.
Seltzer has referred, in which the liver substance projects in shreds into the
ahscess cavity, are cases of diffused abscess, which are very rare.

In the circumscribed abscesses of the liver which I have seen, the tendency
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to point has been in a different direction from that in the case reported. I
have seen only one case in which the abscess was opened through the abdomi-
nal walls. That was the case of a man in the Jefferson Medical College
Hospital. The abscess was tapped a number of times, but as the man was
evidently sinking, it was decided to open it through the abdominal wall.
One of the dangers of this operation is that pus may escape into the abdominal
cavity. In performing it, some operators at the first sitting cut down to
the peritoneum. In the course of twenty-four hours there will have been
some local peritonitis with the formation of adhesions, and then the operation
is completed. Dr. J. M. Barton operated in my case, and after cutting
through the abdominal wall with a scalpel, a white-hot knife was used in order
to avoid hemorrhage from the liver structure. After the liver had been pene-
trated a short distance, the knife failed to act satisfactorily, and the opera-
tion was completed with a soft gum catheter.

In the case reported, the cause of the affection and the youth of the patient
are also points of considerable interest.

Dr. SELTZER said: My remarks were based on the statement that this
was an acute diffused hepatic abscess, and not one surrounded by pathogenie
membrane.

Dr, VogLER said: I have no doubt whatever as to the diagnosis of
this case. The situation of the abscess, the fact that the pus was mixed
with biliary matters, the fact that the finger could be introduced through
the cut two inches under the ribs, and the very grave constitutional symptoms,
were sufficient to indicate the seat of the disease. I unfortunately neglected
to make a microscopical examination of the pus. As Dr. Neff has said, it is
not necessary that disintegrated hepatic structure should be found, for many
of these abscesses are localized. I thought that in all probability adhesion
had formed between the abdominal wall and the liver, and in operating I ex-
perienced no trouble.
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The lungs were normal, but many mueous riles were audible in the bronchial
tubes, No increase in the liver or splenic dulness could be made out, as he
could not bear any pressure below the diaphragm. His general condition
improved somewhat for a short time after admission; the pain, however,
remained constant, and vomiting was of frequent oceurrence. He died of
exhaustion on January 1, 1887. During the time he was under observation
no change of note occurred. The temperature ranged from normal to 99.5%
He vomited blood once only, on December 15th, small in quantity, and
dark in color. Paroxysmal spasm of the diaphragm commenced December
16th, and continued with intermissions until death. A loud systolic murmur
was detected on the 19th, with area of intensity over the apex. The urine
remained normal throughout, and much reduced in quantity; of high color;
specific gravity 1.032; reaction markedly acid; no albumen or sugar. The
diagnosis was made of cancer of the pyloric end of the stomach with
secondary peritonitis, induration with inflammatory i]:nﬁlt.rﬂ.?:ivc:uJIlj and adhesions
between the diaphragm and the stomach.

AvTtorsy.—Body much emaciated. Abdomen seaphoid.

Thorar: Lungs normal, except hyperemia, and firmly adherent to the
diaphragm ; no other pleural adhesions. Heart: Pericardial sac obliterated
by adhesions; left ventricle large, firmly contracted; right ventricle small,
and partly filled with a firm clot ; valves normal ; aorta showed marked chronie
endarteritis throughout its whole thoracic portion, and extending to ab-
dominal aorta; left ventricle was small, wall thickened, red, and firm.

Abdomen: Peritoneal cavity contained a gquantity of purulent (?) matter.
Peritoneum inflamed, the coils of intestine extensively adherent to each other,
and to the liver, spleen, stomach, and diaphragm. There was g sac formed at
the hilus of the liver by adhesion of the duodenum with the gall-bladder and
under surface of the liver. This cavity contained purulent (?) fluid with thick-
ened walls. The gall-bladder was flattened from pressure, and contained a
small amount of thickened bile. The mesocolon showed inflammatory thick-
ening. The upper surface of the liver was extensively adherent over the right
lobe to the diaphragm. The left lobe was intimately connected with the
stomach. There was a cavity formed by the anterior surface of the left lobe
of the liver, the anterior surface of the pyloric end of the stomach with the
diaphragm forming its roof. The right wall of the cavity was formed by the
suspensory ligament of the liver, the anterior wall by adhesion of the liver
and stomach, the left wall by adhesions between the diaphragm and the an-
terior wall of the stomach. The cavity was filled with a grumous material, its
walls being indurated and inflamed. In the floor of the sac there was an
opening a half inch in diameter through the anterior wall of the lesser curva-
ture, about half way between the cardiac orifice and the pylorus, and a half
inch to the left of the left edge of the left lobe of the liver. There was also
another sac formed by adhesions between the diaphragm, spleen, and cardiac
end of the stomach. This cavity had no communication with the one just
described, or the stomach ; it contained a gimilar fluid,

Stomach: Walls were greatly thickened, more marked at the lesser curva-
ture. In the neighborhood of the perforation noted the wall was thinner, the
orifice presenting a rounded edge. When opened, the mucous surface through-
out appeared greatly ridged and mammillated, general thickening being most







RESULTS OF SOME GENERAL WORK IN ABDOMINAL
SURGERY, PERFORMED DURING SEVEN AND
ONE-HALF MONTHS OF 1886.

By HOWARD A. KELLY, M.D.

[Read Febrouary 9, 1837.]

THE notes of cases here offered for your consideration were collated
at very short notice to fill a vacancy in the evening’s programme.
This explanation, however, I do not intend as an apology, for the
subject is one of extreme importance, in which, as a specialist, all my
own interest is concentrated ; and I believe that I shall be able, in a
few, minutes this evening, to draw your attention to a list of cases
remarkable for its variety, including one or two topies quite new.

Many here to-night remember the time when the large cystic
ovarian tumor was considered the only indication for abdominal
section, and, if other conditions were accidentally discovered, the
incision was simply quietly closed. The dangers of the operation
itself were so great that surgeons were loath to interfere until the
patient’s wretched condition seemed to warrant the risk,

As, however, our race cultivated a familiarity with the peritoneal
sac, and learned its limits of toleration and intolerance, a bolder and
more. successful work was entered upon. With dropped pedicles,
innumerable ligatures for hemorrhage, peritoneal toilet, drainage tube,
and, above all, an unremitting care to secure microseopie cleanliness
throughont, we have become masters of the situation, and our failures,
when they occur, are no longer mysteries. And with these Improve-
ments has come a recognition of a greater variety of indications for
abdominal section, until, as to-night, I am able to present, ont of
bwenty-eight successive cases, at least nineteen separate morbid condi-
tions. Before calling your attention to the list of my cases (which
shall be only cited briefly by name), I would ask you to consider with
me a few important points bearing direct] ¥ upon the work,

In the first place, as to percentages.  While T have a personal pride
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in my work which induces me to say that it will bear the strictest
criticism, yet I cannot but deprecate the bitter spirit which animates
so much of the percentage discussion, The time was when, by this
means alone, by means of the striking differences which existed, we
were enabled to determine, in the absence of personal experience, the
relative value of methods : but that time has passed, and with the
closure of the chapter on ovariotomy, this spirit of emulation survives
no longer in the interest of seience, but is personal and unworthy of
our cause. Further, it is manifestly absurd to compile statistics from
a class of heterogeneous cases,

In the removal of small tumors in the pelvis, in the removal of
ovaries and tubes not to the naked eye diseased, we are most often
compelled to operate for pain. The patients themselves, seeing
nothing amiss, are very loath to submit to * being opened ™ until their
misery makes life a burden—at least this has been my own experience
with women, to whom I always explain, in the fullest possible manner,
the exact nature of what I propose to do, and its consequences, It is
gratifying to the operator, who has finally been driven to this expedi-
ent, to find gross lesions suitable for class demonstration, but the most
typical relief often comes where the disease cannot be so easily demon-
strated; and in cases where there are palpable tumors, the surrounding
infiltration and cellulitic inflammation are often serious enough to delay
convalescence, for a long time defeating the operator.

Thus, if I were asked, in my own work, which of my cases had
given the most gratification—that is, where had the relief been most
typical and striking from a condition of suffering—I would point out
a patient who was for more than two years unable to take a step on
account of the great pain in the right ovarian region; in addition, she

ras a most wretched sufferer throughout the whole time. There were
no gross lesions in the ovaries, and it was long a question with me
whether she had not some other serions organic disease, which question
I debated under the most varied and patient efforts at general and
local treatment, until, with the removal of ovaries here shown, she
rose up as if a great weight had been lifted off her and went home to
Barnesville to her parents and friends, a walking miracle.

Another case, well illustrating this point, is that of Mrs. W.,
here shown. She suffered, as she only can describe to you, ever since
her first menstruation, from pains which left her a most degraded
picture of misery when she came to my office. I ﬁ_:un:l t-I'ac ia':,:maina
of chronic ovaritis and the wiry tubes of a chronic salpingitis and
]Jﬂ]‘i&:itf:i.llgitiﬂ. which had contracted down so tight and adhered to
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so many surrounding structures that they were exposed and removed
with the utmost difficulty. This patient has gained eighty pounds
since the operation.

These results, and some others I might detail had I time, are
undeniably brilliant; but cures are not always so typical, and I am
often satisfied if I can but remove one element (perhaps the most
distressing) of my patient’s sufferings. If my patient can only come
back to me and say, “you have taken away that dreadful pain in my
back and stomach ; life is now bearable, before it was unbearable,”
I am well content.

Mrs. B. (here shown) exhibits this well. She had a rapidly
growing tumor in the right ovarian region, which seemed, in a most
unaccountable manner, to prostrate her general health. I decided
this to be a case of extrauterine pregnancy, and I believe my
section proved it. She is now like another woman, although still
under treatment for an induration of the left apex, undiscoverable
before operation.

I do not, Mr. President, therefore, claim wonders for this field of
work. T claim for it what is asked for other fields of our art—that
the results justify the means. It is of results I wish now to speak,
with a brief preliminary as to difficulties.

The difficulties encountered in handling small pelvic tumors are
often very great, far exceeding those of removing an ordinary cystoma.

First, the abdominal walls, which have never been distended,
press tightly down upon the contents, and the recti pinch the fingers
like a vice, utterly defeating any effort to catch or raise pelvie viscera,
and this in spite of ether and chloroform. I have been obliged twice to
overstretch the recti befove I could proceed.

Secondly, in case of chronic peritoneal inflammation, the bleeding
from the more superficial vessels of the abdominal wall may be extreme.

Thirdly, the intestines, in this close sac, often cling to the fingers
until they feel as if they were clothed with several pairs of gloves, and
are just as useless.

Fourthly, when the patient is very obese, the embarrassment of the
operator is greatly increased, requiring a much larger incision, prolonged
manipulation, with difficulties of closure and subsequent dangers. -

Fifthly, cellulitis, so common a concomitant, so draws down and
anchors everything in the pelvis that the structures are elevated with
extreme difficulty, and only a pedicle, in the technical sense, can be
secured. The dangers of secondary hemorrhage from this kind of a
tie is, I know, very vividly before the minds of all operators of experi-
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two grains of pure powdered iodoform were sprinkled over the peri-
toneal surfaces, the incision closed and the patient put to bed without
the slightest shock or discomfort. She insisted on unbuttoning the
jackets worn by the operator and assistant, and was as comfortable
from that moment until she rose on the sixth day, to take a drive on
the seventh day, as if there had been no operation. All trace of the
induration has disappeared and she has since felt perfectly well,
although the ultimate result remains very doubtful.

Eleven of the cases referred to in the above table were exhibited to
the Society, and showed the scars of their incisions.

DISCUSSION.

Dr. A, HEwsoX said: I wish to express my opinion in reference to cer-
tain points in connection with the paper read. The speaker stated that he
has resorted to the operation for the relief of pain in cases where the diag-
nosis was not definite and the existence of a tumor not positively made out.
In an experience with over three hundred cases, I have notseen one in which
relief of pain was not directly afforded by the application of clay.

In reference to the stretching of the cicatrix, it has been my lot to see a
good many cases of hernia following laparotomy. In one three or four large
herniz protruded. Tn this case I resorted to the use of a fifty per cent. solu-
tion of silicate of soda applied on strips of gauze, such as the late Dr. Paul
Beck Goddard used in his collodion dressings.

Dr. J. M. BALDY said: I would first refer to the case in which the uterine
appendages were removed for metritis. This is a new indication for the
operation, and it seems to me that it would be a unique case in which such
a procedure would be justifiable. There are many men of large experience
who have not seen an uterus which they were unable to reduce to a normal
size without recourse to surgical procedure. In regard to cystomata, it is im-
portant that as soon as they are diagnosed they should be removed. It has
been claimed that rupture of the eyst is followed sooner or later by malignant
disease not only of the appendages and peritoneum, but also of other organs,
It is important in pyosalpinx that the appendages be removed on both sides.

I have seen a good many cases of pyosalpinx operated upon, and in some
cases where the disease was unilateral the unaffected tube has been left, In
a recent case operated on by Dr. J. Price this was done, and two months later
the second tube became involved; on opening the abdomen it was found
impossible to remove it on account of the adhesions present,

. As a rule, we should beware of removing appendages in which, on examina-
tion, we can discover no disease. There are cases, however, which will tempt
most of us to operate. Dr. Kelly's case of sim ple chronic salpi ngitis in which

4







A NEW APPARATUS FOR PREPARING DRY GYPSUM
BANDAGES.

By H. AUGUSTUS WILSON, M.D.

[Bead February 9, 1387.]

RoLLiNG the dry plaster-of-Paris bandages by hand, the method
usually in use, is unsatisfactory, and under the most favorable circum-
stances a dirty process. It was to avoid the inconveniences and
irregularities of that method that I devised this apparatus, which I
have had made by A. G. Gefvert, the orthopwdic apparatus manu-
facturer.

It consists of an ordinary box-bandage roller, with the addition of
the following: A movable bottom, A, A, A, held in contact with the
outermost layer of the bandage, as it is rolled, by a rubber band B,

and at the other end by a hinge-joint €. Upon this movable bottom,
and just in front of the crank, is a flood-gate or distributor, not shown
in the illustration, which equalizes the distribution of the plaster and
presses it into the bandage from above, while the movable bottom
prevents the gypsum passing through the meshes. The proper tension
is applied by two rubber bands.

A hopper, E, is provided with an arm, F, bent in such a manner
as to be raised by the crank at each half turn, and upon being released













SPECTALISM IN MEDICINE.

By ROSS R. BUNTING, M.D.
[Read March 9, 1887.]

Tue object in presenting this paper before the Society this evening
is not with the idea of offering anything new, but rather with the
hope that in discussing this rather hackneyed subject, something of
advantage to our profession may be suggested.

Specialism is a sign of progress. Herbert Spencer, in his I llustra-
tions of Universal Progress, says, * From the earliest traceable cos-
mical changes down to the latest results of civilization, we shall find
that the transformation of the homogeneous into the heterogeneous is
that in which Progress essentially consists.” In the development of
the human organism the same law is followed from uniform to multi-
form, from simple to complex, from the general to the special, produc-
ing physiological division of labor or specialization of funection. *¢ It
18 always in the most advanced periods of civilization that division of
labor is carried to its utmost limits. It is only the savage that com-
bines in his own person in all their departments the character of phil-
osopher, inventor, and operator.”” (Political Economy, Wayland.)

“ Medicine was practised primitively by the chiefs of families, of
tribes, and of nations, and by generals and legislators, Afterward it
was joined to the sacerdotal office for a very long time. At last it
constituted a distinet profession which was at a later period subdivided
even into several departments.” (Renouard’s History of Medicine.)
Medicine, surgery, and midwifery (the latter practised mostly by
women, as it now is in some parts of Europe), appear to have been
the earliest divisions. Some writers consider specialism to have existed
long before the Christian era, but we think it is only within the last
twenty-five years that real, true specialism may be said to have existed.

