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6 CONNECTIVE TISSUE TUMOURS.

There is a variety of fatty tumour sometimes called, on
account of its vaseularity, nevo-lipoma ; some are of opinion
that it is a nwevus which has undergone fatty degeneration.
Possibly some of the vascular lipomata met with on the face
have this origin.

2. Subserous Lipomata.—The peritoneum, like the skin,
rests upon a bed of fat, the thickness of which varies consider-
ably.  As in the case of subcutaneous lipomata, those which

Fig. 8 —Lipomna superficial to the temporal fascin.

occur in the subserous tissue may be sessile, pedunculated, or
diffuse.

Surgeons have long been aware, in operating for inguinal
or femoral hernia, that occasionally they come across a mass
of fat, and find diffienlty in determining whether it be omental
or a local incerease of the subserous fat surrounding the hernial
sac. It is now clear that in the neighbourhood of the femoral
and inguinal canals an overgrowth of the subserous fat may
oceur and be mistaken for a hernia, and individuals have been
recommended to wear, and have actually worn, trusses for
fatty tumours of this character. It is also clear that as these
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local overgrowths of fat arise and protrude in the groin, they
occasionally draw with them a pouch of peritonenm unasso-
ciated with a hernia. These pouches may afterwards lodge
a piece of gut, and become true hernial sacs. Thus peritoneal
pouches, produced mechanically by subserous lipomata, may
subsequently become hernial sacs : on the other hand, Ilpmmtu
may arise in relation with peritoneal pouches which were

Fig. 4.—DiMuze lipoma of the neck.  (Afer Morrond Baker,

originally hernial sacs. In some cases a subserous lipoma of
this character will invaginate a peritoneal pouch and form a
pedunculated tumour within the hernial sac. Fatty tumours
sometimes arise in the scrotum or labium without being
connected with hernial pouches *

Lipomata arising in the subperitoneal tissue occasionally
appear in the anterior abdominal wall, especially near the um-
bilicus ; they are sometimes referred to as “ fatty herniz of the

* J. Hutchinson, jun., Trans. Path. Soc.

, wnl. xxxvil. 451 and wvol. xxxix.,
gives a good account of hernial lipomata.









10 CONNECTIVE TISSUE TUMOURS.

4. Submucous Lipomata.—Fat exists in the submueous
tissue in many situations and, like that in the subeutaneons
tissue, is not infrequently the source of lipomata. Thus
Virchow* has figured a fatty tumour situated beneath the
mucous membrane of the stomach, near the pylorus: it was as
big as a nut. They also grow from the jejunum and hang as

Fig. 6.—Lipoma arborescens of the shoulder,

pedunculated tumours in the gut, and have caused intussus-
ception.

Laryngeal lipomata are rare. One of the most remarkable
examples was desceribed by Holt.+ The patient, a man,
died suddenly: hanging from the left aryteno-epiglottic fold
and from the side of the epiglottis was a pedunculated
tumour, which extended into the wmsophagus to a distance of

* ¢ Krank. Geschwiilste,” bd. i. 372.
t Trans. Path. Soc., vol. xxxii. 243.
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Fig. 7.—Enlarged sncking-coshion. (d4fter Raolke)

caleulus in the duet of the parotid gland.* The association of
an impacted salivary caleulus and an enlarged sucking-cushion

Fig, 8.—Emaciated child erying and displaying the sucking-cnshions, (After Baule.)

I' Berger, Gaz. des Hipitour, Nov. 15, 1883; and Owen, Lanmesf, 1890,
vol. 1i. 71.
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back, especially in the lumbo-sacral region, overlying the sac
of a spina bifida. (Figs. 9 and 10.)

Clinical Features.—Although lipomata occur more fre-
quently than any other genus of connective tissue tumours,
and may, in most instances, be diagnosed with absolute cer-
tainty, yet under some conditions they are very puzzling, and
give rise to much difference of opinion. The subeutaneous
species 1s rarely the source of doubtful diagnosis, unless

E_N]NGGGELE

Fig. 10.-—Meningeal lipoma overlying the sae of a spina bifida.
( Museum, Hopal College of Surgeons. )

situated in the palm of the hand, sole of the foot, or on the
scalp. The intimate relation between the tumour and the over-
lying skin, the absence of definite boundaries and its dough-
like consistence, are usually sufficiently trustworthy guides.
When a lipoma is connected with the periosteum of a long
bone it will sometimes simulate a sarcoma ; when embedded
En a muscle the most divergent opinions are often expressed
in regard to the nature of the tumour.
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resembles, histologically, the bluish translucent epiphysial
cartilage characteristic of progressive rickets.

2. Ecchondroses may be defined as siall local overgrowths
of cartilages. They are best studied in three situations—viz,

Fig. 11.—Lad twenty years of age with multiple chondromata. {After Stendel.)

along the edges of articular cartilages, the laryngeal cartilages,
and the triangular cartilage of the nose.

Eechondroses of articular cartilage are especially common
in the knee joint, and occur in connection with the eondition
known as rhemmatoid arthritis. They are frequent in the
joints of persons past the meridian of life, and they present


















24 CONNECTIVE TISSUE TUMOUES.

In many instances very large tumours have been removed
from the maxillie and described as exostoses : some of these
were huge odontomes. (See newt Chap.)

Fig. 18.—0steoma of the left frontal sinus (anterior view).

Osteomata at the margins of the external auditory meatus
have been especially studied because they are apt to obstruct

Fig. 14.—Osteomn of the left fromtal sinus, seen from below,
(Museum, Royal College nf Surgeons.)

the meatus and cause deafness; when both meatuses are
affected—and this is not rare—absolute deafness may result. It
is a curious fact that osteomata at the margins of the auditory
meatus have been observed in many different races of men.
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process of the humerus, and the occasional third trochanter
of the femur, with exostoses.

A bursa will form on exostoses or osteomata if their sur-
faces be exposed to pressure, or to friction from the movement
of tendons and muscles.

Localised outgrowths are very common on the facial bones,
especially the nasal processes of the maxilla, where they may
be unilateral or bilateral. (Fig. 16.) The cause of these exos-
toses 1s obscure. Small irregular osseous prominences are
fairly frequent along the alveolar borders of the maxillae and
mandible.

Fig. 16.—Symmetrieal exostoses of the nasal processes of the maxille. (After Hutehinson.*)

Exostoses of the maxillie similar to those in Fig. 16 have
been observed in natives of the West Coast of Ahm In-
teresting particulars relating to these cases are furnished by
Macalister,t and more w*ccntl by Lamprey,f of the Army
Medical Staff  Macalister discusses the condition in relation
to the supposed existence of horned men in Africa.

2. The Sub-ungual Erostosis is a troublesome outerowth
from the ungual phalanx of the big toe: it makes its way through
the bed of the nail, and peers out between the nail and the
skin at the tip of the toe, nearer the inner than the outer side:

* Y Ilustrations of Clin. SBurgery,” vol. i., p. 2.