During this period there has arisen in our midst a practitioner
known as the specialist. His advent was regarded with suspicion by
the doctor. *He is like the locust plague of Egypt, devouring all be-
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ailments belong. Having anxiously watched the advent of the little
ones, often. through sleepless nights, it is but fair he should attend
them for the many diseases of babyhood. '

2d. The accumulation of medical knowledge has become so great
that one mind cannot master, much less employ, this knowledge in
the practice of medicine. There are no “ Admirable Crichtons™ in
our art. The genius of a Sydenham would shrink in despair before
the immense masses of medical lore accumulated since his day. We
read with astonishment of the acquirements of Dr. John Mason
Good, who, to the reputation of a polyglot added that of one of the
foremost practitioners of his age. It is universally acknowledged
that the men of one idea, those who confine their attention to one
thing, be it a business or a science, are the men who succeed, who
represent the progress of the age, and whose names * posterity will
not willingly let die.”" ** There was once a boy put under the care of
the Jesuits, who was noted for nothing but his stupidity. The teachers
tried him abundantly, but could make nothing of him. At length
one of the Fathers tried geometry, which so suited his genius that he
became one of the first mathematicians of his age.”” We hear occa-
sionally of physicians distinguished in the walks of literature, but it
is extremely rare for them to be known to the public in this dual
capacity—certainly posterity never remembers them as such. Oliver
Wendell Holmes is but little known to the world as the professor of
anatomy, but as the genial Autocrat of the Breakfast-table, and the
author of that charming novel, Zlsie Venner. We know but little of
Dr. John Brown, of Edinburgh, as a physician, but as the essayist.
If we could imagine a physician thrown into a Rip Van Winkle sleep
of, say, but ten years, and then recommence the practice of medicine,
he would be astonished at his own ignorance, so great would he find
the progress in all branches of our art. He would feel “like the
mouse which thought his chest was all the world, and was astonished
when he stood upon the till and looked out to see what a great world
lay beyond him.” IHaving admitted the necessity of the specialist, we
will now consider him in his relations to the medical profession. He
ought to be regarded as the consultant of the general practitioner,
and, when possible, to act and advise with him, An oeculist once
observed (with apparent satisfaction) that many people no longer con-
sulted the family doctor about their eyes, but went at once to the
oculist, as they would to a dentist for their teeth. With all due
respect to the many honorable gentlemen in this line of practice,
this is belittling the family physician, and the tendency will be to
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throw the general profession into disrespect. Why should not a
physician, who is worthy the name, be asked an opinion whether his
patient should consult a specialist? Encourage the public to aet in
this manner, and the result will be to create an antagonism between
the two classes of practitioners, Regarding the specialist as a con-
sultant, would place the latter in the same position as the general con-
sulting physician, who is supposed to comprehend and follow the Code
of Medical Ethics. There has been a great change within the last
few years in the attitude of the public toward the family doctor.
Change of physicians seems to be the order of the day. Formerly
they have been known to attend a family for two generations. Now
many people change their doctor with every mnew illness. That
specialism is partly responsible for this we have no doubt, but we
think the desire for something new, and the want of faith in every-
thing which characterizes our age, are also causes,

Duncan Gray, the village doctor, whose character is so beautifully
portrayed in Scott's Surgeon’'s Daughter, belongs to a class of
physicians which is fast disappearing, although to be regretted; this
is but one of the old landmarks swept away by the flood of scientific
progress. The limitations of specialism include the diseases which
properly belong to it, and the number of specialists. The majority of
diseases should be treated by the general practitioner. Take two
instances from two different specialties. Why should not the average
doctor be able to prescribe the proper glasses for simple hypermetropia,
and apply the uterine dilator in cases where it is indicated? These
methods of treatment are supposed to belong especially to the oculist
and gynecologist. On the other hand, the busy practitioner would
not have time (admitting that he has the knowledge) to attend to cases
of mixed astigmatism, operations in laryngeal surgery, and the appli-
cation of electricity, which necessitate the continued presence of the
physician in his office, and require expensive instruments, for the out-
lay of which there would not be sufficient remuneration, so compara-
tively few would be his patients. We deem it obligatory on him,
however, to have a working knowledge of the laryngoscope and the
ophthalmoscope, which is just as necessary as an acquaintance with
the microscope. Every year, as the physician becomes better edu-
cated, is his field of labor enlarged. Some years since, the application
of the obstetrical forceps was regarded as an operation requiring a
consultation ; now every recent graduate considers himself capable of
performing it. There are operations in seneral surgery, e 1it'|‘”t‘3“f'3'
and ovariotomy, which will still be restricted to a few having special
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skill and experience. The great dramatist's description of sorrows
which *come not single spies but in battalions,” we think would be
applicable to the number of specialists.

Dr. Morell Mackenzie remarks, as one point of favor in specialism,
that *“in one city of the United States, of 130,000 inhabitants, he found
thirteen specialists in throat diseases.” We can well imagine the poor
doctors in this city of many specialists, gazing around, and exclaiming
with the bewildered Macbeth, “ Can such things be and overcome us
like a summer’s cloud without our special wonder "

To the ignorance of the general practitioner may be ascribed, in a
great measure, the large number of specialists. With the increased
facilities for study, extension of the curriculum in our medical colleges,
and post-graduate courses, the young physician will enter upon the
practice of his profession much better qualified than his predecessor of
a quarter of a century ago. The simple cases he will always treat,
and some of the more difficult ones. The general increase of medical
knowledge will also operate favorably on the specialist, obliging him
to possess a fair knowledge of general medicine, which is impossible
for those “who take up specialties” without ever having had a general
practice, a state of things much to be deplored, for, as has been ably
remarked, “the body is an organism, not a mechanism, and he who
has the widest knowledge of that body, its disorders and diseases, is
best able to find out the matter with his patients.” There will always
be a field, an inexhaustible one, for special research, for from the latter
must emanate most of our scientific progress. A wise author has truly
said: “ He that shortens the road to knowledge lengthens human life.”
And a well-known political economist furnishes another tribute to the
usefulness of the specialist when he says: The advantage of the many
is best consulted by each individual looking after his own good in the
most intelligent manner. There should be no jealousy between the
general and special practitioner, for both belong to that honored pro-
fession to one of whose members was applied by our Lord the title of
““the beloved physician."

DISCUSSION.

Dr. C. Serrer said: I feel that it is incumbent upon me, as a specialist,
'to say something about this admirable paper. The points are well taken,
The anthor truly says that the specialist should be the helpmeet, the consul-
tant, and the adviser of the general practitioner, and also that he should
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crowded college curriculum does not adequately provide for certain depart-
ments of medicine which are of as real importance as any, to the truly general
practitioner. s

Dr. 8. 8. ComEex said: I agree in the main with all that Dr. Bunting and the
other speakers have stated, but there is one point alluded to in the paper, on
which I think the lecturer did not lay as much stress as he would have been
justified in doing. There is no doubt that specialism is largely overdone.
There was a time in the history of medicine when the necessity arose for that
subdivision which is a token of progress. But the men who have made
specialism what it is, of whose fame we are justly proud, were first traiued‘ua
general practitioners. They did not go forth from the college doors with
ophthalmoscope or laryngoscope to seek, to see, and to conquer. Too often is
it the case to-day, that men without hardly having seen a case, and without
being able to diagnose acute or chronic diseases affecting the whole organism,
will let it be known that they are specialists devoted to this, that, or the
other branch of medicing. These men are doing incaleulable harm to their
patients, to the profession, and to themselves.

Another point worthy of mention is this, that the specialists have enlarged
the seope of our profession, and have done so for the general practitioner. All
the facts which specialism has brought to light have been given to the pro-
fession to become common property. And it is our duty to have a general
knowledge of all the advances, and to be able to use all the instruments of
precision now used in diagnosis. There is not one of us who should not be
able at least to make a diagnosis of the more common diseases of any and all
regions of the body, so as to determine whether or not the treatment lies
within the scope of his skill; or to know whether or not he must call upon
special knowledge to confirm or assist the diagnosis, to advise or conduct
treatment. And when, for any reason, the assistance of a specialist cannot be
secured, we must not let our patients suffer needlessly, because of our own
ignorance of that of which we have no right to be ignorant.

Dr. J. H. PACKARD said: Having, unfortunately, arrived too late to hear
anything of Dr. Bunting’s paper but the last few sentences, it is perhaps pre-
sumptuous in me to offer any remarks; yet I will venture a word or two. 1
am entirely in accord with the last speaker in regard to the necessity of uni-
versality of education. I think this absolutely essential for the good of the
profession ; specialty of practice is, in cities at least, equally indispensable
for the good of the public.

Many-of the members present can recall the time when “ specialism " was
generally looked upon as an invention of the arch-enemy. A report upon it,
in most condemnatory terms, was made to the American Medical Association.
The idea was, I believe, that because many quacks advertised themselves as
specialists, therefore all specialists were quacks, and all specialism was, or led
to, quackery.

We are, of course, prevented from advertising ourselves as specialists; this
would be in every way objectionable. The only legitimate advertisement we
get is from our work. I think it was Syme who said, “The best way for a
man to advertise himself is to cure his patients.” Now a man is most likely
to be suceessful in lines of practice which he has studied, and the increase of
his business will be in the same direction. This is perfectly proper.
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dexterous, and most successful operator in London—abandoned alto-
gether the use of the Emplas. adhesivum, or resinwe, and all others of
the officinal articles, and resorted to the ¢ English court plaster "—
not, however, to get rid of the tercbinthinates, because the court
plaster was then made “by applying to black silk by means of a
brush, first a solution of isinglass, and afterward an alcoholic solution
of benzoin” (Wood and Bache, Dispensatory, eighth edition, 1849,
p. 463), for that plaster contained, as you see, a resin, but because the
uses of all the officinal plasters had taught him that they were liable
to provoke erysipelas in wounds. He did, however, at a later period,
discover the source of such troubles in the presence of that very
article of benzoin, for he abandoned the black plaster and employed
one of whitish silk, covered on one surface by only a layer of refined
isinglass—a clear Russian article which Dr. George B. Wood then said
was the purest form of gelatine known,

About this time (1847) J. P. Maynard, of Boston, proposed for
adhesive plaster the use of a solution of gun-cotton, made in ether
and alcohol, called * collodion” then as now, but it failed utterly of
success as it could not form its film over and across the edges of a
wound and so hold them together. It also produced terrible distress
when its contact was forced into the cut flesh. Soon after this propo-
sition of Maynard, one of the greatest geniuses of our profession in
Philadelphia, and who oceupied the house adjoining my father’s—Dr.
Panl Beck Goddard—called me into his office with the declaration
that he had something good to show me, which was the using of
Donna Maria gauze, a strong, wide-meshed, silk texture applied across
the wound and secured there by painting the strips, eut warp-wise, with
collodion through the meshes of the gauze on one side close up, but
not in the edges of the wound, and when it got dry there, through
those of the other side. By such care, and keeping the collodion for
at least one-quarter of an inch away on either side of the cut edges
of the flesh, it dried quickly and showed through its central portion
that the edges were in perfect coaptation, a condition which could not
be determined by the use of anything but a gauze texture. This
i.iem::-natmtinn by Dr. Goddard produced such a vivid Impression of
its advantages on me that I have ever since resorted to it as g means
of support, also using various other kinds of open textures and other
means than collodion to maintai n sitw. T .
different qualities of bolting c’;;;:; ﬂ:flm TI 40 “"“3.: I_h“f‘r:ﬁ e

, crape lisze, and other silk.tissues.

Some as fine as four thousand meshes to each square inch, and
]
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paste should be applied by a thin strip of wood, directly to the bare,
clean integumentary surface of one of the sides which are to be
secured together, and then one end of this strip of gauze is to be laid
on it and rubbed gently and smoothly so that the paste will come
through its meshes. It should be applied no nearer the edge of the
wound than the collodion would be. It dries as quickly as the latter,
and has, indeed, the advantage of always drying fast even on a moist,
or dampened surface; a property wanting in the liquid-glass, as well
as the glue, even where expedients have been previously used to
dry the parts. When the end of the strip first applied is fixed
by the paste, some of the latter is to be put on the other side of the
wound, and the gauze strip drawn smoothly across it and pressed on
that side; the surgeon watching the contact of the lips as to how well
it is secured, rectifying any irregularity to be seen through the meshes
by a probe. Sometimes in a long wound it may be advisable to
secure the initial extremities of the gauze strips alternately on both
sides. On other occasions it may be better to fix them on one side
and draw all by their free extremities across, and so get equal amount
of traction and tension in that way.

The paste when made strictly according to the directions I have
given and kept covered in a dry place will not sour, and such paste
can be made the vehicle of various kinds of antiseptics and disin-
fectants. The addition of a small quantity of corrosive sublimate
(one grain tb a pint), immediately after it is fully boiled, effectually
prevents the germination and development of various kinds of microbes
wherever it may be applied.

[Nors.—Samples of the paste were shown, and its value illustrated
by an application of it, and by magic lantern slides showing experi-
ments performed to test its strength. A piece of gauze pasted to
binder's board, by one square inch of surface, sustained a weight of
from five to eight pounds. Two pieces of canton flannel pasted to-
gether over the same extent of surface, and subjected to a tension of

eighteen pounds, did not separate, although the canton flannel was
rent at another point.]
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before that system can be reached. Volatile substances are elimi-
nated by the pulmonary alveoli.

The antiseptic substance employed is preferably sulphure.tted ‘h}*{]rm
gen, This is propelled by means of a current of carbonic acid. It
is important that the carbonic acid be freshly made, ilIl:d t-l'fﬂ-t the
injection be made without any admixture of atmﬂgphenc air, the
presence of which will cause griping.

The carbonic acid gas, as evolved from the action of dilute
sulphuric acid upon sodinm carbonate, is collected in a rubber bag
previously emptied of air by rolling it. This bag is then connected
with a hand-ball compressor, by means of which the gas is propelled
through natural sulphurous water in a sort of Wolfe bottle, driving off
the sulphurous gas with it through a tube, the terminal extremity of
which has been passed into the rectum. Within less than a minute the
escape of the gas by the lungs can be detected in the breath.

The beneficial results obtained in pulmonary phthisis by Dr.
Bergeon, and reported last July to the Académie des Sciences, have
been confirmed by Prof. Cornil, in a communication last October, to
the Académie de Médecine, by numbers of French physicians, and by
Dr. Hughes Bennett, of Mentone. Bergeon stated that the patients
he considered practically cured, had no more expectoration, and only
dry auscultatory signs of cieatrizing cavities, or other cicatricial results
of old lesions. Some of them had become able to resume tolerably
laborions employment, with full maintenance of the amelioration they
had acquired.

In most patients, it is said, there is a marked diminution of congh,
expectoration, and night sweats within two or three days. Neverthe-
less, the trifling expectorations of those apparently practically cured,
continued to contain bacilli. This fact may be taken both for an
indication that the immediate danger in phthisis is less from the
baeilli than from the septiceemia which they set up, and as an indica-
tion that this protective treatment, when successful, should not be
discontinued until the general healthiness of the tissues is sufficiently
restored to resist the further development and sustenance of the
bacillus tuberculosis.







THE SEASONAL RELATIONS OF CHOREA,
RHEUMATISM, AND NEURALGIA.

By MORRIS J. LEWIS, M.D.

[Read March 23, 1887.]

I HAVE been requested by your committee on meteorology and
epidemics to read a paper on the influence of different conditions of
weather on rheumatism and nervous affections, and take pleasure in
doing so, but must state that the paper read by me before the Phila-
delphia Neurological Society, in October, 1886, which appeared in the
Medical News of November 13, 1886, embodies nearly all the facts
that I have to bring before you to-night. The salient points, however,
I think I can bring forward in a clearer manner than then, having
changed the method of tabulation so as to make the subject more
easily comprehended. To my previous study I have, in this paper,
added for the purpose of comparison the records of neuralgia about to
be described,

A daily comparison between the state of the weather and disease
could not be made, as the days of onset of the two affections, chorea
and rheumatism, could not be obtained. The months of onset were,
therefore, taken and compared with the monthly average of the weather ;
this, although rendering the result less accurate, will, however, show
many points of interest, the study extending over the decade 1876-
1885 inclusive.

The months of onset of 43T separate attacks of chorea were taken
from the books of the Orthopeedic Hospital and Infirmary for Nervous
Dizeasges during this decade; and attention is drawn to the fact that
it is the'time of onset of the disease that is noted, and not the time of
application for treatment ; any conclusion drawn from the latter method
of notation must necessarily be inaccurate. As it is a well-recognized
fact that a relationship exists between chorea and rheumatism, which, it
is needless to say, is as yet imperfectly understood, T thought it would
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In glancing over these figures, great variation in the number per
month is seen; the two highest months for chorea being May and
March respectively, and the two lowest October and November; while
for rheumatism, the two highest are January and April, and the two
lowest November and August.

The highest month for rheumatism follows the highest month for
chorea, instead of preceding it, as we might have been led to suppose
from our knowledge of the relationship between these two affections,
although a considerable rise is seen in the number of attacks of rheu-
matism in January, two months before the greatest rise in the number
of chorea cases.

The greatest suffering from neuralgia occurred in March, and the
least in June.

An attempt to explain these variations, naturally brings us to a
study of the varying conditions of the weather.

Nothing especial is seen in comparing with the chorea tracing (tabu-
lated from the foregoing figures) that of the mean relative humidity
(and by this is meant, not the mean actual amount of moisture con-
tained in the air, but the mean per cent. of the moisture that could be
held in suspension at the mean temperature of each month) or that of
the mean barometer, except that there appears to be an increase in the
number of attacks of chorea with a fall in these two tracings; the
reason for this will appear later; neither is much learned by com-
paring the chorea tracing with that of the mean daily range of the
thermometer, which shows the variableness of the different months;
this is greatest in May, and least in December. The mean tempera-
ture tracing, which is highest in July and lowest in January, does not
throw much light upon the subject. When, however, the tracings of
the number of the cloudy days, and the days on which rain or snow
fell, and the amount of rain, or melted snow in inches, are studied, a
slight resemblance to the chorea tracing begins to be apparent, and_ the
probable cause of this becomes more evident when the storm tracings
are studied, because these meteorological factors may be considered as
component parts of a storm. The cause of the relationship prcvin@]y
noted as existing between the chorea, and the mean relative humidity
and mean barometer tracings, now becomes clearer, the storm centres
being centres of low barometer.

In studying the storms, circles of varying radii were drawn around
Philadelphia as a centre, and the number of storms, as marked on the

weather burean maps, counted in each. 1
The storms passing within the 400- and the 700-mile circles are the
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only ones I will diseuss; the former because this tracing shows the
nearest resemblance to that of chorea, and the latter, because the
average distance over which a storm can influence neuralgia has been
found by Captain Catlin to be about T00 miles. A very strong
resemblance exists between these two storm tracings.

The smallest number of storms passing within the 400-mile circle
occurs in August; a rapid rise of the tracing then takes place, until
December and January are reached, then there is a slight fall in Feb-
ruary, immediately followed by a rise to the highest point in March,
after which there is an irregular fall until the low point in August is
reached. The total number of storms passing within this circle for
the ten years in question, is 520, and they are distributed as follows:

January . - - - . 60storms = 11.5 per cent.
February . : : : . b4 ¢ =108 H
March . . - . PR - 1| s
April : : : e e L (R
May : : g 5 i g s R =
11 (- R R e R e SR SR s BREEL
11T AR Sl oL Do T e R
F AT R W S | [ T
poprernbar D0 ek L T g Y G g
October . . P o R R ey [
November : - - e TaRE = ) G
December . 5 ; = NGRS T &

Any one comparing a tracing made from these figures with that of
chorea, must be struck by the resemblance between the two, which is
more than acecidental.

While the chorea tracing shows a strong tendency to keep pace,
month by month, with the irregularities of the storm tracing, that of
rheumatism, while also strongly resembling the latter in its general
characteristics, may be seen to be almost exactly one month later,
looking as if the effect of the meteorological changes was immediate
in the case of chorea (as will be seen later to be the case with neu-
ralgia), and preparatory only in the case of rheumatism. A marked
resemblance exists between a tracing made from the hours of pain per
month previously mentioned, and the storm tracings, even when the
years of study do not coincide; when, however, a table is prepared for
the years 1876-82 inclusive, during which the studies do coincide, the
great resemblance becomes manifest; this is most marked with the

T00-mile, and less marked with the 400-mile tracing, although still
pronounced.
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had never been at all sore since, It was now free from undue tenderness or
other symptom of inflammation. The treatment ordered was applications of
a 1 to 120 solution of silver nitrate to the palpebral conjunctiva, and con-
tinuance of the atropia, with dark glasses.

Two days later the eye became decidedly worse. He was confined to a
dark room, atropia solution 1 to 60 was instilled every two hours, a saline
cathartic was given, and he was put on the use of mercuric chloride and
potassium iodide. I saw him at the end of a week, There was now general

hypersmia of the eyeball. The mass of the cornea was clearer, Iingt. there

was slight keratitis punctata and distinet vitreous opacities; vision, S great
pain and photophobia. Teunuecleated the right eye, finding it free from evidences
of recent inflammation, but presenting in the ciliary region, below, a mass of
lymph the size of a split pea, in which was embedded a splinter of steel 3 mm.
long, and weighing between two and three grains. The socket healed nor-
mally. At the close of the operation, and still five hours later, the left eye
was decidedly paler than before the right was excised. The only change in
treatment was the application of a blister to the left temple, and the use of a
drop of a four per cent. solution of cocaine with each instillation of the
atropia solution. Next day the eye was worse, but after that it improved.
One week after the excision the general hypermmia and the photophobia
had greatly decreased, but the lower corneal ulcer was much deeper, with a
gray base. The application of cocaine and the internal use of mercuric chloride
and potassium iodide were discontinued. At the end of the second week the
eye had improved in every way. Then it grew worse. The hypermmia and
photophobia increased greatly, and very severe pain recurred every afternoon.
Leeches applied to the upper lid gave no relief. When I saw him again, on
the twenty-first day, the corneal ulcer was deeper than ever with an infiltrated
base, the pupil was contracted, and the surface of the iris exhibited plastic
exudation, vision reduced to counting fingers at twelve feet, and his appetite
impaired and circulation feeble. He was placed on small doses of mercuric
chloride, with tincture of the chloride of iron and quinine; and locally the
instillations of atropia were again inereased in frequency to once every two
hours, hot stupes were applied twice daily, and the conjunctiva was washed
out every hour with a solution of mercuric chloride 1 to 5000. Improvement
was immediate, and from this time steadily progressive. Two weeks later the
corneal ulcer was nearly filled with cicatricial tissue, the remainder of the
cornea clear, iris normal, pupil fully dilated and circular; the vitreous almost
clear, and fundus apparently normal. At the end of six weeks, vision with

the correcting glass was i% partly. At eight weeks after enucleation,

vision = %ii full, with + 0.75 spherical lens; and, except the corneal opacity,

and a couple of specks on the anterior lens capsule, the eye seemed normal in
every respect. Five months later it continued so; and recently, thirteen
months after the enucleation, I was told he was working at his trade, and that
his eye continued well.

In discussing this case, the first question that arises is, Was this
ophthalmitis due to the injury of the other eye, which for six years
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the meeting of the American Ophthalmological Society, in 1880, Dr.
D. Webster reported as sympathetic a case of catarrhal conjunctivitis
which had occurred in the service of Dr. C. R. Agnew, and stated
that Dr. H. D. Noyes had * presented a case of sympathetic conjunc-
tivitis to the New York Ophthalmological Society.”

The above points bear upon the diagnosis of sympathetic ophthal-
mitis.  Of equal Importance are certain questions of treatment.
Atropia, I think, saved this eye from the baneful effects of posterior
synechiz, The use of tonics was symptomatic. Mercury was given in-
ternally on the strength of tradition ; but it may be noted that improve-
ment occurred under its use, and that the relapse, running into plastic
iritis, happened some days after its administration had been suspended.
Its local use caused no notable irritation, and was followed by rapid
healing of the corneal ulcer. But the most important point in regard
to treatment is the question of removal of the exciting eye. Here
removal was followed by recovery. In other cases recovery has
occurred without removal. Or, again, as in a case reported here
some years ago, by Dr. A, D. Hall, removal has been followed by
very great permanent damage or complete loss. Referring again to
the report above quoted, we find that of its cases the exciter was
removed early in 64, of which 8 were lost; and it was removed very
late or not at all in 65, of which 26 were lost. From their investiga-
tions that committee draws the very moderate conclusion, * that
whether early removal of the exciting eye be positively useful in
staying the disease or no, it is certainly not injurious, as no less an
authority than Mauthner has asserted that it is when the sympathetic
disease is of the ‘serous’ form.”
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unimpaired. If the latter is impaired, no form of ear-trumpet will
be of use.

2. Not only does such a form of passive motion give immediate
relief to the deafness in most cases, but such a form of passive motion,
acting frequently and systematically upon the ear, prevents further
ankylosis in the conductors, and fatty degeneration of the auditory
nerve from desuetude. This, of course, tends to a permanent improve-
ment of the hearing, and, in some instances, patients come to hear
at last without a trumpet.

If such a force were brought to bear early in casés of deafness from
ankylosis in the ossicula, the defects in hearing could, in most cases,
be arrested, and, to some extent, removed. This form of aid to
hearing has its happiest results in very deaf children, in whom the
loss of hearing often entails loss of speech, if they have already
learned it. If they have not learned to talk, and their deafness
depends on catarrhal disease in the middle ear, and not on a lesion
of the acoustic nerve, the use of a good ear-trumpet will rescue them
from entire deaf-dumbness.

5. The convenience and comfort of those who communicate with the
deaf by means of a trumpet are not the prime, though important
considerations. For, if this mode of conversation is rendered difficult
by reason of the imperfect ear-trumpet at command, it will not be
readily or willingly employed, and, in the case of children, therefore,
not enough will be said to them to improve their hearing or to
teach them speech.

The most useful ear-trumpets yet presented to my notice are those
of Mr. Maloney, who exhibits them here to-night. They are not
only useful as conductors of sound, succeeding where other forms fail,
but they do not fit into the meatus. They are held to the ear, the:
aural end of the instrument heing supplied with a disk, and not a tip.
for the meatus. This does away with bruising the eanal, or exciting
furuncles in it, so common in the employment of the forms heretofore
in use.

They have been devised in a scientific manner, and introduced to.
the profession on their own merit, The best results, or the most
signal ones, have been obtained by the so-called silent instrument,
This is simply because it is the most powerful, and hence renders most
aid to the very deaf, the only people who are really willing to use any
instrument. The smaller instruments are just as good for those not
very deaf, and, if used by such patients, would aid in the retention of
hearing, and tend to cure their hardness of hearing, as I have shown,
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stretcher-frame, with the rings glued upon each side of the membrane, like any
other membrane, it would be thrown into sympathetic vibrations by tones cor-
responding to its fundamental; but that when eut from the frame, and
dependent for its tension upon the two rings alone, it would not respond to a
tone corresponding to its fundamental. Now it has been thought that the
last named feature exhibited by the membrana tympani was produced by its
union with the auditory ossicles. But may it not be due to two facts?

1st. That the margin is thickened.

2d. That the middle layer, or ** substantia propria,’
bone.

You will observe that my membrane describes a central vertical line between
the two rings acting as clamps, and that the rings themselves represent the
ring of bone to which the middle layer, or ‘* substantia propria,”’ of the mem-
brana tympani is attached.

In the construction of the instrument, the fact must be borne in mind that
it must be arranged to suit and compensate for the defect of hearing.

1st. Arrange for high tones, if' the defect is in that direction ; or for low
tones, if the defect iz in that direction. ;

2d. The augmentation and clearness must be to the extent that the person
will hear every word spoken, instead of a word here and there, as heretofore,
which involves a severe mental strain to construct the incomplete sentences.

" is fixed to a ring of

[The following forms of instrument were then exhibited and described :

No. 1, for low and medium sounds.

No. 2, for high sounds.

These cover ordinary, and some special cases.

No. 3, *“ Silent,”’ used in training and in some cases constantly.

No. 4, a modification of No. 1, to be kept in position by its bearings on the
concha, tragus, and antitragus. ]

Dr. 8. 8. Conen said: I had the pleasure of seeing some time ago a demon-
stration of these instruments in the case of some patients of Dr. J. Solis Cohen,
and they acted very satisfactorily. A letter was received some time ago from
Dr. Lacharriere, of Paris, the eminent physician in charge of the National Tnsti-
tution for Deaf-mutes, inquiring as to the trath of reports that in certain institu-
tions in this country, especially in New York, ear trumpets were being used in the
instruetion of so-called deaf-mutes and that it had been found that a gratifying
proportion of children thought to be totally deaf, reacquired in this way a certain
degree of hearing power. After some correspondence we learned that My,
Currier, Professor of Articulation in the Deaf-mute Institution at Washington
Heights, New York, had used an instrument different in construction from
that of Mr. Maloney, with good results. T have here two contributions which
he has published, in the Annals of the Deaf and Dumb for January and
for October, 1885. He reports a number of cases that have acquired the
power to carry on eonversation. Mr. Currier uses what is termed the ** conjeal
conversation tube,”” attaching two mouthpieces and tubes to a single earpiece,
in order that the patient may hear his own voioe as well as that of the
instructor.  His aystem of instruction to reawaken go-called ** latent hearing "’
18 ingenious, and from his reported eases, apparently quite successful. If Mry.

Maloney's earpiece were attached to Mr. Currier's double tube, it might be
found still better.
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Dr. C. WirGMANKN asked, Is there any liability for the rubber disk to get
out of order?

Mr. MArONEY said: With reference to the durability of the rabber, T would
say that it has a protective coating. During the past nine months I have
exposed them to varying changes of temperature without any apparent effect.
If the membrane should get out of order it can easily be replaced.

I have never had my attention called to the instrument of Mr. Currier until
the matter was mentioned by Dr. Cohen this evening. I find that his instru-
ment is open at both ends. In speaking of what I term No. 3, or ‘*silent,"
instrument I neglected to state that it is closed at the end nearest the ear.
The objeet of this is to prevent the impact of the air on the drum of the ear.
Such impact has a tendency to destroy the clearness of the tone. With my
instrument the only impact on the *“ membrana tympani ' is that of the column
of air in the auditory canal between the membrane of the instrument and the
drum of the ear, thereby developing tirue auditory sensations, which cannot be
produced by instruments open at both ends.

While I have done something in the way of testing those supposed to be
entirely deaf, T am not prepaved, without my notes, to speak on this subject,
because I have not yet finished the line of tests marked out. I can say, how-
ever, that T have made tests in two cases supposed to be totally deaf and
dumb. One was a man, forty-two years of age, and deaf from childhood. 1
made him hear on both sides noise only, for the percipient functions had never
(as in such cazes) been trained or eduecated.

The other was a boy, eleven years of age, supposed to hear very slightly on
one side only. Upon making tests I found he could hear on both sides, noise
only, for the same reason as mentioned in the forecoing case.

When I complete the line of tests marked out I shall be glad to present the
results to this Society, if it is their pleasure to hear them. I thank you, Mr.
President and gentlemen, for your invitation and attention, and for the honor
you have conferred upon me.

Dr. (. H. Bur~err said: The question of so-called late t hearing in deaf-
mutes is, of eourse, very important. In one sense, there is no such thing as
latent hearing. Without doubt, many deaf children lose the power of talking
if they have previously acquired it, or fail to learn to speak on account of their
inability to hear. In the case of a graduate of two deaf-mute colleges, the
man's wife discovered that he could hear to a certain extent, and by systemat-
ically talking to him, he acquired the power of hearing an ordinary tone of
voice while in an adjoining room. This case was reported to me by Mr.
Graham Bell, of Washington. In most cases, deafness is due to ankylosis,
and the use of an ear-trumpet is simply another application of the movement
cure. )

I have myself seen a child a little over two years of age, just learning to
talk, lose its hearing to a marked degree. By persistent teaching on the part
of the mother the hearing was much improved, and the child was rescued from
a condition of deaf-dumbness. The child is now twelve or thirteen years old,
and while the hearing is not perfect, she is far from being a deafmute.
Many deal*mutes can hear something. It is very onerous for even a 1|3:1rm1t to
exercise the hearing by the unaided voice, but with instruments like those
of Mr. Maloney's, the parent may be induced to undertake the task.
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ﬂil‘ﬂle. of pencil mark is connected with a terminal of the battery, and
the circuit is completed by a cireular switch which makes contact with
the pencil mark by means of a small metallic wheel. A greater or
less length of plumbago is thus included in the circuit with ease, and
this material thinly spread out being a poor conductor, a great range
of resistances is obtained. In connection with the rheostat a milliam-
péremeter must always be used, the hand being on the rheostat and
the eye on the meter. 'With this rheostat and a meter attached to a
battery all cell selectors may be dispensed with, and the whole battery
used simultaneously and evenly. The instrument before you has been
constructed by Mr. Flemming, and is elegantly mounted with the meter
on a ward table for use at the bedside. Connection with the mains is
made by thrusting a plug attached to the table into receptacles in the
base boards near each bed in the wards and beneath the lamps in the
private rooms.

I have also to show you to-night a new galvanic cell devised by
myself for use in a permanent cabinet or shelf battery. Its chief ad-
vantages are: the cheapness of the materials used, its freedom from
local action and creeping salts, and the long intervals that it will run
without being touched. It eonsists of a zine rod, such as is sold for
use in the Leclanché cell, clasped by rubber bands to a carbon rod, and
resting in a saturated solution of chloride of ammonium and bichromate
of potassium in simple water. The carbon rod is one of those used in
the are light lamps, and, like the zines, is both plentiful and cheap,
one earbon rod broken in half serving for two cells, The containing
jar is an ounce quinine bottle, such as is sold by Powers & Weightman,
Before attaching the wires to the carbons by winding and twisting, as
shown in one cell, or by the pin-and-hole arrangement, as shown in
another, the tops of the carbons must be treated with boiling paraffine
to prevent interstitial creeping, The elements are kept about half an
inch apart by blocks of soft rubber. The permanence of the cell is
greatly improved by greasing the inside of the necks of the bottles and
covering each with a piece of thin rubber to prevent evaporation. Sixty
cells give a strong and reliable battery, and I would estimate the
electro-motive force at fully a volt per cell. The total cost of the
materials is only twelve cents per cell.
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Licht found bacilli in sputa of all of 12 cases of phthisis.

Heron (British Med. Journal, April 28, 1883) found tubercle bacilli
in sputa of 116 cases. In the majority of cases there could have
been no reasonable doubt because of the physical signs, but in a few
cases where bacilli were found there were but few physical signs.

Marchiafava and Celli are quoted in the London Med. Record, of
January 15, 1886, as having found Koch's bacillus in sputa of 15 cases
of phthisis, in 1 ease of slight catarrh of apex, and in 1 case of
heemoptysis without signs. They failed to find it in 6 cases of chronic
hronchitis and 1 case of syphilitic inflammation.
~ Negri and Pinolini (London Med. Record, January 15, 1886)
diagnosed phthisis by the examination of sputum and confirmed the
diagnosis by subsequent physical examination.

Voblyi (British Med. Journal, 1883) found tubercle bacilli in
sputa of all of 35 cases of phthisis. No tubercle bacilli were found in 18
cases of various other lung diseases. In some of the cases of phthisis
the physical signs were at first meagre, but became more evident after
a time. :

Dreschfeld (British Med. Jouwrnal, February 17, 1883) examined
sputa of 3 cases of hmmoptysis without evident physical signs of
phthisis. Tubercle bacilli were found in all the cases.

Prudden (N. Y. Med. [Record, April 14, 1883) examined 58
specimens of sputa. Tubercle bacilli were present in 46 cases.

Austin Flint, Sr., says the results of the examinations of various
specimens of sputa for tubercle baeilli satisfy him that baeilli in sputum
may be relied upon as proof of the existence of tuberculous disease.

If repeated examinations made with sufficient care show the presence
of tubercle bacilli, the diagnosis of phthisis is positive ; and, on the
other hand, if on repeated and careful examinations tubercle bacilli
be not found, phthisis may with much probability be excluded.

T return to predict that the time will soon come when, in order to
corroborate the diagnosis and as the hinge on which the diagnosis will
turn in certain cases, microscopical examinations of the sputa will be
considered as much a matter of course as examinations of urine for
evidence of renal disease.”

My personal observations as set forth below confirm the above
opinions and enable me to reaffirm that the presence of tubercle bacilli
in sputa is diagnostic proof of the presence of tuberculous phthisis.
In the examination of my cases I used a modification of Gibbe's
method suggested by Prof. Wm. Osler.

The sputum was spread as thinly as possible on a clean cover-glass,
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proving the correctness of a diagnosis of phthisis made after exami-
nation of the sputa.

Case XVIL (Summary.)—Thomas R., aged forty-one, of g_m:-d li‘amil_u,r
history. Cough, hectic, and loss of flesh for eight weeks. Ph},rsma_;l signs at
first examination were entirely inadequate to base a diagnosis of phthisis upon.
Txamination of sputa at second visit showed the presence of myriads of
tnbercle bacilli. Afterward, consolidation at right apex developed. The
case ran a rapid course, and death took place within the year.