Proc. R. Irish Academy, 2nd Series, vol, iii., 1883,
Drit. Med. Jowrnal, 1887, vol. ii., 1273,

i =
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where they do not involve important structures, the rule is not to
mterfere with them. When they press upon nerves and oceupy

Fig. 18, —Bell’s spechmen of Chotodon, with its bony tumours anid large oecipital crest.

accessible situations, and especially when peduncnlated, they
may be removed with chisel and mallet, or with stout forceps.
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thick capsules ossify, the tooth will become embedded n a
mass of cementum. To this form of odontome the name
cementoma may be applied. Odontomes of this .(.‘hiil'il[‘ti'l"
occur most frequently in horses, and sometimes attain a large
gize. Broea® has described and figured specimens from horses.
Mr. Charles Tomes+ has described one which weighed ten

]

Fig. 24.—Componnd follicular edontome from o Thar (Capra jemlaica). =, Baperior
maxillary division of the fifth nerve., (Nual. size)

ounces, and I have given an account of another which
weighed twenty-five ounces.  The main portion of this odon-
tome is sketched in Fig. 28. When divided, three teeth could
be made out, embedded in cementum. The periphery of the
tumour was cautiously decaleified in hydrochloric acid, and
sections were prepared for the microscope.  The structure of
the decalcified mass was very instructive, for the periphery of
the tumour exhibited the laminated disposition seen in fibrous
otdontomes,

The largest cementome from a horse known to me is pre-
served in the museum of the Royal Veterinary College,
London ; it weighs seventy ounces, and though excessively
dense, is nevertheless very vascular. Its chief structural

* “Traité des Tameurs,” t. ii., p. 350, 1869,
t Trans, Odont. Soc. Great Britain, 1872, p. 103,
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tomes which arise after the crown of the tooth has been com-
pleted, and while the roots are in the process of formation,
As the crown of the tooth, when once formed, is unalterable,
it naturally follows that should the root develop an odontome
enamel cannot enter into its composition; the tumour would
consist of dentine and cementum in varying proportions,
these two tissues being the result of the activity of the papilla.

As a typical radicular odontome, we may choose the well-
known specimen described by Salter, and represented in Fig
27. In this specimen the tumour is elearly connected with
the roots. The outer layer of the odontome is composed of
cementum ; within this is a layer of dentine, deficient in the
lower part of the tumour, and inside this is a nucleus of
caleified pulp. !

Mr. Hare, of Limerick, removed from the upper jaw of a
man aged forty-one the odontome sketched in Fig. 28, This
specimen was originally de-
scribed by Sir John Tomes*
but it was examined and re-
deseribed by Mr. Charles
Tomes+ The mass is in-
vested by cementum ; inside
this casing is a shell of den-

- . Fig. 28.—Radienlar odontome, (Nel. zize)
tine ; the tubules radiate ont- (After Jahn Tomes.)

wards and are disposed with
some regularity : this dentine was deficient at the distal end of
the tnmour ; its interior was filled with an ill-defined osseous

material,

Radicular odontomes are
rare in man, but frequent in
other mammals, and are often
multiple. Rodents are especi-
et L ally liable to them, due in a
Fig. ™. —Left lower jaw of a young marmot ]arge measure to the fact that

witha large radicular odontome connected - . .
with the incisor, (Nad, size.) their teeth grow from persis-
tent pulps. A young marmot
had four odontomes, one attached to each incisor in the upper
and lower jaw. One of them is sketched in situ (Fig. 29)

* Trans. Odont. Soc. Great Britain, 1863.
t+ Trans. Odont. Soc. Great Britain, 1872,
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and of natural size. It consisted mainly of cementum. A
similar tumour from a Canadian porcupine is shown in Fig. 30.
[t consisted mainly of dentine. The tumour was lodged in a

Fig. 30.—Lower jaw of an adult Canndian porcopine. A radicular odontome is
attached to its lower incisor. | Nof, size.)

large pus-containing eavity, and the surrounding bone was
bare and dead. 1 have recorded a similar specimen in an
agouti. In all these cases death was probably due to the
prﬂfusa suppuration set up by the odontomes, the pus, being
dravwn into the air-passages, setting up septic pneumonia.
Radieular odontomes have been obtained from elephants,
arising in connection with the roots of the tusks ; indeed, the
largest odontomes on record were obtained from elephants.
The musemm of the Royal College of Surgeons contains several
excellent specimens. Structurally they consist almost entirely
of osteo-dentine. A radicular odontome deseribed by Windle

Fig. 31.—Two drawings of a radicnlar cementome, from a man aged twenty-five
years, (Nab, size )
and Humphreys is represented in Fig. 31. It was obtained
from a man twenty-five years of age.

This odontome was sitnated in the lower jaw, on the right
side, in the neighbourhood of the second molar tooth.  After
more than four months’ exeruciating pain, accompanied with
profuse suppuration, life being several times despaired of, the
odontome, seven months after its presence was first noticed,
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The specimen is further valuable on account of the
exhaustive and careful histological examination made by Mr.
Charles Tomes, who found it composed of enamel, dentine,
and osteo-dentine.

Forget's classical case belongs to this species. The
patzent was twenty years old, but the disease had been noticed
since the age of five years. Behind the first bicuspid no
teeth were seen, but the jaw as far back as the ramus was the
seat of a smooth, unyielding tumour. The parts represented
in the figure were removed during life.  (Fig. 33.) On micro-
scopical examination the tumour consisted mainly of dentine,
the surface of which was in places covered with enamel

Fig. 85.—Composite odontome,  (Naf. size.)  (dffer Forgel.)

dipping into the crevices, at the bottom of which cementum
was found.

The Transactions of the Pathological Society, London,
though a mine of wealth in most kinds of tumours, contain
only one description of an odontome; it is described by Mr.
Rushton Parker* The specimen originated in connection
with the second left lower molar of a lady aged nineteen
years, An effort was made to extract the tooth, but it
broke, leaving the tumour behind. Subsequently an attempt
made to extract the mass failed, a few fragments only being
detached ; about two years later it issued spontaneously from

* Trans. Path. Soc., vol. xxxii. 240,
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the alveolus. The odontome, which weighs 136 grains, is
represented in Fig. 34, taken from a
drawing kindly furnished me by Mr.
Rushton Parker.

In the same category may be placed
the odontome dislodged by Professor
Annandale* from the lower jaw of a girl
aged seventeen. It weighed 300 grains,
and consisted of dentine and osteo- Fig. 84.—Odontome
dentine capped by enamel. B B e

Nine months before the patient was
seen by Mr. Annandale, an abscess formed over the top of
the swelling, from which the odontome was ultimately dis-
lodged ; the abscess left a chronic sinus from which small
quantities of pus issued up to the time of the operation. No
molar teeth were erupted in the right lower jaw, their position
being occupied by the odontome. The cavity left by the

Fig, 35, —O0dontome from the upper jaw. (Naf. size.) (M. Michon's case.)

dislodgment of the tumour was lined with a smooth, velvety
membrane.

It is supposed that odontomes are more frequent in the
lower than the upper jaw, but there is good ground for the

* Edin, Med. and Surg. Journal, 1873, p. 599.
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belief that many such tumonrs have been described as exostoses
of the antrum. Thus M. Michon removed from the antrum
of a Frenchman, aged nineteen years, at the Hopital de la
Pitié (without an anwsthetic), the large odontome repre-
sented in Fig. 35. The operation, which may be described as
a “surgical struggle,” lasted upwards of an hour and a
quarter.

The tumour is described as an exostosis, but fortunately
M. Michon’s account is accompanied by some excellent
figures which show clearly enough that the tumour is an
odontome. The cut surface exhibited a laminated disposition.
Microscopically it was composed of tissue presenting many
parallel tubules having the appearance of exaggerated dentinal
tubes. It is the largest odontome but one from man of
which we have any record : its weight is 1,080 grains.*

A tumour almost parallel with that of M. Michon has been
described by Dr. T. Duka,? by whom it was removed from a
Mahomedan woman, aged twenty-six years, at Monghyr,

Fig. 30.—Composite odontome from the npper jaw. (Nal. gize) (Dr. Dukn's case.)

Bengal. The woman had for six years suffered from a muco-
purulent discharge from the right nostril, and was now
anxious for relief. The case was regarded as one of necrosis,
but after a “ surgical struggle " lasting nearly an hour without

* Mem. de la Société de la Chir., Paris, 1850.
+ Trans. Path. Soc., vol. xvii. 256.
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dentine, and it is impossible, without mutilating the specimen,
to be sure that no teeth are embedded in it.
As this tumour had no bony connections, occupied the

Fig. 37.—Large odontome which was spontanconsly shad from the antrmn; weight, nearly
fifteen ounces.  Hilton's case.  (From the Museun of (ruy's Hospital, )

antrum, and in the structure of its peripheml parts is so closely
identical with odontomes which oceur in horses, there need
be no hesitation in believing that this particular tumour

Fig. 35.—Scction of the tunmour represented in Fig. 37 to show the concentric lamination.
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originated in one or more enlarged tooth-follicles, and is in
tact an odontome.