(ase XVIIL (Summary.)—Annie W., aged thirty-five. Husband died of
phthisis six months before patient came under observation. She was suffering
from extreme dyspneea and cough. (Edema of feet, having had an attack of
general dema some weeks previously. Examination of chest showed a mitral
systolic murmur.  The heart was beating very rapidly. The symptoms were
attributed to the heart lesion. No signs of consolidation could be found after
careful examination. On examination of sputa it was found loaded with
tubercle bacilli. She was admitted to the University Hospital; graduoally
failed; her chills and fever becoming more marked. Repeated examination
of sputa always showed bacilli; finally, signs of consolidation at right apex
developed.

Case XIX. (Summary.)—Mary (., aged twenty-one. Both parents dead
of phthisis; cough, heetic, loss of flesh. Hxamination of throat showed the
presence of a polypoid growth. Physical signs were inadequate to base a
diagnosiz upon, though there were some signs of congestion at right apex.
Examination of sputa showed numerous tubercle bacilli. Rapid consolidation
took place; death in eight months at the Episcopal Hospital.

Case XX. (Summary. )—Mrs. R., aged thirty. Cough, slight expectora-
tion, meagre physical signs. A few tubercle bacilli found. Eight months have
passed since the first examination. In the meantime the woman has become
pregnant, and her health has improved, though the cough still remains. Jan-
uary 17, 1887, child born; cough returned, sputa reéxamined, bacilli found.
More evident signs of consolidation at apex.

Case C. (Summary.)—Mrs. H., aged thirty-five. Good family history.
There was an attack of pneumonia three years ago. Since then health has
been gradually failing. Now there are cough, hectic, loss of flesh. Slight con-
solidation at left apex. This woman was taken for consultation to one of the
first diagnosticians of the city. The consolidation was recognized, but the case
pronounced one of a probable eatarrhal character. The sputa from this case
were afterward given to me, and myriads of tubercle bacilli found. April 21,
the case has grown rapidly worse, and death is expected daily.

As was stated in the history of these cases, the physical signs did
not warrant a diagnosis of phthisis. The examination of the sputa
was made because the cages were doubtful and interesting, for the sake
of making the diagnosis.. Though no better in these instances for the
patient, it was a comfort to the physician as a diagnostician when the
histories proved the correctness of his diagnosis of phthisis.

No less interesting and instructive than the above are the eight
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fever, pain, rapid loss of flesh. She was found in bed, emaciated, with slight
fever, 101° F., extreme dyspneea, diarrheea, and presented the picture of one
in advanced phthisis, indeed such had the ease been pronounced. I found but
few physical signs. There was consolidation at left base, however. Repeated
examination failed to show bacilli. Under vigorous treatment the patient
revived and now is perfectly well. Evidently a case of peglected pnenmonia.

Of the T9 cases belonging to subdivision A there could have been
no reasonable doubt of the existence of phthisis basing the opinion on
the physical signs present. Tubercle bacilli were found in each case.

Subdivision C contained 8 cases, 2 of chronic pleurisy and 6 of
chronic or subacute bronchitis. The sputa from each case were
repeatedly examined but no bacilli were ever found.

As most of the cases reported were taken from my service at the
University Medical Dispensary, and as dispensary cases, as a rule, are
not long under observation, it is impossible to draw any positive con-
clusions from these cases as to the relation between the bacillus and
prognosis in phthisis, but in Cases XVII,, XIX., and LXXVII.,
which ran a fatal conrse within a year, and in Cases XXXI., XXXIIL.,
XXXVIL, XXXTX., XLVIIL., LVI.,, LXXVI., XCVIL, which
were examined near to the time of death, tubercle bacilli were unusually
abundant. Especially was this the fact in Case LVI., which was
examined about ten days before death. In coneclusion, I wish to
acknowledge my indebtedness to Prof. Osler, to whom I owe my
knowledge of the technigue of the work, and to Drs. John H. Musser,
of Philadelphia, and R. R. Bunting, of Roxhorough, for opportunity
given to examine sputa of their cases.

SUMMARY OoF ONE HuNDRED CASES.

Case I.—William K., aged twenty-six. Mother and one sister died of
phthisis. Cough, loss of flesh for three months., Consolidation and riles at
base of left lung. No bacilli. Recovery after three months.

Case IL.—C. M., male, aged twenty-nine. Brother died of phthisis,
Cough, hemoptysis, hectic, loss of flesh. Consolidation at left apex. No
bacilli. Good health after two years.

Case III. —Walter L., aged twenty. Good family history. Sudden
hemoptysis. Signs of bronchial catarrh at left apex. No bacilli. Recovery
after two years,

Case IV.—Robert B, aged twenty. Good family history. Cough, with
profuse expectoration for ten years. Bronchiectatic cavity at root of left lung.
No bacilli.

Case V.—William T., aged forty-eight. Good family history., Cough,
dyspnoea for several years, Chronic pleurisy of left chest. No bacilli,

Case VI—Kate H., aged thirty-five. Good family history. Cough, pro-
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Cough, loss of flesh, night-sweats. Extensive consolidation at right apex.
Bacilli found.

Casg XXVIIL.—Michael W., aged twenty-eight. Good family history.
Cough, hectic, loss of flesh, hemoptysis. Consolidation at right apex. Baeilli.

Case XXIX —Patrick ., aged fifty-one. Cough, loss of flesh, hectic,
sweats, hemoptysis. Consolidation at right apex  Baeilli.

Case XXX.—Thomas E., aged twenty-five. Good family history. Cough,
sweats, hectic, loss of flesh for eighteen months, Consolidation at left apex.
Bagilli.

Casg XXXI—Mary Y., aged fifty. Two daughters died of phthisis.
Cough, loss of flesh, sweats, hectic, hemoptysis. Cavities at both apices.
Bacilli.

Casg XXXII.—Thomas B. Mother died of phthisis. Cough, hectic,
h@moptysis. Cavity at both apices. Bacilli.

Case XXXIII.—Thomas 8., aged twenty-eight. Sister died of phthisis.
Cough, loss of flesh, hectic, hemoptysis. Cavity at right apex. Bacilli.

Case XXXIV.—John T. Good family history. Cough, loss of flesh,
hemoptysis. Consolidation at right apex. Bacilli.

Case XX XV.—Bessie J., aged sixteen. Mother and sister died of phthisis.
Cough, hectic, loss of flesh, hemoptysis. Consolidation of whole of left lung.
Bacilli.

Case XXXVI.—Annie K., aged thirty-six. Good family history. Cough,
hectic, loss of flesh, hemoptysis. Cavity at left apex. Bacilli,

Case XXX VIT.—Maggie C., aged twelve. Sister died of phthisis. Cough,
hectic, loss of flesh. Consolidation with cavity in left chest. Bacilli. Death.

CasE XXXVIIL.—Archie G., aged forty-four, Two sisters died of phthisis,
Cough, heetic, loss of flesh. Left lung consolidated. Baeilli.

Case XXXIX.—Annie 8, aged thirty. Father, mother, and sister died
of phthisis. Cough, hectie, loss of flesh, hemoptysis. Consolidation at left,
cavity at right apex. Bacilli.

Case XL.—Kate J., aged twenty-two. Father died of phthisis, Cough,
hemoptysis, loss of flesh, hectic. Consolidation at right apex. Bacilli.

Case XLI—John L., aged thirty-one. Father died of lung trouble.
Cough, hectie, loss of flesh, sweats, Cavity at right apex; developed pyo-
prneumothorax, Bacilli,

Case XLIL.—Peter Mec., aged twenty-nine. Father died of phthisis.
Cough, hectic, loss of flesh, dyspnma, hemoptysis. Cavity at right mAammary
region. Bacilli.

Case XLIIL—Frederick H., aged thirty-three. Father and brother died
uBf;m Pl}llj;hisis. Cough, hectic, sweats, hemoptysis, Cavity at right apex,

illi.

UA:‘-ZIE XLIV.—William R., aged twenty-six. Father and sister died of
phthisis. Cough, hectic, hemoptysis, loss of flesh. Consolidation of left
lung. Baeilli,

Case XLV.—Edward Me., aged twenty-eight. Father died of phthisis,
Cough, loss of flesh, hectic, Cavity at left base. Baeilli.

A eiia;zﬁ:l D}:HL‘.;I.—KME :I., ug:lzd t':venby. Good family h.istory. Cough, sweats,
! of flesh, Consolidation at left apex, Bacilli.
i
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(Case LXIX.—Daniel Me., aged twenty-nine. Mother died of phthisis.
Cough, hectic, loss of flesh. Consolidation at left apex. Bacilli.

Casg LXX.—James M., aged nineteen. Good family history. Cough,
profuse hemorrhage. Consolidation at right apex. Bacilli.

Casg LXXI,—Mrs. 8. Mother and all mother's family died of phthisis_
Cough, loss of flesh, hectic, hemorrhage. Cavity at leftapex. Bacilli. Death,

CasE LXXII.—Mrs. W. Mother and one daughter died of phthisis.
Cough, loss of flesh, hectic, hemorrhage. Cavity. Bacilli. Death.

Casg LXXIII.—Mrs. E., aged forty. All father's family and two sisters
died of phthisis. Cough, hemorrhage, hectic. Cavity at right apex. Baeilli.

Case LXXIV.—John E., aged sixteen. Good family history. Cough,
hectic, loss of flesh. Cavity at left apex. Bacilli.

Case LXXV.—Mrs. D., aged twenty-five. Brother died of phthisis. Loss
of flesh, heetic, hemorrhage. Cavity at both apices. Bacilli. Death,

Case LXXVI—Greenwod, F., aged thirty-two. Good family history.
Cough, hectic, loss of flesh, hemorrhage. Involvement of both chests. Baeilli.
Death.

Case LXXVIIL.—Eugene Mec., aged twenty-three. Cough, hemorrhage,
hectic, loss of flesh. Cavity at left apex. Bacilli found immediately after
initial hemorrhage. Death within a year,

Case LXXVIIL.—Mrs. F., aged thirty. Good family history. Cough,
hectic, logs of flesh. Consolidation at left apex. Bacilli.

Case LXXIX.—Mrs. K. Loss of flesh, expectoration, hectic, cough. Con-
golidation at left apex. Baeilii.

Case LXXX.—Mrs. C,, aged twenty-six. Good family history, Hectic,
loss of flesh. Consolidation at right apex. Bacilli.

Case LXXXT.—Maggie M., aged twenty-five. Sister died of phthisis,
child died of tubereular meningitis. Hectic, cough, loss of flesh, hemoptysis.
Bacilli. Death.

Case LXXXIL—Richard R., aged nineteen. Father died of phthisis.
Hectic, cough, loss of flesh. Consolidation at left apex, Bacilli. Death,

Case LXXXIIL—Mrs, A., aged twenty-three. Good family history.
Cough, hectie, loss of flesh, Consolidation at right apex. Baeilli.

CasE LXXXIV.—Rose R., aged twenty. One sister died of phthisis.
Cough, hectic, loss of flesh. Consolidation at left apex. Bacilli.

Case LXXXV.—Stephen M. Good family history. Cough, hectie,
loss of flesh. Consolidation at right base. Bacilli.

Case LXXXVI.—Miss G.,aged twenty-two. Good family history. Cough,
Eecti::, loss of flesh, sweats. Consolidation and softening at right base,

acilli.

CasE LXXXVIL.—Henry B, aged twenty-six. Father and paternal uncles
aBr;ﬂ.iqﬁnta died of phthisis. Cough, hectie, laryngitis. Cavity at right apex.

illi.

I;f;:z?[{fz;f}f:i;:lﬂlib_gmr N., aged “‘"«‘-“t}';fﬂ‘_lf- G_nnd family history.
088 sh, » hectic, dfﬂpnu_:u, cough. Cavity at right apex. Bacilli.

Case LXXXIX.—Mary . One sister died of tubercular meningitis,
Loss nrf ﬂe?ll, ::nu%h, hemorrhage, Extensive disease of left lung, beginning
consolidation of right. Baeilli.

UasE XC.—James Mec,, aged thirty-seven. Good family history. Cough,



















DETERMINATION OF THE SIZE OF THE PUPIL.

Br EDWARD JACKSON, M.D.

[Read May 11, 1887.]

THE extent of the nervous connections which determine the con-
traction or dilatation of the pupil, and the variety of its reactive and
correlated movements, make it an important index of many conditions
of the local or general nervous system. But in all the accumulating
volumes of loose medical literature, no symptom has been more loosely
treated. Off-hand decisions on this matter, such as are commonly
made; and their usual records, * pupils dilated,” or * pupils con-
tracted,”” are at best worthless, and often misleading. They are made
by reference to a mental standard or conception of what the average
size of the pupil should be; which as a conception or understanding
may be good enough, but which as a standard to test the case in hand
is simply useless and deceptive.

The normal size of the pupil varies completely with the individual.
In some normal eyes direct sunlight will not contract the pupil below
five mm. in diameter ; while in others darkness or even the strongest
mydriatic will not dilate them to that extent. In one extreme case,
Mrs. M., aged forty, who applied at the Polyclinie for relief from eye-
strain due to hyperopia, and whose ocular and general health seemed
in all respects good, the widest dilatation we could obtain with atropia
or duboisia left the pupils still less than two mm. in diameter.

Again, the size of the pupil varies with age, larger in the young,
smaller in the old; causing in the latter really pathological dilatation.
to be overlooked, while the normal pupil of childhood is set down as
“dilated.” Then the knowledge that the pupil varies with exposure
to light or with accommodation and convergence, though familiar to all
of us, is too rarely applied in this connection.

With our present knowledge of the size of the pupil, and the condi-
tions which influence it in health and disease, no examination can be
regarded as fairly thorough and satisfactory which does not note—

1st. Its exact size when the gaze is fixed on a distant objeet, both
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being varied until these circles become just tangent, that distance
gives, with an easily obtained correction, the diameter of the pupil.

On this plan Cretes' constructed this pupilometer, in which the
distance between the aperture was made to vary by revolving a disk
with a spiral linear aperture which intersected a fixed straight linear
aperture; and Robert Houdin devised the other instrument here shown.
This subjective method is superior to others in certain experimental
investigations, but is of no importance in practice.

The pupil ean be measured approximately by simply holding a finely
graduated rule in front of it and noting the number of spaces occupied ;
and various instruments have been devised to do this with precision.
All of them, however, except that recommended below, are liable to
the objection that the distance subtended on the rule is less than the
diameter of the 'E‘.utl]ail in |]1'Ui|m'lilrll as the distance from the observer’s
eye is less to the rule, than to the pupil. This is shown in Fig. 1 by

Fra. 1.

the dotted lines, the scale ]Hri]lf_r 1‘1‘;1['1-51-!][(*':[ ]l‘:.' B 13? and the ]mlmil by
CC; D D, although really shorter than the diameter of the pupil,
geems to cover it.

A sort of ““cross™ between this method and the series of black
circles is the scale of Mr. Jessop ;* you see it is a strip of metal, along
the edges of which are cut out a series of semicireles of different
diameters.

: . o : : :

But for measuring the pupil, in the observation of cases, I think the
best instrument is the so-called keratometer, Fig, 2. of Priestley
Smith, of Birmingham, England, and reproduced by Queen & Co.,
“1 l’]]|.|=l|ii_'|]lllli.il, rilllj.;': f""“qi“1"‘* r]r il .“-':':IIU ]F.lil{"i"'!l }]I'1.'||'|'i,"l,:'l] LW 'l"l!i'l_]'l”—
convex lenses. The observer’s eye 18 ]r]:n‘wl about the [:]'i'ln"l[r:i] focus

! For fuall 'I"‘l'fi'lllllll.‘i-llf thess and other forms of AppAratuy, see Traita IIIlI-I.]'!I": 'I.i||I|||.||:l.||||-\.-',||'_"'ir- of
de Weekar and Landolt, tom. premler, pp. 42-053

? Hes Ophithnlmic Reviow, November, 18ED
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ENLARGEMENT OF VULVO-VAGINAL GLAND, 111

or cystic enlargement of the vulvo-vaginal gland, although the tumor was
much larger than any I had ever seen from the latter cause. I advised
its removal by extirpation, because my previous experience in the treatment
of this disease has taught me that radical measures are necessary. The
patient entered the hospital, and in the presence of the Polyclinic class I pro-
ceeded to operate. An incision was made at the lower and inner surface of
the tumor, my intention being to try to enucleate it entire. But the cyst
was ruptured by the effort, and a yellowish fluid escaped of the congistency
of thick cream, but without odor. T next passed my finger within the col-
lapsed sac, and found that it occupied a very extended surface—from the
upper portion of the labium down to the ischio-rectal space. The secreting
surface or membrane was very thick. It was not likely, therefore, that any-
thing short of removal of the gland would effect a permanent cure.

This has been my experience with these cases, as I have said. But
hemorrhage is sometimes great, and this has caused most authors to
advise simply evacuation of the fluid, and injection or packing with
iodine, or some other agent, to destroy the surface. It will be re-
membered that the gland is in close relation with the transverse peri-
neal artery below, and with the bulb of the vestibule at its upper ex-
tremity. When, however, the organ is diseased and hypertrophied, the
bloodvessels become greatly enlarged, as during pregnancy, making
this locality much more vascular. Then the gland, as the result of
its increased size, extends much further up, and becomes surrounded
by the network of veins called the bulb of the vestibule, and there is
closer contact with the vessels at the lower surface of the gland.

In pursuance of my original plan, I endeavored to separate the sac from its
close attachments with the handle of the scalpel ; but this I was unable to do,
and I was compelled to dissect it out with the edge of the knife. The extent
of surface was much greater than I had anticipated, even, and the hemorrhage
very congiderable; that from the arteries was controlled by ligation, but I
found great difficulty in checking the venous. Hot water and compression
failed, and T was finally compelled to pack the eavity with pledgets of cotton
saturated with Monsel's iron, and supplement this with pressure supplied by
vaginal tampon and with a compress held in position by means of a “T"
bandage. The dressing was permitted to remain in position twenty-four
hours (there being no untoward symptoms), when the bandage and compress
were removed. I now ordered the constant application of lead-water and
laudanum, which gave great comfort, as the parts were hot and somewhat
swollen. Very little pain was complained of, however.

The next day a part of the packing was removed, and a little more each
day after—as much as came away easily, Trrigation with carbolized water
every four hours, and the constant application of the lead-water and laudanum,
-:onstlitute-:l the after-treatment. At the end of a week the last pledget of
packing came away, and in another week the patient left the hospital, the
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RELATION OF PYUSALPINX TO PUERPERAL FEVER. 119

tend to the tubes, as @ rule; but he qualified this opinion by follow-
ing it up closely with the remark that occasionally the endometritis
did go on to a purulent salpingitis. Nor is Singer silent on this
subject, for he has only recently stated in a letter read before the
Chicago Gynecological Society, in answer to one from Mr. Tait,
“that salpingitis septica, coexisting with severe puerperal septicemia,
has never as yet given the surgeon an opportunity to remove the prin-
cipal focus of disease by extirpation of the tubes. It is possible, how-
ever, that under certain circumstances such a procedure might be
indicated.”” HEven before these words of Siinger’s were in print the
opportunity to remove the prinecipal focus, and, I may say, in this case
the only focus, of disease, had occurred and been taken advantage of
by the surgeon, as witness the following case:

Mamie P., twenty-three years of age, was delivered of a male child after a
tedious but normal labor, some four years ago. She was at that time con-
fined to her bed for eight weeks with “an inflammation in the stomach.” She,
however, made a good recovery, and has neversuffered from a pain or ache in
her abdomen since—she has, in fact, congidered herself a typically healthy
woman. On February 3d, last, I was called to attend her in her second labor.
Although going with the messenger I found the labor over—a dead child
together with the placenta, with all its membranes intact, lying between her
thighs. Her bare arms, chest, and legs were exposed in a room without a
fire. No examination was made, but she was put between warm, dry bed-
clothes as quickly as possible. On thesecond or third day she had a chill, with
a quick rise of pulse and temperature, and a tympanitic and tender abdomen,
These symptoms abated somewhat, and I lost sight of her for several weeks.

_On the third of March, just one month from the date of her confinement, I

was again summoned to her and found that she had been suffering ever
since I had last seen her; she was at this time so emaciated that I hardly
recognized her as my former patient. Her temperature was over 102° her
pulse over 130; she was having continued chills and creeps, hectic, night
weats, and sleepless nights; her abdomen was swollen and tympanitie, and
intensely painful; her bowels were loose and fetid; micturition and defeca-
tion were both painful—she was evidently fast approaching death. An ex-
amination of the soft parts showed no signs of a recent tear; the uterus was
subinvoluted, and on the left side there was a large boggy mass, firmly adhe-
rent, tortuous, and extremely tender. The right side was tender, but no mass
could be detected. Abdominal section was advised as the only remaining
hope of saving life, and the proposition was eagerly accepted by both herself
and friends,

Dr. Joseph Price saw the case with me and confirmed iy opinion of im-
mediate operation. T operated on the fifth of March (the delay being neces-
sary in order to have her surroundings cleansed): Dr. Price, of Philadelphia,
Dr. McMurtrie, of Danville, Ky., and Mr. Eckman, of Scranton, Pa., being
present and assisting, The right tube and ovary were found healthy and
were not removed, The left tube was found almost as large as the uterus
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subsided, and with it the general symptoms disappeared and the patient
made a satisfactory recovery. These mild cases, however, often go on
to a chronic condition, when unrecognized and neglected, and the
woman eventually falls into the surgeon’s hands to be relieved of a
pus-tube, and then generally gets the credit of having had a gonor-
rheea at some period of her life, or else drags out a miserable existence
until she dies of her trouble, or some other disease puts an end to her
suffering. The following case fairly illustrates this :

Maggie F., thirty-one years old, married thirteen years, has had one mis-
carriage and five children. Had always had good health until her last confine-
ment, six or seven years ago. At this time she had a slow and tedious “ gt
up.” Her physician told her that she had “an inflammation in her stomach.”
She was confined to bed for several months. She has never been well since
that time; has been constantly losing flesh, suffered from pain, and has gener-
ally felt wretched, not able to work half the time, I was called to attend her on
the 31st of March, last, and found her suffering with peritonitis, of which she
had been getting gradually worse for the past three or four weeks. An exami-
nation disclosed a pyosalpinx firmly bound down and extremely tender. T
made an abdominal incision and removed a large and densely adherent tube
and ovary, both filled with pus, from the right side. Recovery was uninter-
rupted, and she has been relieved not only from her peritonitis but from all
her old sufferings. The last lime T saw her she told me she was feeling more
and more like herself, and was fast regaining her former weight.

The only regret I have in either of these cases is that I did not
remove both appendages. The case Mamie P., has recently had an
inflammatory attack in the remaining tube, from which she has recov-
ered, but I am afraid the time will come when another operation will
be required. I think where pus is found that both sides should be
removed always, whether one side is apparently healthy or not, the
patient being willing, of course.

Whether or not this disease arises de nove, or, having already
existed from other causes, has simply a new inflammation added by
the puerperal condition, must be determined by careful investigation
in each case. Hecker, as early as 1878, mentions two cases in
which an old pyosalpinx was lit up by the puerperal state, and
Siinger adds another from his own practice in which the salpingitis
had a prior existence. In the case of Mamie P., the patient was
apparently perfectly well up to the time of her last confinement, but
the adhesions were of such a firm character that it is safe to presume
there was an old inflammatory trouble prior to this time. It is
mpossible to imagine the formation of such organized bands in so





































MORBID CONDITIONS OF THE URINE. 153

the Fehling’s solution there is, on the addition of saccharine urine, a
precipitate of the suboxide of copper, and, for quantitative purposes,
this precipitate interferes with the determination of the exact time
when complete reduction has taken place. While the presence of
ammonia does not interfere with the reduction, it keeps the reduced
suboxide in solution, and we get the decgloration without the formation
of any precipitate whatever. The addition of ammonia gives a more
intense blue color to the Fehling's solution, and this is brought by the
reduction to the color of water without the formation of any precipitate.
With the apparatus in perfect order, the quantitative determination
can be made in two or three minutes. This test is so delicate that
ordinarily, to perform it satisfactorily, yon have to dilute the urme
1: 20, and where it contains much sugar, 1: 40. I usually determine
the proportion of sugar per thousand of urine, but if it is desired to
determine the number of grains per ounce, this ean be done by multi-
plying the guantity per thousand by 0.4375.

In examining the urine of a diabetic, I generally desire that a night
and a morning specimen be brought. When a person lives as people
ordinarily live in England—that is to say, taking a meal on rising in
the morning, breakfast; a meal in the middle of the day, lunch ; and
a meal in the early part of the evening, dinner—the urine passed on
going to bed contains considerably more sugar than the urine passed
in the morning. Where a person dines in the middle of the day and
sups shortly before going to bed, then the conditions ave reversed—
there is less sugar in the night water than in the morning water.,
Over and over again, by the quantitative examination of the urine, I
have detected errors of diet where the patients have had the greatest
desire to keep .to what was right. A person who has been passing
only a little sugar, brings a specimen which contains a large quantity
of sugar. Under such circumstances we must look for some error in
the preceding meal. In one case this proved to be blane-mange which
had been made with corn flour. Blanc-mange for the diabetic should
be made with cream and gelatine or isinglass. In another case a
patient had been passing very little sugar, when suddenly the quantity
increased,  Careful questioning revealed no ervor in diet, until it was
learned that the patient had substituted for the bran biseuits which he
had been using others sail to be * Just as good,” which examination
showed to be made of the whole meal. I refer to these cases to show
the value of the quantitative analysis,

In the treatment of these cases, the exclusion of the carboliydrate
elements of the food should be as complete as possible, Tn the case






|
\
i

e g e Tl P L s T R i e, B, < i A R g g

DISCUSSION. 135

them which are clearly the result of diet, and may be called alimentary
albuminurias, but that all cases cannot be thus explained is shown not only
by the cases alluded to by Dr. Pavy, but also in such as those where the urine
on rising is free from albumen, but in which within an hour afterward the
urine passed is albuminous, although no breakfast has been taken. T

The crucial test for the determination of the gravity of an albuminuria is
the presence or absence of casts. I have found that in these harmless albu-
minurias tube casts are invariably absent; and where there is a constant
association of albumen and tube casts, it, of course, means renal disease, no
matter how slight the general symptoms may be.

With reference to sugar, we also entertain much the same views. In my
hands Fehling’s solution has proven the most satisfactory test, although open
to the disadvantages alluded to by Dr. Pavy. Much, however, may be done
to preserve it; if the bottle is kept corked and in a dark place, the solution
will keep for a much longer time. I have also obtained satisfactory results
in this respect from a Fehling’s solution in which mannite was substituted for
the tartrate of potassinm and sodium. I have found that the pellets made in
this country rapidly spoil.

In reference to the treatment, we largely agree. I am inclined to believe
that certain sugars, and especially certain fruit sugars, are better managed by
the diabetic than are others. Thus, I think that a patient may eat an apple,
or even an orange, without much disadvantage, whereas the use of grapes is
always attended with an inerease in the quantity of sugar. The same is true
of milk sugar. I am satisfied that milk is a good diet for most diabetics,
although, of course, it is not a cure. The dietetic treatment is, for the most,
efficient: but, so far as my experience with drugs goes, I am satisfied also
that the preparations of opium, and especially codeine, are the most efficient
adjuncts to the dietetic treatment. They are, however, open to the objection
that they produce constipation, which almost always aggravates the other
symptoms of diabetes,

Dr. J. W. HoLLAND said: The remarks of the previous speaker have
reminded me of my experience with glycerine as an organic medium in
Fehling’s solution. This makes a solation which keeps for a considerable
time, although not indefinitely. At the Jeflerson College laboratory we em-
ploy two solutions of definite strength, one containing the sulphate of copper,
and the other Rochelle salt and the caustic potash or soda. These are mixed
in equal quantities when it is desired to employ the test.

In the use of Dr. Pavy’s quantitative test, I find one small objection—which
can be obviated by extreme care—that is, if the solution is boiled in an
ordinary capsule the ammonia will be driven off and reoxidation of the copper
follows, Ifa flask is employed the ammonia will not eseape so rapidly.

One form of pellet lately brought to my attention is the indigo-carmine
pellet. This seems to keep indefinitely. It is composed of sodium carbonate
and the sulphindigotate of sodium. It is a very sensitive test—even more
sensitive than the Fehling's solution,

Dr. KLEER, of Karlsbad, was introduced, and said: I had, two years ago,
under my care at Karlshad, a most singular case. Mm. X., of Gothenburg,
fifty years old, then consulted me, telling me that she was suffering with
diabetes, that the illness had accidentally been discovered the year before,
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CAUSE OF SOME THROAT AILMENTS. 139

not infrequently there is cough; this last symptom varies in degree
from a slight hacking, to the loud hyena-like bark known as nervous
laryngeal cough. Many of the cases of so-called laryngeal vertigo, or,
as I prefer to call it, of laryngeal epileptiform seizures, are capable of
explanation, and cure, on the lines I am at present taking.

On examination of the throat of a patient with symptoms such as 1
have described, one may or may not see chronic congestion and
relaxation of the fauces and uvula, enlargement of the tonsils or ob-
struction by caseated material of the orifices of the erypts, granular
pharyngitis, or even laryngeal hypersemia. Where any one of these
conditions is present, treatment thereof may or may not give relief;
but none of them represents the class to which I would draw your
attention, namely, that in which there is no gemerally recognized
morbid state of local significance.

The results of laryngoscopic investigations in my hands have shown
that there is: g

1. A varicose, and even truly hemorrhoidal, condition of the veins
at the base of the dorsum of the tongue, sometimes at the under surface
and sides, in which last case it may be symptomatic of mitral insuffi-
ciency, or of severe hepatic derangement, or even of cerebral lesion.
There is often a similar varicose state of the vessels in the superior
surface of the epiglottis.

2. An enlargement of the circumvallate papillee at the back of the
tongue, causing the epiglottis to be hindered in its movements—
imprisoned, as your President first called it. Just drawing attention
to the fact that the structure of these glands is very similar to that of
the tonsils, I may mention that in a few instances I have seen actual
blocking of the orifices, similar to the condition known generally as
chronic follicular tonsillitis. I may also note that it is not possible to
see these things either with a tongue depressor or in the largngeal
mirror as ordinarily employed. Many observers, especially beginners,
seem to consider that their sole aim is to see the voeal cords, and, if
these are sound, they write down, * larynx normal **; but they omit to
look well to the frame-work. To see this condition of lingunal varix
and glandular hypertrophy, the mirror must be placed quite high up
in the throat.

3. Where, as is often the case, there is no actual or noticeable enlarge-
ment of the thyroid gland, it will be observed, on passing the hand
gently over the front of the throat, that there is a distinet fulness of
the thyroid isthmus. If the least pressure be made at this situation,
the patient—not necessarily a female—will complain that the abnormal






DISCUSSION. 141

of the specialist as to the good effects to be gained by the procedure are
not realized, the cause of failure will be found in non-recognition
of the varicose vessels, Treatment of these is best effected by the
galvano-cantery point, and it is necessary to seal each individual en-
larged vessel. For this purpose it may be necessary to make more
than one application. Lastly, there is often a hypereemic tumefaction
of the vessels, glandules, and submucous tissues of the pharynx, naso-
pharynx, and turbinated bodies; these will also be best treated by
galvano-cautery.

In conclusion, I would say that if it be objected that the conditions
I have described are but representative of an advanced chronic conges-
tion, I do not deny that such occasionally may be the case. In the
majority, however, there are no such antecedents; and where the two
exist, the practitioner will fail to cure his pharyngitis, or what not,
until he has recognized and treated the varix.

And it is in this light that I have ventured to call attention to the
subject as one that is not generally recognized, for beyond a short
communication made at Milan, at the same time as my own, by my
deceased colleague, Llewelyn Thomas, I have seen no allusion to it in
any text-books or archives, and no notice is taken of it by the great
teachers of Vienna. I therefore make no apology for having occupied
your time with considerations that may on first hearing appear trivial,
or of exaggerated importance.

DISCUSSION.

Dr. CARL SEILER said: T quite agree with the speaker, that the globus
leystericus is rarely of purely imaginary origin. Some chronie inflammation
of the upper part of the upper air passages usually accompanies this distressing
condition. As he truly says, pharyngitis is one of the most common causes
of this symptom. At'the same time the pharyngitis is to my mind, as a rule,
the consequence of remote cauges which may be looked for in one of three
different directions—in a disturbance of the gastric system, in a disturbance
of the respiratory function of the nose and naso-pharynx, and, finally, and
most commonly in public speakers and singers, in a faulty use of the organ of
voice. This latter condition is frequently met with in those who simply use
the voice for ordinary conversation. The constant irritation thus produced
leads to hyperemia and chronic inflammation, which extends upward, rather
than downward, into the trachea. In the treatment of the condition described,
I think that little can be accomplished by the application of remedies to the

apparent seat of the disease, but that the cause must be looked for and
removed.
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and action of the sphincters became uncertain. Blind, deaf, and p_unwe:rleas for
self-help, this poor child for five weeks kept up an idiotic cry, with irregular
swinging and aimless motion of arms and legs. The special senses gave
some objective evidences of such a grave condition. The cl;,re-gmund showed
the arteries tortuous: veins full; choroid congested; disk geemed to be
choked in either eye.

Dr. Lautenbach, who is skilled in the use of the ophthalmoscope, assured
me, however, that the condition was that of a awollen disk from active inflam-
mation, and not a true choked disk, Membrana tympani of both ears nor-
mal, From a hypermsthesia of the reflexes there resulted a condition of
impaired sensation, with subnormal temperature, as a rule. After five
weeks under the use of absorbent alteratives, and counter-irritation to spine,
the child began to improve, and after twelve weeks commenced to walk and
see; hearing was slow to return. The reflexes of bladder and rectum also
became normal. Yet the child continued nervous, irritable, howling with
raucous voice when disturbed or denied any of her wishes.

During the summer she has gradually improved; now walks with gait
somewhat wabbling. She eats well, sleeps well, and nourishes well. Her
temper is irascible; she drags the right foot, and falls easily. The motion
and use of the upper extremities appear to be normal. Hearing nearly
normal. Eye-ground shows evidences of some structural changes; vessels
still small and tortuous, some choroiditis remains. Vision has improved
go that she can distingunish objects, but my last attempt to test it accurately
resulted in ignominious failure.

Urine has shown neither albumen nor sugar, Specimens examined were of
normal specific gravity, and deposited phosphates on standing.

The following case presents some peculiar conditions :

Case IV.—Edward L., aged nine years, had measles in March, 1886. The
attack was severe for four days; and in spite of treatment the recovery was
slow. He complained of severe headache, and of seeing double at times.
During the spring and summer he seemed to be tolerably well, excepting
headache, from which he suffered frequently. In July, 1886, his headaches
increased. At times his head seemed to be drawn either backward or to one
side, the paroxysms lasting four or five minutes, after which he would com-
plain of seeing double. On closing the left eye, vision improved ; at times
vomited his food with glairy mucus. The lad improved under treatment.
Spells of headache became less frequent. As he complained of his eyes,
examination showed hypermetropia of 1 D. right eye, 2 D. left eye, with
asligmatism in left eye. The optic disk of left eye swollen, right less so.
Glasses given in November improved vision, but headache was still per-
gistent at intervals, He got along tolerably well until February, 1887, when
headache returned with increasing violence; his gait became unsteady, and
double vision increased, becoming almost constant.