Mr. Jordan Lloyd* has published an excellent account of
an odontome of this class which he removed from the right
upper jaw of a young man. As so often happens, the case was
regarded as one of necrosis, but when removed from its bed
was recognised as an odontome. The tumour (Fig. 39) weighed

PPig. 30, —Composite mlontome from the npper jaw. (Naf, size.) The left-hand fignre
shows the tumonr in section. (Mr. Jordan Llogd's eass. )

279 grains ; it is composed of osteo-dentine, with cementum
here and there. Opaline, pearly patches are studded irregu-
larly around the edge of the cut surface. The mass oceupied
the space of the second, and probably the third, right upper
molars ; it could be felt to be shghtl_y loose hefore attempts
were tﬂ[l.{].L to remove it. After its extraction a deep, round,
siooth, velvet-like cavity remained, and the exposed part.
with its crater-like hollow and surrounding ridge, bore a
certain resemblance to a molar tooth crown,
The odontome represented in Fig. 40 was
removed by Mr. S. Brock from a lad aged nine-
teen years ; 1t was situated in front of the rlght'
npper bmuspuL displacing the lateral incisor
and eanine so as to oceupy their position in the
dental arch. As will be seen in the figure, it Fig s0.—0aontome
appears to consist merely of a crown and neck, w4t JHEAt-
but the erown bristles with cusps; as many as i;,f{,f.‘fﬂ““d e
nine distinet enamel-covered eminences can be
detected. Odontomes resemble teeth in this way—for a time
during their development they remain hidden below the
mucous membrane, and give little or no evidence of their
existence. To this succeeds an eruptive stage, and the

* Laneet, 1888, vol. i,, p. 64.
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of the head, and falls over the left shoulder and back. In
addition to the sealp tumour there are numerous nodules on
the skin of the trunk, legs, arms, and face, varying in size
trom a peppercorn to a billiard-ball, some of which had

Fig. 42.—Native of Sierra Leone, aged fifty, with mollnsenin fibrosum,
(A fter Lamprey.)

ulcerated.  The man stated that he was born with lum ps on
his skin.

As the ease resembled, in some respects, elephantiasis, the
blood was obtained at seven p.m. from one of the tumours, and
carefully examined for filarize, but with negative results.

For other cases of this disease the following references may
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be consulted* The disease appears to be equally common in
women and men.  The frontispiece to Band L of Virchow’s
“Die Krankhaften Geschwiilste” represents a case of dermato-
lysis associated with a multitude of cutaneous nodules in a
woman forty-seven years old, under the title of * fibrosun
molluscum multiplex.”

Keloid —This term is applied to formations of dense
fibrous tissue which arise in cicatrices of the skin. A keloid

Fig. 48.—EKelnid in the lobule of the pinna, associated with an earoring prnetare.

projects above the surface of the skin sometimes to the extent
of a centimetre ; its surface is quite smooth, and may be white
or shining, or pink from the number of dilated vessels coursing
over it. Sometimes the tumour has a regular ontline, but, as
a rule, it sends out spurlike processes into the adjacent skin ;
structurally it is identical with ecicatricial tissue. Though
originating in scars, keloid is not always limited by the scar in
which it arises, but it rarely transgresses to any great extent

* Flower, Lancet, 1860 ; Treves, Trans. Path. Soc,, vol, xxxvi. 494 ; Wright,
Trans. Path. Soc., xvi. 269; DPollock, Trans. Path. Soc., xxvi. 219,
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which have undergone myxomatous degeneration. Such a
tumour is sometimes called sarcoma myromatodes,

The pedunculated variety approximates in structure very
closely to the pendulous cutaneous folds characteristic of
mollusenm fibrosu.

3. Neuro-Myxomata are described with neuromata in
chap. xvi.

Myzomatous Disease of the Chorion.—It is usual in works
on tumours to describe this interesting condition (the hydatid

Fig. 45.— Peduneunlated my xmrm from the Iabium of a woman fifty years old :
had existed UMy years,
mole of midwifery); but as it does not in any strictness
belong to tumours, it will not be considered further in this
treatise,

Treatment.—Myxomata, like tumours in general, should
be removed whenever their position and rrhtmm to snrround-
Ing structures permit. In the case of nasal polypi this plan
of treatment is invariably adopted, and there are several
methoids of effecting their uwnmul such as snaring them with
small wire snares, or detaching them with a g.ximnmmntwv












GLIOMATA. G5

death the diseased parts are abnormally large, and on section
exhibit a characteristic pale blue colour: in thin sections the
tissue has a delicate translucent appearance. The tumour
itself is very soft, and imparts to the fingers a sensation like
Huctuation. When the parts are immersed in alcohol the
tissue becomes firm, opaque, and white; under these conditions

Fig 46, —Bilateral gliomatous enlargement of the pons and erura cerebril.  (Angel Money. )

it is particularly ditlicult to determine the limits of the
tumonr,
~ Gliomata of the Spinal Cord.—A glioma in the spinal cord
IS @ very rare tumour, and, judging from the scanty records, it
‘."'m:l:l appear that a glioma in the brain is twenty times more
frequent than in the cord. The tumonr is ilupi*r-’r'vr*l.h‘ demar-
cated from the nervous tissue, and often ecauses 1; general
unlm'gcinmm: of the cord, producing an effect upon it like
the gliomatous disease of the pons, erura, and medulla
P
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the vens vorticose pierce it, small nodules of the tumour will
be detected projecting through these openings, having made
their way out by burrowing in the sheaths, and, in some
cases, actually travelling along the lumina of the veins.

11I:|-I"I'!ll|' Vel cavi.

=[nira vennus process
of the sareon,

——ilands  infected by

L g [ HS

A sarcoma springing
from the ilivm.

Fig. 53.—Periosteal sarcoma of the ilinm invading the inferior vena cava. {Museuwm,
St. Bartholomew's Hospital.)

The relations of sarcomata to veins come out strongly when
these tumours affect bones. In some examples of periosteal
sarcomata the medulla is invaded by processes of the tumour
making their way along the veins traversing the Haversian
canals. The converse of this is also true, for a central sar-
coma will sometimes implicate the periostenm by way of the
Haversian canals.

It 1s well established that most examples of central sar-
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with sarcomatous tissue. In some instances the affected bone
is greatly thickened in the parts related to the tumour. The
extensive ossification associated with periosteal sarcomata is

Fig. 54.—Skeleton of an ossifying periosteal sareoma of the femur.

not a matter for surprise when we remember that bone-makmg
s .tlm essential function of periosteum. The crystal-like
spicules so frequently found in these tumours doubtless
represent ossifications of the fibrous trabecul® which normally

connect the periosteum with the compact tissue of the bone.
G
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Of the various bones ot the skull, two call for especial
mention—viz., the maxilla and mandible,

Sarcomata of the Jaws.—Although it is customary to
speak of tumours connected with the maxilla or mandible

Accesgory  nodule of
ERTCOINA.

Interosseous membrane,

Sarconma.

Flexor lopgus hallueis,

Peronens longus.

Detached portion of the
flexor longus hallueis.

Fig. 55 —3pindle-celled sarcoma of the fibula.  (Mwseum, Mididlesex Hospital.)

clinically as tumours of the jaws, it would be erroneous to
deseribe them indiscriminately as tumours of bone,

In each jaw there are, in addition to the bone and its
periosteum, two structures to consider—mucous membrane
and teeth. In the ecase of the maxilla, the antrum must be
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after the twenty-fifth year, and in the jaws, as elsewhere, are
the least malignant species of sarcomata.