In April he was taken to a specialist, who added prisms to his glasses,
which, for a time, improved his vision. In May his headaches became
violent again; he suffered from attacks of nausea: his gnit became more
uncertain; he stiffened his feet in walking, and staggered with uncertain
movements, frequently fulling, but seemed in good spirits; temperature sub-
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PURPURA HEMORRHAGICA AND LEUCOCYTHEMIA, 147

present. Vomiting excited by even the blandest food, by unsavory ud?rs, or
by any untoward movements ; frequently without apparent cause. E~t1u1:sca.
present almost continuously, excited by blood which was constantly w!ellmg
up in the pharynx, The ejecta, when vomiting took place, were simply
blood-tinged. The nares and pharynx did not reveal the source of the
bleeding. The blood was bright in color, airless, mixed with mucus and
saliva. There was no cough. There was no hemorrhage in other parts of
the body. The urine was normal. No diagnosis was made. The source of
the blood was believed to be in the asophagus.

95¢h. Patient much weaker. Nutriment per rectum only. Hemorrhage
more profuse. No change in the character of the blood ejected. To aid in
the diagnosis, and possibly the treatment, lavage was practised. With the
first washing blood was not observed by the naked eye, but flakes of mucus
floated in the clear fluid. Suspicion of hemorrhage from the @sophagus was
thus confirmed. The fluid did not contain hydrochloric acid. Blood corpus-
cles were seen with the microscope. The presence of latent cirrhosis of the
liver with varicosity of the lower msophageal veins, was considered. The
oceurrence of thromboesis of some of the veins in the portal area, secondary
to some process in the uterine fibroids, with engorgement of the veins of the
ezophagus, was also weighed. No definite conclusion arrived at.

27th. General condition more aggravated; no new source of hemorrhage.
Visits ceased by the consultant.

September 10. Note by Dr. Bartleson. Purpura on trunk the past few days.
Bleeding from mucous membrane of mouth. Extreme exhaustion.

20th. Death from exhaustion, preceded for several days by hemorrhage from
all mueous membranes of the body.

Autopsy by Dr. Musser. Fat well preserved. Marked anemia. Clots in
mouth and nares. Universal purpura. A small pin-hole opening in the
lower part of the csophagus was the source of the early bleedings. Blood in
the various hollow organs and cavities. Submucous and subserous hemor-
rhage throughout. Extensive hemorrhage behind the peritoneum, from the
diaphragm to the pelvis. Large hemorrhage in the mesentery. Viscera
normal. Brain not examined.

Summary.—Middle-aged female, free from the hemorrhagic dia-
thesis, in her usual health, after an attack of gastro-enteritis seized with
persistent cesophageal hemorrhage. Diagnosis not determined. After
five weeks, general purpura. Death from retroperitoneal hemorrhage.

You will observe, in the history of the case, the difficulty of making
a diagnosis until the external evidences of purpura were seen. In
fact, a provisional diagnosis alone could be made. By the absence
of hydrochloric acid in the gastric contents, one might presume carci-
noma to be present, and yet collateral evidence could not be found to
confirm the suspicion.

Persistent hemorrhage, without patent anatomical cause, extending
over a period of weeks, may be, as this case indicates, the forerunner
of the general hemorrhages which characterize purpura haemorrhagica,
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the liver, or diabetes. The patient continued to sink, and finally died in
coma. Shortly before death enlargement of the lymphatic glands in I_.he l_ef‘t
axilla and in the right groin was observed. At the post-mortem examination
we found the lesions characteristic of lencocythemia. The examination of the
blood after death also showed the presence of an increased number of leuco-

cytes.

Summary.—General failure of health, marked by a series of severe
ill-defined attacks of illness. Final illness characterized by stupor
and coma, low delirium, incontinence of urine and feces ; by dyspncea
and cardiac asthenia; by gastro-intestinal disturbance ; by fever and
sweats.

The case was of extreme interest. All the organs of the body
appeared to be normal. Septiccemia from pus in some part of the
body could not be determined, although its presence was suggested.
That the cerebral disturbances were not due to renal or hepatic
disease was evident. Organic brain disease could certainly not have
been coincident, on account of the absence of symptoms indicative
of such disorders. Malarial and lead toxsemia were excluded for
want of evidence. Unfortunately, the ophthalmoscope was not used.
Only very late in the illness was the enlargement of the glands in
the axilla observed. It was then learned that with each period of
poor health these glands would enlarge and grow tender. The
enlargement was not great, however, and could readily have been
overlooked. The patient was so ill, when the hypertrophy was dis-
eovered, that, in obedience to the friends’ wishes, the blood was not
examined.

The diagnosis of the affection, therefore, was not made, because two
most valuable instruments of precision, the ophthalmoscope and haemo-
cytometer, were not used.

Case IV.—Leucocythemia. J. H., male, aged eleven years, born in Del.
Co., Penna., one of five children, all healthy; family history very good; pre-
vious health excellent; never attacked with malaria and undoubtedly not the
subject of syphilis. Visited by Dr. Musser in consultation with Dr. Bartle-
son, April 12, 1887. During the early part of the week preceding this visit,
Dr. Bartleson, who was visiting another invalid in the house, was asked to
see the lad, who seemed slightly indisposed. A casual examination revealed
the presence of swelling in the parotid areas, which the physician attributed
to mumps, as the latter was prevailing in the village at the time.

On April 9th, however, more serious attention was given the boy because
he had high fever, Enlargement of the cervieal, axillary, and inguinal
glands was then observed, with inecrease of size of the liver and spleen.
Apart from the fever (102°) the lad made no complaints, and there was no
marked disturbance of the bodily funetions,
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Blood. Deep plunge secured a drop, which was pale and thin. Red cells,
3,700,000, No large cells; some microeytes. Proportion of white to red,

one in forty.
April 20. Progressive weakness. Dyspnea continues. Abdomen measures

twenty-eight inches, Extreme anmmia. Face puffy and pallid. Herpes
increased and extreme. No appetite. No fever for the past four days. A
frothy blood-tinged mucus alone is expectorated ; it does not contain tubercle
bacilli. Red cells, 2,100,000, White to red in proportion of one to eighteen.

Death occurred two weeks later of asthenia, the pneumonia having been
resolved. No autopsy allowed.

Summary.—Rapid enlargement of the lymphatic glands, the liver,
and the spleen, in a young boy. Enormous increase of white cor-
puscles ; asthenia and anwemia ; herpes and subcutaneous hemorrhages ;
pneumonia. Duration five weeks.

Diffused tuberculosis of the lymphatic glands and leucocythemia,
alone, were considered in the study of the case. After Fagge, we
would consider the age, the absence of fever and emaciation, the
enlargement of the liver, the absence of any caseating elands, the rapid
course of the disease—all against the likelihood of tuberculosis.

The microscopical examination of the sputum does not go for much,
as from the nature of things the boy could not cough or expectorate
freely, and hence sputum from the lungs was not obtained.

The lad was so ill we could not insist, after the blood examinations,
upon using the ophthalmoscope. Its use would have been of great
service. Nevertheless, we deem the diagnosis of lencocythzemia quite
correct.

The oceurrence of the unusually large crop of herpes labialis was
peculiar and instructive. The physical signs in the lungs have been
spoken of. The herpes, the blood-stained mucous expectoration, the
fever—which subsided in due time—the extreme dyspncea, and the
occurrence of dulness and bronchial breathing, taken together, warrant
fully the diagnosis of pneumonia, and, we take it, this inflammatory
affection complicated the leucoeythmemia,

DISCUSSION.

Dr. W. D. Rosixsoxy said: Some time ago I treated some twenty cases
of phthisis by the Bergeon method. Three or four of these suffered with
purpura. The purpuric spota rapidly disappeared while this treatment waa
continued. T then made a search for purpuric cases in the Penitentiary, and
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found fifteen. These were placed on the use of gaseous enemata, and the
spots .rupid]}f disappeared In three cases there was a slight return on the
cessation of the treatment, but when the gas was again employed the spots
entirely disappeared. During the past three months these cases have remained
perfectly well.

I have also had three cases of leucocythmmia, and these have made more
decided improvement under the use of gaseous enemata than with any other
form of treatment.

Dr. C. D. F. ParLrips, of London, Eng., being invited by the President to
take part in the discussion, said: The speaker has referred to lencocythmemia.
I should like in this connection to say a word with reference to the action of
quinia on the spleen. I have found in a large dog, that after the injection of
one, two, or three doses of sulphate of quinia into the jugular vein, there is a
marked contraction of the spleen, which may continue for two or three hours.
The blood-pressure rises invariably during the experiment. I have also
experimented upon the liver, and I think that we shall be able to prove that
quinia also produces contraction of the liver.

I would make one other remark, although it has no bearing on the case
reported. Caffein is useful in certain forms of congestive headache, and in
order to find an explanation of its action in these cases, I removed a large
portion of the cranium and dura mater of a dog, and then injected caffein.
There was a vizible contraction of the vessels of the brain. In another dog,
prepared in the same way, I applied a solution of the caffein directly to the
brain, and the contraction of the vessels was much more distinet, I think
that the beneficial effect of caffein in cases of congestive headache, is accounted
for by its effect upon the vessels.

Dr. G. E. DE ScHWEINITZ said: As is well known, the orange-vellow
choroid, the broad, pale, often tortuous retinal veins, and the retinal hemor-
rhages, present in leuksmic retinitis a remarkable picture. Some time ago a
young colored man came to the hospital complaining of defective vision,
which was reduced ome-half. The ophthalmoscope revealed a wide-spread
retinitis, with hemorrhages, and on account of yellow spots arranged concen-
trically around the macula, the presence of albumen in the urine, and high
tension in the arteries, this was supposed to be a case of albuminuric reti-
nitis. The man disappeared for gix months, and when he returned a more
careful examination of the eye ground cast doubt upon the original diagnosis.
Dr. Osler, too, when the case was referred to him, speedily made a diagnosis
of leucocythemia, and the blood ghowed a truly extraordinary increase of
the white corpuscles. The yellow spots in this case were due to a diapedesis
of white corpuscles, and not to fatty degeneration, as they are in albuminuric
retinitis. The combination of renal disease with this disorder may lead to
retinal appearances identieal with those found in primary kidney trouble, in
addition to those manifested by leucocythemia. In this case the albumen
was due to the pressure of the enormously enlarged spleen. I think that Dr.
Musser might have derived diagnostic aid from the use of the ophthalmoscope
in his first case of purpura, because, had he found the retinal hemorrhages
quite common in this affection, the ease would have been sharply acp:limted
from the hepatic disorder originally suspected. The ophthalmoscope, in the
hands of Dr. Musser and myself, was recently one of the means of leading
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under bandages were only removed when they became displaced or were too
much soiled. o .

A small bruise was noticed on the right side over the crest of the ilinm, this
gradually degenerated into an abscess containing n!:mut an ounce of pus ; an
examination did not discover any dead bone, a drainage-tube :_mtl carbolized
cotton were applied, and in due time the abscess healed very kinldy.

About three weeks after the injury my attention was called to a small tender
spot and swelling on the under side of the lower jaw, to the lcfl_; of the sym-
physis. An examination showed that some teeth in the lower jaw near this
point had been broken off in the fall, and that one or two loose f{'agmcnts
remained, which I removed with dressing forceps. There was no evidence of
complete fracture of the jaw, no displacement, and no crepitation, yet an
abscess developed which was opened externally. Ether was administered for
the better examination of the jaw, and a communication was found to extend
from the external wound through the jaw into the mouth, and that there were
evidences of dead bone, several fragments of which, and two permanent teeth
not evolved, were removed, after which it healed up rapidly. Special direc-
tions were given that only liquid food should be administered, so as not to
complete what certainly was a partial fracture of the jaw, which the act of
chewing would have tended to bring about.

The shock in this case was quite severe and an irritative fever set in, the
discharge of pus was profuse, the appetite was capricious,and poor, all of
which produced rapid emaciation, and her life was threatened; a liberal
administration of quinia sulph. in syr. glye. c., whiskey, desertspoonful every
three hours, milk, eggs, and beef tea, rigidly insisted upon, she soon rallied.
The wound under the arm gradually closed, leaving a neat cicatrix, and
about July 1st slight passive motion was instituted, which showed that there
was little stiffness in the joint, that the cicatrix held to a slight extent the
tendons of the pectoralis major and latissimus dorsi muscles, restraining their
actions somewhat ; there was also a lack of power in some of the other muscles
of the chest, either for want of use or because they had been injured in the
fall.

In the latter part of July the child was taken to eamp meeting; tripping
over a board, she was thrown upon her injured shoulder against a large stone.
She was brought home, and an examination revealed crepitation at the point
of original separation ; the arm was again bandaged to the body, the splint
applied to the shoulder, and a recovery soon followed. She had had several
other falls before and after the above-mentioned, but with no bad results to
the injured member.

We have supposed that in the descent from the window the arm was ex-
tended from the body in the endeavor to save herself; that her body struck
the railing, producing the laceration ; with the arm on one side of the railing
and the body on the other, that the body was turned by the resistance, its
leverage throwing the force against the humerus near its head, and the lever-
age of the arm and forearm produced the separation of the head from the
shaft. The mobility of the railing, together with its angle of inclination,
doubtless broke the force of the direct fall from the window, materially
reducing it by the time she reached the area, and probably saved her from







NOTES ON THREE CASES OF LEPROSY, WITH
PRESENTATION OF ONE CASE.

By ARTHUR VAN HARLINGEN, M.D.

[Presented October 12, 1687.]

(ASE 1. Anesthetic Leprosy of Mild Type.—(I am indebted to my friend,
Dr. Curtin, for the opportunity of seeing this case, and of following the course
of the disease for a year or more.) Sefiora R. was first seen by me on February
1, 1883. The patient, a native of Cuba, had only been in this country a few
months, and could not speak English. She was a stout, lymphatic person,
about fifty years of age. Her history, obtained with some difficulty, was
essentially as follows: 4

She had always enjoyed good health until about a year previously, when
she was suddenly attacked by vertigo and syncope, followed by a general
swelling, affecting chiefly the head, arms, and trunk. A little later, small
macular lesions began to show themselves, at first over the forearms, and,
later, elsewhere. The lesions, at first brownish-red, grew in size and became
annular, leaving a dead-white condition in the centre. Usually beginning
singly, the lesions coalesced as they grew larger. The patient’s general health
had not failed materially.

On examination, the eruption was found to affect the following regions:
face, neck, shoulders, back, flexor surface of arms and legs, with some few
lesions on the feet. They were macular and maculo-papular in color, most of
them being raised above the skin, rather sharply defined, of a dusky reddish-
brown color, smooth and without scales. The smaller lesions, from a pea to
finger-nail in size, were papular, raised above the skin, and sensitive to the
prick of a pin, The larger lesions, from a half-dollar to hand in size, showed
a depressed centre of smooth, abnormally white skin with a brown, raised
margin, giving them a ringed appearance. In some places these rings inter-
sected each other, giving a figured or gyrate appearance. Where the skin was
depressed and white it was anmsthetic to a greater or less degree. In places
a needle could be thrust in half an inch or more without the patient showing
any sign of pain,

The tips of the patient’s ears showed some slight infiltration and thickening,
and the nose was somewhat broadened; but the face had not at that time
become so disfigured as to present the characteristic leonine appearance,
though the surface was mottled with disease patches, The hands were rather
puffy and of a deep brownish-red color, and covered with tubercular lesions.
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In 1873, fourteen years ago, she went with her husband to Brazil, where she
settled in Para, while her husband lived in a small town six days' voyage up
the Amazon. She saw him only occasionally; but, after gix months, joined
him, and bore a third child while there—our Case IIT. She returned with
her husband to Para, in a year or so, and they lived there some years, the
husband being captain of a steamer trading to San Antonio, at the headwaters
of the Amazon, for India-rubber.

About three years ago, she and her family being at that time in good
health, she made her first voyage with him up the Amazon to San Antonio.
The patient stayed at this place some days, and on one occasion took dinner
with a party of natives from the interior. The strange and peculiar food
eaten on this occasion made the entire party sick, and our patient attributes
all her subsequent misfortunes to this indiscretion. About fifteen days later,
her husband was seized with the symptoms of beri-beri, and died in a few
weeks.

While he was ill our patient began to observe the first symptoms of the
disease, or what she supposed to be such. General nausea and loss of appe-
tite, dizziness, and somnolence, pain in the hepatic region, swelling of the
feet, and a sort of intermittent fever. These symptoms lasted for some
months, Meantime other external symptoms began to show themselves.
Blotches of a whitish color appeared upon the face, which disappeared, and
were followed by an increase of pigment over the face and front of legs.
Oceasional attacks of redness and swelling of the skin, resembling erysipelas,
were also observed. Blehs showed themselves on the soles of the feet, at first
one or two at a time, later in crops; crusts or scales formed on the edges of
the feet, especially about the heels, and dropping off left ulcers behind, which,
with the blebs, healed spontaneously. The toe-nails were affected, one nail
fell and was reproduced five times. Loss of hair occurred, to a considerable

‘degree, during this period, and the patient’s face became disfigured and

deformed to a marked degree, so that, when she came to this country from
Brazil, about two years ago, she was scarcely recognizable.