It has been mentioned that the maxilla is very apt to
become involved by sarcomata springing from adjacent parts,
and this is a very important clinical fact to bear in mind.
This invasion may take place from two sources; in particular,
the naso-pharynx and nasal fossa.

Spindle-celled sarcomata occasionally arise in that portion
of the pharyngeal mucous membrane which covers the under
surface of the body of the sphenoid and forms the roof ot
the naso-pharynx. It is not uncommon for snch tumours to

Mandibular nerve,
Developing tooth,
Sarcomn,

Fig. M6.——Sarcoma arising in the folliele of a developing tooth,  (The dotted lines indieate
the amonnt of the mandible removed at the operation.)

extend into and plug one or both nasal fosswe, processes of the
tumour appearing at the nostril; or they may extend down-
wards into the pharynx and II’HPGL]E deglutition. Sometimes
the base of the skull is perforated by the tumour, and the
patient dies of meningitis. Naso-pharyngeal sarcomata give
rise to agonising pain and intense frontal headache. Whilst
the pain wears out the patient, strength is further exhausted
by frequently recurring and often profuse epistaxis. Excep-
tionally, a piece of the tumour will slough and become im-
pacted in the larynx; suffocation has followed this accident.
Naso-pharyngeal sarcomata are chiefly met with in patients
between the age of fifteen and twenty.

Sarcomata arising in the nasal fossa and invading the
antrum are not very common. One of the most remarkable
cases illustrating this has been recorded by Moore* In this

* Trans, Path. Soe, vol. xix. 332,
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instance a mixed-celled sarcoma arose in connection with the
nasal septum and spread laterally into each antrum. As it in-
creased in size the space between the orbits widened, and at the
same time the face projected forwards, producing the dreadtul
deformity depicted in Fig. 57. One of the most extraordinary
features in this unusual case was the entire absence of pain or
cerebral disturbance ; the sense of smell was lost and the sight
of the right eye impaired. Moore attempted the formidable

Fig. 57.—Deformity produeed by a sarcoma of the nasal septum.  (Moore's case.)

task of removing this tumour, but the patient died during its
progress, in consequence of some interference with respiration.

An examination of the parts showed that the tumour was
surrounded by a thick osseous capsule, its wall being continuous
with that portion of the nasal septum formed by the mes-
ethmoid (Fig. 58): as the tumour increased in size it invaded
each antrum. but its bony capsule remained separate from
the maxillae.

Sarcomata of the Retina.—These tumours are often
called gliomata; formerly they were known as medullary
cancer, encephaloid tumours, or fungus haematodes.

A retinal sarcoma, in structure, mimics the cells composing
the granular layer of the retina. It oceurs exclusively in
children. Exceptionally the tumour may be noticed at birth;
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more conunonly it makes its appearance during the first four
years of life ; it is very rare after the seventh year, and is
almost unknown after the age of twelve. In a certain propor-
tion of cases (twenty per cent.)* both retine are affected, either
simultaneously or after a brief interval. This is always an
indication that the tumour is highly malignant. In the early
stages there is, as a rule, no pain or symptom denoting the
presence of a tumour ; gradually the pupil dilates, and a pecu-

Fig. 58.—Facial region of the skoll from the case shown in the preceding fignre, seen in sagittal
section. The sarcoma is restricted to the pasal septun,  (Musenm, Middleser Hospital.)

liar reflex is noticed at the fundus (this is often termed cat’s-
eye), and. on testing, the eye will be found quite blind. As soon
as the existence of a glioma is discovered by the surgeon, the
eye is, as a rule, promptly excised. In cases where treatment
of this kind is refused or deferred, the following changes ocenr.
The tumour, continuing to increase, pushes forward the intra-
ocular structures and induces great pain as the result of the
increased intra-ocular pressure it produces, until the cornea
yields and the tumour bursts forth, and, growing very rapidly,
soon makes its way between the eyelids, which become swollen

* Lawford and Collins, Roy. Lond. Ophth. Hosp. Rep., vol. xiii., p. 1.
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in which tracts and islets of hyaline cartilage are interspersed.
When chondral tissue is abundant, it is very prone to mucoid
changes, and soft, fluctuating spaces are formed. The con-
nective tissue is very liable to nndergo myxomatous change,
and, as it to render these tumours more complex, portions of
the secreting tissue of the gland are imprisoned in them.

It is not unusual in sections from a parotid sarcoma to
meet with spindle cells, cartilage, myxomatous tissue, glandular

Fig. 50.—Parotid sarcoma implieating the pinna in a woman thirty-five years of age.

acini, and fibrous tissue in an area 2 em. square. Exceptionally
striped spindle cells are seen,  Parotid tumours of such com-
plex structure grow rapidly and attain a large size, and often
mfiltrate the surrounding tissue and skin. Some of them
infect the adjacent Iymph glands and give rise to secondary
deposits in the lungs.

Chondrifying sarcomata of the parotid are most frequently
met with between the fifteenth and thirty-fifth years, but they
have been observed as late as the seventy-fourth year. They
present very characteristic features. (Fig. 59.) In their early
stages they are easily removed, but many of the rapidly
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Ovarian Sarcomata.—The ovary is occasionally the seat
of sarcoma ; the round- and spindle-celled species occur in
about equal proportion. Both ovaries are simultaneously
affected in about twenty per cent. of the cases; in this respect
sarcomata of the ovaries resemble those of the testis and
retina. The similarity of ovarian and retinal sarcomata is
further illustrated by the fact that they are most frequent in
young children. For instance, in seventy recorded cases of
ovarian cysts and tumours removed from girls under fifteen
years of age, twelve were examples of sarcomata. In com-
prehensive ovariotomy lists solid tumours make up five per
cent. of the cases, and this includes fibromata and myomata,
as well as sarcomata, occurring at all periods of life. A careful
study of cases shows that sarcomata of the ovaries are four
times more frequent in girls under fifteen years of age than in
adult women.

At whatever period of life they appear, ovarian sarcomata
grow rapidly, and are invariably associated with free fluid in
the peritoneum; in the later stages of the disease fluid
accumulations may oceur in one or both pleural cavities,

Ovarian sarcoma in the young and in adults runs a
rapidly fatal course.

Sarcomata of the Mammary Gland.—The mamma is
occasionally the seat of a sarcoma, and when we take into con-
sideration the large amount of connsctive tissue which it often
contains, it is somewhat surprising that these tumours are not
more frequent. As is the case with sarcomata growing in the
parotid gland, these tumours, originating in the connective
tissue of the breast, usnally entangle the ducts and acini in
their immediate neighbourhood ; such incorporated glandular
structures occasionally give rise to eystic spaces, which, when
viewed in section under the microscope, exhibit a regular
lining of epithelium. Such tumonrs are often called “adeno-
sarcomata.” This is a misuse of the term sarcoma, and it has
unfortunately been extended so as to include many adenomata
of the breast, especially if they should happen to grow rapidly
or attain a large size.

The breast is liable to round- and spindle-celled sarcomata.
The round-celled species rapidly infiltrate the organ and
invade adjacent structures, giving rise to brawny indurated
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number of records indicates that the period between the fifth
and thirtieth years of life is singularly free from renal sarco-
mata. They seem to occur equally in men and women. The
effects which they produce are similar to those of sarcomata
in other organs. Ocecasionally a process of the tumour will
make its way into the pelvis of the kidney and travel down
the ureter in the same manner that sarcomatous out-runners
make their way along the lumina of veins whenever they
manage to penetrate the walls of these vessels. (See page 74.)
When the ureter is thus invaded small fragments of the
tumour are detached and conveyed by the urine into the
bladder, to be expelled during micturition. This fact is worth
remembering, as it is sometimes of assistance in diagnosis.

It is necessary to mention that a ureter may be involved
in a sarcoma arising in its neighbourhood ; the walls become
infiltrated, and then a process of the tumour may project into
its lumen. Exceptionally, a process from a sarcoma of the
bladder will enter the vesical orifice of the ureter and travel
along 1t for a considerable distance,

Much uncertainty must exist in drawing conclusions from
old records of renal sarcomata, because it is now clear that
many tumours of the kidney in adults, which have been
described as sarcomata, were, in many instances, composed of
tissue similar, if not identical, in structure with that which
forms the zona fasciculata of the adrenal (suprarenal capsule).
(Fig. 60.) Itis quite certain that some specimens regarded
as sarcomata of the kidney turn out on critical investigation
to be tumours of the adrenals; it will therefore be necessary
to consider tumours of the adrenal as a sequel to renal
sarcomata. '

Adrenal Tumours.—There are two varieties of tumour
which come under this heading :—(1) Tumours of the adrenal.
(2) Tumours of accessory adrenals,

There is sufficient evidence forthcoming to demonstrate
that an adrenal may become transformed into a large tumour
in the same way that the thyroid gland becomes a goitre;
indeed, the analogy is so striking that Virchow, years ago,
proposed for such enlarged adrenals the term “struma supra-
renalis,”  The museum of the Royal College of Surgeons
contains two good specimens of enlarged adrenals, one of which
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removed from children aged thirteen and fourteen years
respectively ; the age of the third patient is not stated,

3. Myo-sarcomata of the Uterus and Vagina.—Tumonrs
containing striped musele fibre have been found in connection
with the body of the uterus, neck of the uterus, and vagina.
One of the most remarkable as well as one of the best described
cases 1s recorded by Pernice* In this instance a racemose
tumour grew from the cervix uteri of a woman. This tumour,
when examined microscopically, was found to contain a large
number of spindle-shaped cells, which were nucleated, and ex-
hibited a transverse striation such as exists in myo-sarcomata.
(Fig. 50.) In the basal parts of this tumour gland-like spaces
lined with eylindrical or with cubical epithelinm were found.

After removal the tumour quickly recurred; it was removed
a second time, but reappeared, rapidly infiltrated the uterus,
forming a large mass; death speedily ensued.

When the recurrent tumours were microscoped no striated
spindles were found, and the growth had all the characters of
a spindle-celled sarcoma

4. Myo-sarcoma of the Parotid Gland —Pruddent has
described a tumour situated near the angle of the mandible
of a boy seven years old. The tumour contained, in addition to
round and spindle cells, numerous striated spindles and tubules
lined with cubical epithelium. Its resemblance to a renal
myo-sarcoma was thus very close.

5. Myo-sarcomata of Periosteum.—Zenker{ and Bayer
have each met with an example in the orbit; Targett § found
one on the scapula of a child six months old ; and Marchand ||
describes one which grew from the ischial tuberosity of a
boy four years of age. It is also singular that congenital
lipomata growing from periosteum contain striped muscle
fibre. These have already been deseribed (page 13).

There has been much speculation as to the mode of origin
of myo-sarcomata. When our knowledge of them was limited
to those which occurred in the kidney, the notion that they

* Virchow's ** Archiv,” bd. cxiii, 46.
T Am. Jowr, Med, Sei., 1883,

¥ Virchow's * Archiv,” bd. exx.

§ Trans. Path. Soe,, vol. xliii. 157.
|| Virchow's * Archiv,” bd. c. p. 42,
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The bronchi are very liable to be damaged by a lympho-
sarcoma, for the tumour moulds itself around these tubes, and
by pressure causes them to be narrowed; apart from this
eftect, the tissues proper of the tubes become eroded as well
as atrophied. These changes not only induce difficulty in
respiration by restricting the admission of air, but the com-
pression of the vessels accompanying the bronchi leads to
changes in the nutrition of the pulmonary tissue, which end
in pneumonia, gangrene, and death.

The important nerves traversing the mediastinum, the
vagus and phrenic nerves especially, are often involved in the

Fig. t8.—Portion of a medipstinal lympho-sarcoina, to show the manner in which the
tumonr extends along the bronehi and pulmonary vessels,
tumour, but their sheaths are rarely invaded by the cells; in
some instances the left recurrent laryngeal nerve is compressed

sufficiently to produce severe laryngeal spasms and even
paralysis of the muscles supplied by it.
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The wsophagus becomes compressed by an intrathoracie
Iympho-sarcoma, but dysphagia is not so prominent a symptom
as in many cases of intrathoracic aneurysm.

It is a somewhat remarkable feature of lympho-sarcomata
that they extend to, and enclose, neighbouring lymph glands
without affecting them. For instance, it is not unusual, in
a section of a large mediastinal lympho-sarcoma, to find
bronchial lymph glands, fully charged with pigment, exposed
on the eut surface of the tumonr and embedded in its substance.
(Fig. 63.)

2. Abdominal Lympho-sarcomata occasionally arise in the
connective-tissue planes posterior to the peritoneum ; in this
situation the tumour involves the abdominal aorta, and is con-
ducted to the kidney by the renal vessels. A lympho-sarcoma
sometimes arises in the perirenal tissue and forms large lobu-
lated masses enveloping the kidney. My own observations
indicate that abdominal lympho-sarcomata are more common
in children than adults.

Lympho-sarcomata sometimes arise in the connective tissue
between the pelvic peritoneum and the pelvic fascia, and form
large lobulated masses, which are apt to involve the rectum.
In such cases large secondary deposits are formed in the liver.

3. Lingual and Laryngeal Lympho-sarcomata.—Between
the mouth and the true pharynx there exists a some-
what remarkable ring of lymphoid tissue which is worth
some consideration. The lateral portions of this ring are
indicated by the tonsils; the superior segment is formed by
the collection of adenoid tissue on the posterior wall of the
pharynx near the roof, known as the pharyngeal tonsil, and
the inferior segment consists of a collection of this tissue on the
posterior third of the tongue, sometimes referred to as the
lingual tonsil; extensions from it run downwards into the
mucous membrane of the larynx. This circle of lymphoid
tissue is the source of lingual and laryngeal lympho-sarcomata.

Lingual Lympho-sarcomata.—One of the best observed
cases is recorded by Hutchinson* The patient was a man
twenty-two years of age. The tumour, which had been grow-
ing half the patient’s life, at last attained such a size as to
interfere with respiration and deglutition. The tongue and

* Med.-Chir, Trans., lviii. 311.
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In these tumours, whether sarcomata or ecancers, the
amount of pigment varies greatly; in some it is so little that
the tumours on section present merely a brown colouration,
whilst in others it may be so abundant that they are of the
deepest black. The pigment particles are lodged in and
among not only the characteristic cells of the tumour, but in
and among those of its fibrous matrix, and even in the walls
of its vessels. It is also worth mention that the primary
tumour may contain very slight traces of pigment, sometimes
so slight as even to raise a doubt whether it should be called
melanotic ; yet the secondary growths and the lymph glands
infected by it will be of an inky-black colour. The intense
blackness of the secondary deposits leads to their ready
recognition, and doubtless accounts for the belief that this
species becomes more widely disseminated than other malignant
tumours ; but an equally wide distribution of secondary nodules
in unpigmented tumours will sometimes be found when the
organs are submitted to a rigorous search.

Primary Melano-sarcomata of the Skin.—Two varieties
of melano-sarcoma occur in the skin. The most frequent has
its origin in pigmented moles (Fig. 65); the rarer variety
arises in, or near, the matrix of the nail of a finger or toe.