In the early part of 1886 this patient was sent to me, with her daughter,
by Dr. Charles Turnbull, to whom I am indebted for the opportunity of
examining and studying the case. Her condition at that time (she had been
four months in Philadelphia) was much improved, but so marked and char-
racteristic was the disfigurement that I recognized the character of the disease
almost at onee by the peculiar facies. This presented the peculiar leonine
expression so often described by authors. There were marked deposits in the
eyebrows, which were thick and heavy. The tissues of the nose were much
thickened, and the nose much broader. The lips were much thickened, and
board-like to the touch, and were slightly everted. There had been a sore
on the upper lip, but this had healed up when I first saw her, and there were
no ulcerated surfaces, either at this time or subsequently. The ecars were
much enlarged and deformed, the lobes being particularly huge and mis-
shapen. The eyelids were thick and infiltrated, the eyebrows and lashes
mostly wanting ; there was congestion of the conjunctivee on both sides, and
a amall opaque patch on the upper segment of the cornea on the left side.
There was brown discoloration on the shoulders and arms, with some anmes-
thetic patches. The hands were puffy, fingers thickened and cylindrical.
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The patient was placed upon the extract of nux vomica and quinine, and
later, in addition to this, salicylate of sodium, in five grain doses.

No very marked change occurred during the summer of last year, but with
the approach of winter the child’s general condition became markedly worse.
She suffered from conjunctivitis, and later from various nervous symptoms,
prominent among which was an attack of temporary loss of power in the
lower limbs.

The little patient’s aspect began to change from this time, the lesions in
the face taking on a more decided tubercular character, and her aspect being
dull and stupid. The anmsthetic areas became more marked, particularly
those connected with the ulnar nerves. The hands and fingers became
numb and gradually the fingers, particularly the ring and little fingers,
became crooked, and nearly immobile, presenting precisely the appearance
known as mains en griffe. At one time she was seized with pains in the
groins, running down the limbs, and confining her to bed several days. At
another time she had rheumatoid pains in the various joints of the lower
limb; and at another swelling in the left hand. There was a cardiac mitral
murmur. Chorea followed these attacks in May last, for which I consulted
Dr. Mills, who prescribed Fowler's solution, five minims, with four minims of
extract of conium, thrice daily, Under the use of this combination the little
patient's general health improved, and the choreic symptoms disappeared by
the middle of August.

The disease, however, has continued to make steady progress. The nodules
on the face have somewhat enlarged, and the tongue has shown signs of invelve-
ment.,

The ulnar nerves on both sides can be distinetly felt from the elbow to the
shoulder, rolling like large whip-cords under the skin. They are quite painful
to the touch. -

I have brought forward the notes of these cases with the purpose of
pointing out the peculiarities of leprosy as it presents itself in the
earlier and comparatively mild stages of the disease, and with the
view of assisting, in some degree, in familiarizing us with its most
numerous symptoms.

The matter is one of practical importance, for there is no question
that the disease is on the increase in this countr , and before long
we may be called upon to decide what course is to be taken for the
protection of the community, and, not less important, the care of the
unfortunate victims of this disease.

In addition to the fact that centres of leprosy exist in Canada, in
Minnesota, in Louisiana, and in California, several cases have heen
reported as oceurring de novo on American soil in persons who have
been born in, and have never left the country,

UH{IEI' these circumstances it behooves each member of the pro-
fession to ascertain and make himself familiar with the appearance of

leprosy, so as to be able to recognize it at sight, to make up his mind
11
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rule, the distribution is largely on the sea-boards. I have seen the disease in
New Orleans some four years ago. I saw a case in the Charity Hospital of
that city in the later stages of ulceration, The pain was so severe lfhat “TE
patient had to be kept under the influence of morphia. The physicians d].d
not consider the disease contagious, and they have had considerable experi-
ence with it. At one time there was a leper hospital in the vicinity of the
city, but at present the cases are treated in the ordinary hospital in wards
with other patients. At the same time there were in the out-patient depart-
ment two children suffering with the same disease, and the affection was sup-
posed to be due to the character of the food. It was thought that the eating
of stale fish had something to do with it. This idea was not based upon any
research into the constitution of the food, but rather from the fact that the
persons affected with this disease lived, as a rule, a maritime life, and being
in the lower walks of life had to take what food they could get. It was also
recognized that the disease might be inherited.

Dr. H. W. BreLwAGoN said: I hesitate to express a positive opinion
regarding a disease which T have seen so little clinically. Various views of the
etiology of the disease have been held from time to time, and even at the present
time these differences prevail. It was formerly charged to dietary and climatic
influences, but these, as exclusive factors, have been disproven. Another
view holds that its spread is due entirely to hereditary transmission, but a
study of the affection has excluded this as a main etiological cause. Later
opinions are that the disease is contagious through inoculation, a view that
has much in its favor, but this, also, has been disputed by some writers who
have been in position to study the disease. One fact, that appears to be
against this view, is that in Norway, where there are from two to three thousand
lepers, the number of cases has been steadily decreasing for the last fifteen
or twenty years. This decrease is due, it is true, in a measure, to the estab-
lishment of lazarettos, but not entirely so, for these contain not more than
one-third of the whole number of lepers. At the present day, therefore, more
or less doubt still exists as to the nature of this disease.

Dr. W. OsLer said: The questions with reference to the contagious-
ness or inheritance of leprosy are, of course, exceedingly interesting, Dr.
Graham, of Toronto, has made an elaborate study of the disease as it occurs
at Tracadie, New Brunswick, and has come to the conclusion that the disease
is contagious, and that it is not transmitted by inheritance. There, as in
Norway, the cases have been progressively diminishing in number. Certainly,
if contagious, it must be 8o in a very slight degree. It is probably not nearly
80 contagious as ordinary tuberculosis,

I would ask Dr. Van Harlingen, whether he has made any examination of
sections of the skin in the second case. We may, however, take it for granted
that bacilli are present.

[ have had few opportunities for seeing leprosy. A case of interest which
came lmfh?r my observation in Canada, was that of a man occupying a promi-
nent position in one of the religious denominations, who had suffered for s0me
thirty years with the anmsthetic variety, and whose sight was finally destroyed
by leprous keratitis.

Dr. A. HEwsos said: I should like to make a few remarks with refer-

ence to the treatment of this ansthetic form of leprogy. I have seen some-
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Casg ITI.—Miss E. 8., aged twenty-two years, school-teacher, general health
moderately good, has felt a stoppage of the right nostril for some years, while
the left nasal chamber was free but very dry, so that she had to use cosmoline
or cold cream every night before she felt at all comfortable. In the morn-
ings she occasionally expelled a small scab of dried mucus of a yellowish-
green color. On her fice were numerous pimples and comedones, but
distributed more largely on the left side. When asked, she stated that the
pimples had made their appearance two or three years ago; had always been
more numerous on the left side of her face, and did not seem to have any-
thing to do with her diet, as she had, at the advice of her physician, abstained
from various articles of food for considerable periods of time, without appar-
ently producing any effect upon the acne. Her monthly periods did not seem
to her to produce any increase in the number of the pimples.

An examination of the nose proved this to be one of those cases which are
occasionally met with, in which we find an atrophic condition on one side
¢oexisting with a hypertrophy of the turbinated cavernous tissue on the other.
The left nasal chamber being abnormally large, its mucous membrane pale
and dry, and the lower turbinated bone hardly visible, presented the same
characteristics as described above, and for this condition the same treatment
was adopted, viz., stimulation with nitrate of silver and powder, and the
cotton tampon after the dried secretion had been removed. The other nasal
chamber presented the well-known features of the hypertrophic nasal catarrh,
with its injected mucous membrane, from which a copious flow of secretion
is poured at the slightest irritation, its projecting turhinated tissue which
obstructs the lumen of the lower meatus, and its frequent projections, from
the septum. Here an entirely different treatment had to be adopted, which
it is needless to describe here in detail; in fact, the two sides of the nose were
treated as though they were two separate and distinct cases; the one an atro-
phie, and the other one of hypertrophic rhinitis. The sulphur and alcoholie
lotion was used in this case, ns it was important to the patient to get rid of
the acne as soon as possible, which happy result was accomplished in a
remarkably short time, to her great delight.

The above short notes of three cases will, I think, suffice to show
that there is a connection between atrophic rhinitis and acne of the
face. Adthough a large number of such cases could be cited to de-
monstrate still further this point, I think it would be waste of time to
do so0, as they are all more or less a repetition of each other.

According to the statements of the different authors on skin dis-
eases, acne occurs with equal frequency in both sexes, and usually
makes its appearance at the time of puberty, and is frequent until the
age of thirty. As predisposing causes are mentioned, gastric disturb-
ances, either lack of or excess of sexual connection, onanism, insomnia,
and intemperance, but no mention is made, in any of the works to
:i-rhir:,h I have had access, of atrophie rhinitis as a predisposing or exist-
ing cause. That the sexual organs have a great influence upon the
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cient to explain the pathological condition, for comedones are frequent
in almost every face without being necessarily accompanied by acne.
The other two propositions may be considered together, for we cannot
have inflammation without disturbance of the circulation, and no dis-
turbance of the eirculation without nerve influence.

The above cited predisposing causes clearly indicate that an irrita-
tion of the nervous system must exist somewhere, be it in the mucous
membrane of the stomach or in the sexual apparatus; which, by reflex,
acts upon the easily influenced capillary circulation of the skin of the
face and neck, and thus by causing a change in the capillaries around
the sebaceous glands causes a perverted action of these glands if it is kept
up for any length of time, or if no relief from blood-pressure is afforded.
It is my belief that the cavernous tissue covering the turbinated bones
provide such a relief, and that this is one of the functions of the
erectile tissues of the body. This helief is strengthened by the fact
that under mental excitement which causes blushing of the face, the
cavernous tissue in the nose swells up, while, on the contrary, under
any emotion which causes paling of the face, the erectile tissue of the
turbinated bones becomes paler, and diminishes markedly in bulk,
facts well known to every laryngologist. Let this cavernous tissue be
absent, or greatly diminished, as is the case in atrophic rhinitis, and
very little or no relief is afforded for the excessive blood-pressure in
the capillary circulation in the skin of the face, and the result will be
acne if any of the predisposing causes be present. In the cases above
cited, and in many others under my observation, the acne disappeared
part passu with the reformation of the cavernous tissue, and thus these
would seem to be of some importance as clinical proofs of this theory.

I am fully aware that a single line of cases observed by one observer
are by no means a sufficient guarantee for the acceptance of a theory,
and it will require many more cases ohserved by many observers, to
prove or disprove it. At the same time, I cannot but think that atro-
phic rhinitis may be one of the etiological factors of acne.
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The symptoms of migraine in young children are not far different
from those in adults. The attacks are markedly paroxysmal, occur-
ring from two to six weeks apart, and become more or less frequent,
according as the conditions for their development are favorable or
otherwise. There may be only one or two attacks a year. The
attacks may be preceded by premonitory symptoms, such as chilli-
ness, and a feeling of lassitude, and the child is dull, and indisposed
to play. Sometimes there are subjective ocular symptoms in the
form of specks floating before the eyes, musew volitantes, or balls of
fire, and bright zig-zags. Occasionally the child complains of hemi-
‘opia, as in Dr. de Sehweinitz’s case before quoted. These symptoms
last a half hour or more, and may be followed by subjective numbness
of the tongue, lips, or of the entire half of the body. Putnam' had a
patient in whom in boyhood migraine was represented by repeated
attacks of numbness and tingling of the right side of the face, and
right half of the body, with aphasia, and hemianopsia, followed by
but trifling headache, or none at all. Later in life there were severe
attacks of pain. Usually as soon as the subjective auras disappear the
pain begins. At first the pain is dull, and it may be confined to one
side of the head ; generally, in children, the pain is on both sides of
the head, at least they complain of the pain as being general, and it
may be either frontal or ocecipital ; most frequently it is frontal.
Anstie says this is common of all neuralgias of children—i. e., to be
frontal, and to affect both sides simultaneously. There is often nausea
throughout the attack, or it may terminate in vomiting, or a free
flow of urine, or sometimes there are two or three diarrheeic stools.
After the crisis is reached the child may fall asleep, and after a nap
waken well. The attack does not always terminate in a crisis ; after
a gradually increasing headache for several hours it gradually sub-
sides. The face in the beginning of an attack may be pallid, and
as the pain increases the face becomes deeply flushed, and the eyes
suffused.

The treatment must be preventive and curative. If a child is of a
neurotic family, in which there are already instances of neuralgia and
migraine, we should urge the parvents to see that he has as wholesome
a life as possible. Insist on ten hours' sleep a night, and keep him
from too prolonged application to his books. Six or seven hours of
study in the twenty-four is enough for a growing child. Encourage
outdoor sports of all kinds, and, if possible, keep such a child in the

! Bystem of American Medicine, vol, v, p. 1231.
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Joseph C., aged fourteen, applied at The Orthopedic Hospital and In-
firmary for Nervous Diseases for treatment May 16, 1887. Is one of a highly
neurotic family; the mother and two sisters suffer from neuralgia, one sister
has attacks of migraine, and another sister is subject to attacks of hysterical
seizures. His father is a strong and healthy man.

Has had no severe illness; but, when three years old, had a fall, striking
his temple against the corner of an iron bedstead. For the past two years he
has had attacks of pain in both temples, once or twice a week ; they are more
frequent in summer. The attacks usually begin while in school, and the pain
is s0 severe that he has to go to bed. The headaches generally terminate in
vomiting. Violent exercise may bring on an attack, so he seldom plays. He
seems well nourished, and he has good digestion.

Dr. de Schweinitz examined his eyes, and made the following report:

Evamination of eyes: color of eyes blue; pupils normal and equal.

Vision: R. E. ;i, L. E. %i Accommodation: R.E. 11 D.; L. E. 11 D.

Muscular anomaly, slight insufficiency of interni; color perception, normal ;
refraction error, hypermetropia =1D. Ophthalmoscopie examination : R. E.,,
small, oval disk ; coarse retinal striation over and around disk; choroid ring
to nasal side; lymph sheaths distended along veins; choroid disturbed. L. E.,
small, oval disk; choroid ring nasal side; dense retinal striation ; veins dis-
tended and lymph sheaths full along arteries and veins; maculas normal.

He was ordered milk and abundant plain diet, and given a tonic of cin-
chona and iron. He was also fitted with glasses, The attacks diminished in
frequency, as well as in intensity in a few weeks, and are now very rare.

In many cases some ocular defect will be found which will require
correction by glasses, and many cases of migraine in children have
been cured by this means alone. In all cases of migraine we should
look carefully into the condition of the teeth, and have any unsound
ones filled or removed.

DISCUSSION.

Dr. €. M. SELTZER said: T wisgh that the author had been more explicit
with reference to the dietetic treatment of these cases. I infer from his re-
marks that the majority of his patients have been under-fed. Most of the
cases that T have observed have had an excess of nitrogenous articles, with a
lack of sufficient vegetable food. I have obtained the best results by limiting
the guantity of nitrogenous food, especially in children, and by increasing
the quantity of butter, cream, and fatty articles. I give light suppers, secure
abundant sleep, and moderate exercize, especially in gymnastics. Treated in
this way, but little medicine 18 required.
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effusion of blood between the craninm and dura mater, the effusion
being more than half an inch thick and oceupying the entire fossa of
the bone, was discovered. He states in his report that fractures of
the skull have been known to take place during easy labors, and wholly
independent of any preternatural degree of ossification of the skull.
Monteith" mentions having attended a case of perfectly natural labor,
yet the child had a fracture of the right parietal bone; there was a
marked depression in the middle of the bone, and the fracture extended
to the sagittal suture on one side, and to the coronal on the other.

It is quite apparent that a case such as either of these might give
rise to medico-legal investigation, or to unjust censure of the obste-
trician.

Coming now to fractures of the bones of the cranium or face, or
rupture of joints involving the maxillary symphysis, or the cervical
vertebrae, or fracture of a vertebra, for it is claimed that usually the
body of one is broken rather than a separation between two vertebra,
as the consequence of great traction occurring in manual or in
instrumental delivery, an important question arises as to the amount
of force that may be safely used either with hand or instrument, In
illustration of the great force which has been employed in forceps
delivery without injury to mother or ehild, I quote the following from
Dr. Peugnet.® He states :

“I was called to Mrs. K., a multipara, in labor with her third child, The
first two were delivered by craniotomy. The vertex presenting, R. 0. A, and
impacted between the sacrum and the pubes, the conjugate diameter of the
superior strait greatly contracted, I applied forceps, and had great difficulty
in locking them. Dreading the laceration which might ensue in this case
from side-to-side lever action, I concluded to rely upon direct and steady
traction. My strength giving way, her husband held me round the waist,
whilst the patient was held in #itd on the dorsum by four women, In forty-
five minutes I had the satisfaction of bringing the head down upon the peri-

neum. The delivery was then speedily accomplished. Both mother and
child, a girl, did well.”

The least that can be said in regard to this case is, that the result
was very remarkable, and it is doubtful whether the practice pursued
could be repeated in any considerable series of similar cases without
injury to both mother and child.

Delore,® after remarking that the feetal head may endure, without
imjury, a great compressing force if applied to a large surface, and if

1: ;uuﬂuu. Lancet, November 14, 1874, ? Dhio Medical and Surgical Journnl, 1878
p. cit. :
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clusions, the first of which does not correspond with the results
obtained by Goodell : First, there is danger of fracturing one of the
parietal bones, whatever the method of extraction, if the total force
employed reaches thirty-five to forty kilogrammes, the infant being at
term, twenty to twenty-two kilogrammes if it be premature. Second,
the inferior maxillary of a child at term will bear, without rupture, a
traction of twenty-five kilogrammes. Third, the vertebral column of
an infant at term was ruptured in three cases by a force of fifty kilo-
grammes,

So far as objected that these results have been obtained by experi-
ments upon dead children, and, therefore, they are not applicable to
the force that may be exerted upon living ones, the answer of Matthews
Duncan may be repeated. He, after consulting physiological and
physical authorities, could say that a child living and one recently
dead were the same as to tensile strength.