Melano-sarcomata oceurring in moles differ from other
melanomata in that the cells are collected in alveoli It is
pointed out in the chapter on moles that the tissue forming
the base of a mole, as a rule, presents an alveolar disposition ;
this structural peeculiarity comes out very strongly when a
mole is the seat of a melanoma,

A pigmented mole may remain quiescent throughout a
very long life and never cause the least inconvenience; in
other instances, fortunately rare, as life advances the mole
ulcerates, perhaps bleeds freely, and may even become partially
healed ; but coincident with the onset of uleeration the adjacent
lymph glands enlarge, become charged with pigment and
sarcomatous tissue, spaces filled with inky fluid form in them,
and finally the overlying skin ulcerates. The infection may
not proceed further than this; recurrent hemorrhages from
the fungating glands or a furious bleeding, should a large
vein or artery become broached by uleeration, carries off the
patient. In many cases the morbid material is disseminated
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involving important organs than from the local effects of the

primary tumour,
An excessively rare complication of melanotic tumours 18

Fig. #7.—8econdary nodules of melano-sareoma in the liver.

pigmentation of the skin. An admirable example of this has
been recorded by Dr. Wickham Legge* (Plate IL). The patient,
a shoemaker, had the left eye enucleated at the Ophthalmic

Hospital, Moorfields, when he was fifty-eight years of age, for
* Trans. Path. Soc., vol. xxxv., p. 367.
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may sometimes be carried out; but, as a rule, it is not a
proceeding to urge upon the patient,

Myeloid Sarcomata do not demand such vigorous treat-
ment as the other species. In the case of the upper limb it is
only necessary to excise the affected end of the bone. This
was demonstrated by Morris.* In 1876 this surgeon excised
the lower end of the right radius and lower fourth of the
ulna.  (IMig. 68.) Sixteen years later the patient was free from

e Tarivls for a myaloh shraomik vE (e THilie. (Al ey Mosir
recurrence, and the hand was so useful that I have seen her
hold a needle with the thumb and forefinger. Lucast followed
this example and resected the lower end of the left ulna in a
woman twenty-nine years of age. Ten years later she was
free from recurrence. In 1890 1 excised the outer third of the
clavicle ¢ for a myeloid sarcoma of the aeromial end of this
bone; three years later the patient was in good health and free
from recurrence. Clutton$ excised the upper three inches of
the radius for myeloid sarcoma in a man twenty-eight years
of age; the patient recovered with free movement of the elbow.
The man survived the operation eighteen months, then died
of kidney disease (albuminuria). There was no recurrence. ||

The maxilla 1s frequently removed when invelved by a
sarcoma. In exceptional cases both maxille have been ex-
cised at one operation. In the case of the mandible it is usual
to remove the affected half; in a large proportion of cases the
surgeon is content to leave the ramus of the bone, unless it be
implicated.

* Trans, Clin. Soc., vol. x. 138, xiii. 155, and xxii. 367.

4 Trans. Clin. Soc., vol. x. 135, and xxii. 566,

t Trans. Clin. Soc., vol. xxiv, 12,

§ Museum Cat., St. Thomas's Hospital, Part i., p. 103, ¥o. 639.
|| See Mott's case, foot-note, p. 123,
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the testis give scarcely better results, and here the glands are
more accessible to elinical observation. Of course the number
of deaths directly due to the effects of castration as compared
with ovariotomy is very much smaller, indeed death from
castration is an excessively rare event.

When a sarcoma has been removed and recurs, this may be
taken as an indication that the morbid tissue was not com-
pletely removed, and in the present state of surgical art we
have no absolute test whereby to decide this all-important
question. In a few cases, when operations are in progress,
we find, to our disappointment, that complete eradication is
impossible.

When a sarcoma recurs, the surgeon may, in suitable cases,
remove the recurrent tumounr, so long as there is no definite
sign of general infeetion. An encouraging case in this direc-
tion has been recorded by Lawson* In 1865 Sir William
Fergusson removed a large parotid chondro-sarcoma from a
woman ; from that date to 1883 this tumour recurred and was
removed four times by Fergusson and six times by Lawson.

The most important collection of facts demonstrating the
value of early removal of sarcomata is the careful inquiry into
retinal sarcoma conducted by Lawford and Collins, to which
reference has already been made ; they bring out very clearly
the following points:—The quicker an eye is removed after the
discovery of the disease the better the prospect of cure. In the
majority of cases the disease returns in the orbit, and in a very
small proportion of cases secondary deposits occur in other
parts. When recurrence takes place it is rarely delayed beyond
nine months; but one undoubted case has been reported in
which the disease returned three years after the primary
operation. If three years elapse and there is no recurrence
the recovery may be regarded as permanent. Out of fifty-four
cases in Lawford and Collins's list, eight patients were alive and
free froin recurrence three years after the removal of the eye
for retinal glioma; this, in comparison with the inquiries of
others, would seem to indicate the proportion of recoveries. It
1s significant to note that in seven of these cases the disease
affected one eye only. This shows the almost hopeless con-
dition of the patient when both eyes are affected,

* Trans. Path. Soc., vol. xxxiv. 261,

W gl
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Myomata vary greatly in their rate of growth; those
which grow slowly are, as a rule, very hard, and contain a
large proportion of fibrous tissue; such are moderately
vascular.  The softer examples contain but little fibrous

Fig. 60.—SBection of a nterns showing a small myvma.

tissue, their cells are large, they grow rapidly and are very
vascular. The vessels that traverse these tumours are often
of large size, especially the veins, and furnish a loud systolic
bruit on auscultation.

Some of these intramural myomata are so richly furnished
with blood-vessels that on transverse section they look not
unlike erectile tumours.  Indeed, Virchow* speaks of them as
cavernous or telangiectatic myomata. The vessels seen on
the cut surface are for the most part veins. An excellent
notion of the extreme vascularity of such tumours may be
gathered from Fig. 70, and it may easily be conceived that,
under varying conditions of the ecireulation, such tumours
would alter in size, and in some cases this has been so marked
that the tumour seemed to be erectile.

The amount of blood myomata contain is well seen when
* 2 Die Krankhaften Geschwiilste,” bd. iii.. 195.
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operating upon them. When blood is prevented from entering
them the cut surface is quite white, and when it is allowed
to enter, the tumour swells up like a sponge and at once
becomes of a lively pink colour,

Fig. 70.—Very vascular uterine myoma seen in section, {4fter Firchow.)

2. Submucous Myomata.—Myomata springing from the
musele tissue in the mucous membrane, as soon as they attain
an appreciable size, project into the uterine cavity and give
rise to one variety of “fleshy polypus of the womb.” Sub-
mucous myomata are at first sessile and invested on the
surface which projects into the cavity of the uterus with
mucous membrane. As they increase in size they dilate the
uterine cavity and tend to become pedunculated.

The presence of the tumour within the uterus acts in the
same way as an impregnated ovum, inasmuch as its continued
increase in size reacts upon the uterine tissue and leads
to great thickening of its walls, accompanied by increased

J
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vascularity, which is often manifested by irregular heemorrhage
from the uterns, or at least by undue losses of blood at the
menstrual periods.

It occasionally happens that the pedicle of a submucous
myoma may become so elongated as to allow the myoma to
pass through the cervical canal and emerge into the vagina,
and even protrude at the genital orifice. When this happens,
an interesting change takes place in the character of the
epithelium of the extruded part. So long as the myoma is
contained within the cavity of the uterus, the mucous mem-
brane covering it is indistinguishable from that lining the

Fig. 71.—Microscopieal appearanee of the mneons membrane covering a prolapsed uterine
myoma, showing muniation of columnar ciliated into stratified epithelium as a result of
pressure.  (dAjfter (fereais.)

general cavity of the uterus, and the surface epithelium, as
well as that lining the recesses of the glands, is of the columnar
ciliated variety, When the myoma enters the vagina, the
epithelinm covering the projecting portion becomes converted
into stratified epithelium on all those parts submitted to
pressure, but the epithelium in the glandular recesses not

exposed to pressure remains columnar and ciliated. This
mutation of epithelium is shown in Fig, 71.
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The extrusion of a myoma through the cervical outlet of
the uterus sometimes ends in complete detachment of the
tumour, This is, of course, curative, but it is very rare ; un-
fortunately the extrusion more frequently leads to secondary
changes, which are in the long run inimical to life.  When
a large myoma passes beyond the external orifice of the
uterus, the part lying within the canal is firmly grasped by
the contraction of the uterine walls bounding the internal
orifice. Should the tumour be very vascular the venous circu-
lation is interfered with, and the projecting part becomes
wdematous, The sequence in such a case is identical with cedema
of a leg secondary to thrombosis of the corresponding external
iliac vein. Should the compression continue, the extruded
parts become congested and may even necrose, and as the dead
tissue is in a situation easily accessible to air, and consequently
to putrefactive organisms, gangrene, with all its attendant
evils, is the result.

Myomata, sometimes of large size, arise from the neck of
the uterus and project into the vagina, and thus simulate very
closely the large pedunculated tumours which grow from the
uterine fundus,

A submucous myoma may invert the fundus, and an
inverted uterine fundus sometimes simulates a submucous
myoma.

3. Subserous Myomata.—Tumours growing from the
layer of muscle tissue immediately subjacent to the peritoneal
covering of the uterus, when numerous, rarely attain a large
size. When the number is limited to three or four, one or
more of them may attain moderate proportions. Like the sub-
mucous variety, subserous myomata quickly become peduncu-
lated, and when numerous they cause the uterus to assume
a characteristic tuberous appearance. Sometimes as many as
fifteen or twenty of these protuberances may be counted on a
uterus, and they vary in size from a pea to a large walnut. In
such cases, even when no intramural myomata are present,
the walls of the uterus are thicker than natural. Subserous
myomata of this character rarely cause any inconvenience,
and are often found after death in individuals in whom they
have never produced the least inconvenience during life, or
in whom their presence has not even been suspected. Large
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shape of the tumour, but its exterior presents an irregular,
porous, almost worm-eaten appearance. The calcification is
confined to the tumour itself, and though we may occasionally
tind isolated nodules of earthy matter dotted about the capsule,
this part of the tumour is not converted into a hard, resisting
shell.

If a partially calcified myoma became extruded into the
vagina and decomposed, the soft tissues escaping with the
discharges, it can easily be understood that the residual cal-
carcous mass, in days when the anatomy of such tumours was
not known, would be somewhat of a clinical puzzle. It was
formerly believed that these calcareous masses were formed in
the uterus, and they were termed wuterine ealculi.

There is an admirable specimen preserved in the museum
of the Middlesex Hospital; it was described by James M.
Arnott* in 1840, and the history of the patient is somewhat
remarkable. A maiden lady of seventy-two vears was knocked
down by a large dog and fell forwards on the pavement. She
was seized with severe pain in the belly, and died in thirty-
four hours. At the autopsy a circular orifice was found in a
coil of ilenm which lay between the anterior abdominal
wall and a ecalcified tumour of the uterns. There was
extravasation of faeces and intense peritonitis. The tumour,
which was as large as a child’s head, apparently originated in
the anterior wall of the uterns. Several small tumours, also
calcified, were attached by pedicles to its capsule.

Arnott’s account of the specimen is rendered more valuable
by an account of the chemical composition of the mass
furnished by Professor Daniell. It contained 56 per cent. of
phosphate of lime, with a small quantity of phosphate of
magnesia, 35 parts of animal matter, 5 parts of carbonate of
lime, and 4 of alkaline sulphates, phosphates, and chlorides.

Similar masses are now and then found in old graves, and
are sometimes imagined to be very large urinary caleuli.

Subserous myomata are very prone to caleify, and their
stalks being thin are apt to break and allow the ecalcified
nodules to tumble into the general peritoneal cavity. These
nodules often find their way into all sorts of queer recesses,
and sometimes find lodgment in hernial sacs,

* Medico-Chir. Trans. vol. xxiii., p. 199.
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Another form of impaction occurs when a number of
myomatous nodules spring from the uterus and, becoming
wedged under the promontory of the sacrum, prevent the
uterus as it increases in size from rising out of the true pelvis,

A myoma which, during the sexual period of life, reaches
to the umbilicus, or higher, will sometimes shrink so much
after the menopause that it will retire into the pelvis and fit
that cavity so completely as to give rise to symptoms of
impaction.

Injurious pressure is often exercised by uterine myomata
apart from impaction. For instance, a large myoma sometimes
occupies the false pelvis, and extends even as high as the
ensiform cartilage. Such tumours will weigh many pounds,
and, being far too large to enter the true pelvis, will rest upon
its brim, and by their weight compress the iliac veins and
cause eedema of one or both legs, or press upon the colon
and induce obstinate constipation or fatal obstruction, or
resting on one or both ureters produce hydronephrosis.

The Rate of Growth.—IFew observations have been made
as to the average rate of increase of myomata. -~ Matthews
Duncan in connection with this matter writes :—“ A uterine
myoma is not like an apple, attaing a certain size, and then
ceases to grow. In a life it may grow no bigger than an
apple, or it may reach the umbilicus.” He also states that a
myoma of the size of a feetal head probably represents a year’s
growth. It would attain the size of a man’s head in three
years, and be as large as the uterus at the full time of preg-
nancy in twelve years. Soft myomata grow quickly, hard
tumours grow very slowly; some soft myomata disappear
rapidly after the menopause, a few grow rapidly after this
event. Hard myomata usually cease to grow after that
change; a few shrink somewhat, but the majority remain
in statw quo and slowly ealeify.

Mode of Death from Uterine Myomata.—Although there
is no tumour so common in women as a uterine myoma, there is
very great difference of opinion as to their influence on the life
of the individual. Matthews Duncan writes: “I am sure the
fatal number of cases is greater than is generally supposed.”
This thoughtful man further states: “A woman with an
enormous fibroid will not live to be an aged woman.”






140 CONNECTIVE TISSUE TUMOURS.

of the tumour the health of the patient suffers, and the pres-
sure it exerts upon the veins at the brim of the pelvis leads
to edema of the lower limbs. This, in conjunction with the

]

Fig. 78.—Myoma of the broad ligaments.

£ Fallopian tubes ; o, Ovaries ; n, Ulerus ; ¢, Cysts.

serious depreciation of the patient’s health, has led a few
surgeons to regard these tumours as rapidly-growing spindle-
celled sarcomata.

ST
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large proportions, and specimens have been recorded weighing
fifteen pounds. These tumours in their minute structure
resemble uterine myomata, but they are not so lable to the
secondary changes which affect similar tumonrs of the uterus
or broad ligament,

Myomata are rarer in the ovarian licament than in the
ovary; usually they are very small; the largest specimen which
has come under my notice was no bigger than a child’s fist. It
projected on the posterior aspect of the broad ligament, and
resembled an enlarged ovary.

Myomata of the Fallopian Tube — A myoma of the
Fallopian tube is an excessively rare tumour—so rare, indeed,

Myona,

Cut surface

Tube.

Dermoid evst.

Fig. T4.—~Myoma of the Fallopian tube.

that my experience is limited to one specimen ; this occurred
in a woman twenty-nine years of age in association with an
ovarian dermoid. (Fig. 74.)

The myoma in this instance was of the size and shape of a
Tangerine orange ; it involved the whole thickness of the tube,
and a narrow channel lined with mucous membrane traversed



























PLATE lll.—Maolluscum Fibrosum combined with Tumours on the Nerves.
{Adfter I £y
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On section the nerve has an appearance like an um-
bilical cord, due to the presence of a large quantity of
miyxomatous tissue replacing the sheath of the nerve.

Plexiform neuromata are, as a rule, congenital ; in the case

Fig. 78.—Plexiform newroma frian the back of a youth nineteen years of age.
(After Bruns.*)

represented in Fig. 78 the skin covering the tumour was the
seat of a brown mother-mark. :

Campbell de Morgan published the details of a remarkable
plexiform neuroma implicating the musculo-spiral nerve and
its branches in the forearm.  The patient, a young lady, had

* Beitrdge, bd, viii,, 8. i.
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3. Traumatic Neuromata.— After a nerve has been divided,
the proximal end becomes enlarged and forms an oval bulb.
A drawing made from a dissection of the stump left after

-Humeris.