In this connection it is well to refer to the amount of traction which
may be safely applied to the lower jaw of the feetus, as stated by
Dunecan' from his own experiments. Lt will be observed that his results
are not the same as those announced by Champetier. Duncan states:

“Tt is now ascertained that a force of half a hundred weight (fifty-six
pounds) may, at least in some cases, be applied by dragging the lower jaw of
the foetus without producing any easily discovered injury of parts.”

He further says that compound dislocation would be almost cer-
tainly fatal, and in one of his experiments this injury was done by a
weight of fifty-six pounds.

Not only does Duncan’s statement as to the force which the inferior
maxillary will bear without injury differ from that of Champetier, but
the difference is still greater from that given by Delore, who makes
this forty kilogrammes.

Fractures of the cranium usually involve the parietal bones, but
they may also occur in the frontal, in one of the temporals, or in the
oceipital.  Jacquemier first pointed out the separation between the
squamous and the basilar portion of the oceipital bone, to which some
more recent writers® have directed attention without giving him just
credit, e has also stated that he met with fracture of the oceipital
in that part of the bone above the protuberance.

Ruge,® referring to separation of the epiphyses between the squamous

I London Obstetrical Soclety's Transactions, vol, xx,

! Thus Bednar, Die Krankheiten der Neogeborenon und Biluglinge, Wien, 1803, rofors to it as n
hitherto unobseryved injury.
* Bulletin de Thérapeutique, from Zeitschirift fiir Golurtshilife nnd Frawenkranklioiten, 18756,
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of the skin at the angle of the mouth, as well as the mucous mem-
brane of the pharynx and rupture of the genioglossus.

Yet if we fail to use traction upon the lower jaw in cases of difficult
head-last labors, we miss what may prove an important means of
delivery in some cases, and which may be of great value when other
means fail. Some years ago, in a case of narrowing of the pelvic
inlet, having failed to deliver with foreeps, I performed podalic version,
and sought to deliver by traction, while a consultant aided with supra-
pubic pressure. I am confident I did not use the force which some
operators have safely employed under similar circumstances, yet the
cervical vertebre gave way, either by separation, or by fracture, and I
found apparently nothing but the integument holding the head to the
body. I then succeeded by traction upon the inferior maxilla, supra-
pubic pressure assisting, in bringing the head into the pelvic cavity.

That the head may be left in the uterus, the body being dragged
away, is a fact proved by occasional instances in the history of ob-
stetrics. In other cases the division has been made, not by rupture,
but by cutting through the neck. An instance is reported' in which
the obstetrician failing to deliver the head in a case of shoulder
presentation, after detaching the arm and bringing down the feet, per-
formed decollation, and the head and the placenta remained in the
uterns forty days. Freund mentions a case in which the head was
left in the uterus ten years.

Probably the most remarkable case of multiple injuries to the face
has been recorded by Petit.* The face presented, rupture of the uterus
occurred, and the woman died undelivered, though the forceps had
been used. The autopsy of the child showed multiple separations of
the bones of the face, and fractures.

Paralysis of one of the facial nerves has been observed most fre-
quently, but not exclusively, after the use of the forceps. In a paper
read before the American Gynecological Society in 1885, I have
referred to eight cases of spontaneous facial hemiplegia, and also
mention one case observed by Seeligmiiller, in which the paralysis
affected both sides of the face. But the disorder usually occurs from
the nuse of the forceps, and is caused by the pressure of one of the
blades at the stylomastoid foramen, or a little in front of the lobe
of the ear. Landouzy, who has best described the affection, has
remarked that in the infant the complete absence of the mastoid

! Obstetric Gazotte, from Archiv filr Gyniikol,, March, 1888,
# Annales de Gynécologio, 1874,
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ascend, but remain applied to the chest. Smellie* states that he frac-
tured the humerus in a case in which he turned and delivered by the
feet, and this is the only one he gives, while he mentions three cases
of fracture of the femur, two occurring in the practice of his assistants,
and one in his own.

All obstetricians agree that in bringing down an ascended arm it i
important no pressure be made until the internal angle of the elbow
is reached, and that three or four fingers should be employed, and not
one or two. Pajot regards it as important that the posterior arm
should be liberated first. IKiistner® describes separation of the epi-
physis of the head of the humerus from the diaphysis as one of the
injuries of labor which may be overlooked, or falsely regarded as a
luxation, fracture of the neck of the scapula, or injury to nerves.
Fractures of the clavicle, separation from its sternal attachment, trans-
verse fracture of the scapula, separation of the epiphysis of the neck
of the scapula, injury of the acromion process, and dislocation of the
humerns, have been observed.

Fracture of the clavicle is most frequently caused by pressing
directly with one or two fingers in the endeavor to bring the head
through the pelvic inlet after podalic version, or in pelvic presentation,
MecClintock, in one of his annotations to the Sydenham Society’s

edition of ¢ Smellie,” observes, “Although Smellie gives no example

of fracture of the child’s clavicle during delivery by the pelvie ex-
tremities, yet, in my experience, it is a bone very apt to be broken by
the manipulations of the acconcheur, more so even than the humerus ;
this may, perhaps, be explained by its greater degree of ossification.”

Paranysis oF THE ARM.—Sinkler recognizes hemiplegia as, in
some cases, the consequence of injury at the time of birth, either from
the forceps or from the pressure of a prolonged labor. Nadaud gives
seven cases of paralysis of the arm attributed to the forceps ; the first
one of this injury reported is one of Smellie’s. Jacquemier mentions
an instance of paralysis of the deltoid following a long and difficult,

I Bydenham Boclety's edition of Bmellie’s Midwifery, vol. iil, pp. 208, 207, This great obstetrician,
in the firgt volume, op. cit,, remarks: **In laborions or preternatural cnses, whon considerable force
hath been uasd in delivering the child, the whole body ought to be examined, and if there is any mark
or contosion on the hemd it will disappear if ancinted with pomatam, and gently rubbed off or chafod
with the nceotuchenr's hand ; if apy lmb is dislocated or Lroken, it ought to be reduced immediately ;
lnxations, though they seldom happen, are more incldent to the shoulder than to any othoer part, the
humerus being oasily dislocated, and as easily reduced.  The bones of the arm and thigh are mors
fulgect to fractura than any other of the extesmities ; the first {5 oasily eured, bocause tho arm ean ba
kept from being moved, but a fracture of the thigh-bone (8 & much more troublesome case, hecLuss

over and above the diffieulty of keeping the bones In a proper situstion, the part s often necossarily
moved in cleaning the child."

! Unber die Yerletzungen der Extromititen des Kindes,
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such case reported by Veit. The patient had received large t:lﬂﬁﬂﬂ of ergot.
When the child was expelled it was found that the right parietal bone was
separated from its fellow, from the oceipital, and, to a great exteut.,‘fmm the
frontal bone, and two fractures were found in the bone itself. It is a ques-
tion, whether the cases of spontaneous fracture reported many years ago
were due to the abuse of this certainly most unreliable drug?

I saw last summer a very interesting case of depression of the skull fol-
lowing a rather easy forceps delivery. I was sent for because the question
had arisen between two practitioners as to the advisability of trephining the
skull—introducing an instrument and elevating the depressed bone. I am
not sure that this might not be good practice in some instances, but so far we
have had no experience as regards results. We know that if the child shm:.rs.
no immediate symptoms from the depression, it is likely to thrive, and that in
time the depression nearly or entirely disappears. In the case above referred
to we decided to wait; the child has been thriving since, there is still a quad-
rilateral depression in the frontal region which has not entirely disappeared.
I was quite certain that the mother of this child had a contracted pelvis with
projection of the promontory ; but, on making an examination some three or
four weeks after the birth of the child, to my surprise, found that the woman
had a fairly roomy pelvis. The antero-posterior diameter measured at least
4 three and three-fourths inches. The only conceivable cange of the depression
was the blade of the forceps. This was to me certainly a novelty.

With reference to the amount of force which may be exerted on the neck
, of the child, I think that if we rely upon the experiments to which reference
{ has been made, we are likely to be led into error. There is no doubt that the
' resistance of the neck under pressure varies greatly in different subjects.
While the neck of one child will bear a weight of 160 pounds, the vertebra
of another will separate under a much less amount of tension. I do not
believe that thereare even circumstances in which such an enormous pressure
as 160 pounds should be exerted. If the after-coming head is retained by
tonic retraction of the womb, such traction force must tear through the cer-
: vical tissues. If the head is retained by the brim of the pelvis, it is nearly
certain that the child will be stillborn when the necessity for such an
amount of force exists. It is a question whether we ever should use much
force in pulling on the child? Whether, indeed, the head cannot better be
shoved through the pelvis by supra-pubic pressure, in the manner described
by Dr. Goodell and Dr, Taylor. '

There is one injury to the child which I do not think was particularly
b referred to by the author, e spoke of the dislocation of the occipital bone
1 which sometimes occurs, In the case of a flattened pelvis, where the head
enters in the transverse diameter, it will sometimes happen, where forceps are
used, that the pressure of the blades bears directly upon the forehead and
upon the occiput. This will be tolerated for a certain length of time, but,
when continued, the pressure ultimately affects the medulla oblongata. It is
, then difficult to get the child to breathe, the respiratory sense being destroyed,
and often the child is born dead, as the result of such pressure. It is always
well to be careful that, when the blades of the forceps cannot be applied to
the sides of the head, they are applied in the oblique diameter,

With reference to fracture of the clavicle, it sometimes happens that this
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no; but he is responsible for the displacement of the arm behind the Jhend.
If he leaves the body alone and does not twist the trunk, the arm will not
remain extended. The child does not spontaneously flex its arm and place
the forearm underneath the occiput.

There is a case recently reported by Englebach which I would add to the
list of accidents. In this case the child was born with an enormous swelling
of the serotum, due to an effusion of blood into the tunica vaginalis of each
mdlalmve taken some interest in the questions connected with the extraction
of the breech when both extremities were reflected upward, and I wish to
reiterate what I said two or three years ago with reference to the use of forceps
to the breech. In a recent brochure Kiistner condemns this method, but con-
fesses to have never tried it. We all know that in the exercise of the usual
method, a person with strong fingers is capable of exerting a great deal of
force which bears to a great extent on the sacro-iliac synchondroses, and
under these circumstances rupture of the sacro-iliac joint is likely to take
place—a rupture which may be followed in after life by the development of
the Newgrelé deformity. I think that the application of the forceps to the breech
is easier than a person who has not tried it would suppose. I speak of cases
where the breech has reached the floor of the pelvis. Here it is not necessary
to use a great deal of force. If the breech is brought down to the perinenm
and then allowed to recede, and this is continued until physiological softening
of the pelvic floor and perineum takes place, a very moderate degree of force
is required. I think that the use of the forceps under these circumstances is
attended with less risk to the child than the employment of the fingers or the
blunt hook. I have succeeded with the forceps in three cases where the
fingers had been used in vain,

I do not feel like occupying any more of the time of the Society. I would
say, in conclusion, that this is a subject to which too much attention cannot be
given, for woman after passing through the discomforts of the period of gesta-
tion, and the perils of labor, is entitled to the only reward that it is possible
to give her, that of having a living child, sound in body and limb; and any-
thing that will contribute toward the prevention of such a record as we have
heard to-night is certainly worthy of the attention of any body of scientifie
men. At the present time the public hold us responsible if we allow a patient
to die of puerperal fever. It would probably intensify our interest in the
subject if the public were to take a similar position with reference to dead and
injured children.

Dr. E. WiLsox said: I have been much interested in, and instructed by, the
paper of the evening. I was glad to hear the last speaker condemn the use
of great force in the delivery of the child by forceps, or by traction in cases
of breech presentation. With reference to the application of the forceps to
the breech, I can only say that T have participated in but one case where such
application was made. This was a case of first labor, and the physician had
applied the forceps to the breech on the supposition that it was the head. As
the labor was progressing satisfactorily and safely, cautious traction was made
W&F:Jdthe forceps, and the labor terminated without injury to the mother or the
child.

D, H. LEAMAN said: I think that the presentation of this subject has
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amazement, another pain suddenly took place. There was an audible snap,
the hand as quickly disappeared from the anus, and the child was born with
a fracture of the clavicle. The rent in the vagina was sewed up, and the
fracture dressed with adhesive strips. The vaginal wound healed up per-
fectly, and the child recovered without deformity. This remarkable accident
I attribute to the arm being thrown across the nucha. The protruding hand
perforated the vagina, and was button-holed there. Then the adx*anu}ng
body forcibly dragged the arm down the back of the child, and the clavicle
was fractured by the twist or strain it got. '

In a case seen with my friend, Dr. James F. Wilson, fracture of the clavicle,
and of the skull also, oceurred. It was an exceedingly difficult case. =She
was delivered in her first labor by craniotomy, by Dr. Wilson, in conjunction
with the late Dr. Parry. In this, her second labor, after using the forceps
ineffectually, we turned, and delivered in a very few minutes, by vigorous
traction and by very great pressure from above. The fractures were caused by
the projection of the sacro-iliac promontory. The child recovered perfectly.

I have repeatedly seen facial paralysis;#but in instrumental labors it has
occurred only when the blades of the forceps were not applied exactly to the
sides of the child’s head. Dr. Parvin speaks of the child living a few hours
after the performance of craniotomy. It was to such an occurrence that we
owe the travels of Mungo Park, who was a physician, but who, early in his
professional career, was so disgusted by this accident that he gave up practice,
In his case the infant lived to manhood. With regard to head-last labors, T
have tried to deliver the breech by the use of the forceps on the buttocks, and
have succeeded with them, but they are liable to slip off. I therefore always
bring a leg down in breech cases, and then I have command of the situation.
The force of traction which the neck will bear is uncertain, and doubtless
varies greatly: but I believe that the man who, in trying to save the child,
breaks the most necks, saves the most children, and I respect him accordingly.
Such labors are always very dangerous to the child; the percentage of deaths
is a very large one. I look on a child in breech presentation as a child
drowning, to which help must be sped—help at all hazards. It is emphacti-
cally a case of “ neck or nothing,” and we must not sacrifice the life of the
child to any sentimental considerations about breaking its neck.

One point that perhaps does not come strictly under injuries to the feetus,
but may be considered here, since it causes the death of the foetus, is pressure
on the cord, prolapsed or wound round the neck, by one of the blades of the
forceps, and especially by the ocecipital one, when the blades are not applied
exactly to the sides of the head. I am sure this has occurred at my hands.
An annoyance in cases of face presentation is the subsequent unnatural
position of the child, which for days will lie with its head greatly extended,
though it ultimately takes the natural position,

Dr. D. LoNGAKER said : I wish to speak of injuries to the soft parts of the
head, from application of the forceps and pelvic deformities. T have reported
a case where, after premature delivery with the Tarnier forceps, through a
rachitic pelvis with a conjugate diameter of three inches, there was a rather
clean-cut contused wound in the left anterior parietal region, which I am
morally certain was not made by the extremities of the forceps, but cccurred
when the head suddenly slipped through the narrowed conjugate diameter,






































































































































































252 PEPPER,

dicitis resulting in ulceration and perforation, with the formation of
circumscribed abscess or of general peritonitis.  If we eould accept the
view that perforation of the appendix, leading to peri-typhlitis or para-
typhlitis, often resulted in recovery by resolution, it would be a matter
of comparative indifference where the lesion was chiefly situated ; but
do clinical experience and anatomical records justify the view, that
perforation of the appendix, followed by peri-and para-typhlitis, often
ends in resolution ? It is true that I have found one specimen and
that others have been placed on record where perforation of the
appendix has not been followed by grave results, but do these amount
to anything comparable with the great mass of cases where lesions of
the appendix have occurred with peritonitis and fatal result unless
relieved by operation., It seems to me that we have to recognize that
while in typhlitis, peri-typhlitis, and para-typhlitis, in all probability
appendicitis always exists, yet it is often present in only a very mild
degree, and ean cause only a small portion of the symptoms. This
conception seems necessary to a correct diagnosis of these lesions; it
is necessary in guiding our treatment.

There appear, then, to be two classes of cases. In one the affection
is more limited to the walls of the czecum and the peri-cecal connective
tissue, and the appendix is affected to a comparatively slight degree.
We have no record as to the frequency of such cases. The record is
not to be songht on the post-mortem table, for the large proportion of
these cases if properly treated from the beginning end in resolution.
I have the records of scores of such cases, the vast majority of which
ended in resolution. I think the experience of those I address would
give a large number of cases of inflammation in the ceecal region so
terminating. So large is the number that I cannot consider that in
any large proportion of them did perforation of the appendix occur.
As I have seen them, these cases are marked by pain as the initial
symptom, not excruciating in character, not associated with evidences
of collapse, often accompanied with nausea and vomiting, and with
elevation of temperature, which continues to rise until decided fever is
present. With these symptoms there is excruciating tendernessin tﬁhe
right iliac fossa, a sense of fulness and induration, not rarely with
dorsal decubitus and flexed thigh, with a constipated condition of the
bowels possibly preceded by one or two irritative movements during the
first day, and with these there is considerable acceleration of the pulst.a.
In proportion as the induration and swelling is early and marked, it
has seemed to me that the chances are that the appendix is not seriously
involved, but that the affection is chiefly one of inflammation of the

























































































































































I P -









'-.:r;..

L,

B i

5 1 LT e ] 5 E 5 5 2 o 4 o il k reall aip gt <
E oo Tl o e B 70 L s Yy A LFed L. P - 5, ¥ 13 et " e T
e g = ; T i " T - . oot L " i o S e . il e 47 T iiw ke el L T e S P a A R