Musculo-spiral nerve,

Brachio-radialis muscle
[;.'iup:ilmb::r longus).

Neuroma.

— Nenromata on the entaneons
branches of the musculo-
spiral nerve.

Fig, #0.—The arin represented in the preceding tignre dissected ; the muscula-spiral nerve
and its branches are transformed into a plexiform neuroma, (Musewm, Middlesex Hospital. )

~ amputation through the forearm, three years ]11‘(‘:1“1:111,‘51:-,', 18
shown in Fig. 81. The median, musculo-spiral, and ulnar
nerves terminate 1 bulbs. : '

These curious bulbs are nearly always found in amputation
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hemiplegic on the second, and died on the third day after
the operation. Death was due to embolism and thrombosis of
the left middle cerebral artery. The parts were injected and
dissected. As shown in Fig. 82, the angular arteries were of
colossal size and very tortuous,

Treatment.—This varies with the character of the
angeioma ; for instance, the diffuse species known as “ port-

Fig. 82, —Dissection of a plexiform angeioma of the forchead, (Arfer B, Miller.)

wine staining,” when extensive, does not admit of treatment,
but a stain of this character the size of a erown-piece may be
successfully destroyed by electrolysis when it oceurs in a
conspicuous situation. The common species of nwevus comes
under observation almost daily ; in such cases it is usual to
watch the child in order to ascertain whether the nmvus is
growing or not ; many nwevi disappear, but when they become
active and grow, they need prompt treatment. No method is
so safe and effectual as excision, whenever it can be carried
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lymphatic becomes hard and brawny from lymphatic edema;
when a limb is thus affected it gradually passes into the
enlarged brawny condition known as elephantiasis, of which
there are many forms. It is, of course, beyond the scope of
this work to study diseases of lymphatics in general, because

Fig. 83 —-Macroglossia in a girl aged eleven years.,  (Affer Hamphery.®)

they run parallel with such morbid conditions of arteries and
veins as aneurism, varix, thrombosis, embolism, and edema.
Treatment.—The only species of lymphangeioma the
treatment of which needs to be considered 1s macroglossia :
this condition produces such an unpleasant appearance that it
demands surgical assistance. The method usually adopted
consists in the removal of the protruding portion of the

tongie.
* Humphry, Med.-Chir. Trans. vol. xxxvi., p. 113; Barker, Trans. Path.
Soc., vol. xhi, T7.
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size of half an orange completely concealing the right eye.
This tumour was very vascular, bled freely on the slightest
manipulation, and though appearing to spring from the orbit,
really grew from the right cheek immediately below the eyelid.

Fig. $4.—Wart growing from the skin of the cheek and obseuring the eye. (After MeCarthy.)

The patient had had a small wart on the cheek: this grew
to the size of a walnut, and was then removed with a eautery.
It quickly returned, and attained the size represented in Fig. 84
in about thirteen monghs. It was removed and examined
microscopically by McCarthy. The cut surface of the tumour
was dotted with numerous yellow cireular dots of the size of a
pin’s head. Magnified sections showed the tumour to consist of
large branching columns of epithelial cells: the cells were
large, with oval nuclei, and the centre of some of the columns
was occupied with necrotic tissue. The plan of structure of
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These villous growths sometimes have broad bases, but in
other cases the points of attachment are so narrow that the
tumours may be deseribed as pedunculated. Usually villous
tumonrs of the bladder ocenr singly, but two, three, or more
may be found in the same bladder. Occasionally there is one
fairly large growth and several smaller masses of the size of
peas. In some instances they occur at or near the orifice of

Fig. 87.—Villous tumour of the bladder,

the ureter, and though small, the tumour will give rise to
serious changes in the corresponding kidney by obstructing
the flow of urine from the ureter. When the growth is
situated near the neck of the bladder the long villous tufts
will sometimes be carried by an outflowing current of urine
into the urethral orifice and cause impediment to its free
escape. (Fig. 87.) The delicate character of the villi and
their vascularity are sources of danger because the processes
themselves are sometimes torn, and the hwemorrhage is
occasionally so severe as to place the life of the individual
in peril.

Villous growths, in every way identical with those found
in the bladder, are sometimes found growing from the pelvis
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of the kidney, In one very striking case of this sort recorded
by Dr. Murchison* the pelves of the kidneys of a man sixty-
five years of age were found thus occupied (Fig. 88), and a
singular feature of the case was the presence of two villous
tumours in the bladder, one at the orifice of each ureter. It
is not improbable, from what we know of the habits of warts

"‘l. T '.
i ""i-lllm]h e
I >

URETER

Fig. 88.—Pelvis of a kidney with a villous papilloma, (Musewm, Middleser Hospital.)

generally, that in this exceptional instance the vesical warts
were due to transplantations of epithelium from the pelvis of
the kidney to the mucous membrane of the bladder.

It must be remembered that the surface of a vesical
tumour is often very ragged, but care must be taken not to
confound a villous papilloma of the bladder with an ulcerating
malignant vesical tumour. There is reason to believe that this
happens in practice.

* Trans, Path. Soc., vol. xxi, 241.
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very common on the choroid plexuses of the lateral ventricles,
and in this situation they are often bilateral ; in the third ven-
tricle a psamnmoma is nearly always single, and this is the case
with the fourth ventricle, except when springing from those
portions of the plexus which lie in the lateral recesses: they
are then apt to be bilateral.

When psammomata oceupy the lateral ventricles they will
often attain a fair size without giving rise to symptoms,

Fig. 91.—Bilateral psammomata in relation with the lateral recesses of the fourth ventricle,
{After Strakon. )

although they produce in some instances deep bays in the
substance of the optic thalami* The situation of the tumour
materially influences its effects upon the cerebral functions.
Beevort has deseribed a case in which a psamimoma 75 en. by
6 em. grew from the membranes over the median lobe of the
cerebellum in a lad, and caused headache, vomiting, blindness,
optic neuritis, priapism, opisthotonos, and other disturbances,
ending in death.

The most interesting examples arise from the villi of the
choroid plexus in relation with the cornucopia, and are often
bilateral. A typical specimen is represented in Fig. 91 from a
man twenty-eight years of age; he was violent, suicidal, blind,

* Eve, Trans. Path. Soc., vol. xxxiii. 14.
t Brain, July, 1881,
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in some of the reported cases the animals have destroyed
themselves hy wild plunges made during attacks of delirium.
Psammomata in horses are very vascular; some of the
tumours are soft and contain little grit, whilst others are quite
hard. Similar variations in the consistence of these tumours

Peammomata,

Fig, 92, —=Psammomata in the lateral ventricle of a horse’s brain.

ocenr in the human subject, but the psammoma of the horse
ditters from that of man in the faet that large quantities of
cholesterine are present. Thus in a tumour found in the right
lateral ventricle of an old horse, Lassaigne reported that it was
composed of 58 parts of cholesterine, 39-5 membrane and albu-
minous matter, 25 sub-phosphate of lime. Every writer on
these bodies in the cerebral ventricles of the horse refers to the
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originate in the skin around the bases of wart horns,
especially in elderly patients.

The only means of deciding between a wart horn and a
sebaceous horn is by dividing them longitudinally, and ascer-
taining the existence or otherwise of a cyst at the base of the
horns. In the case of the mouse sketched in Fig. 96, some
pathologists who examined it were of opinion that it was a
wart horn, but on dissection a large sebaceous cyst was

i .
S T A T

Fig. 96.—Sebaceons horn in a mouse.

found to occupy its base. Horns of this character are not
rare in mice.

The most elaborate collection of cases illustrating cutaneous
horns is contained in a small work published by Dr. Herman
Lebert.* He gives accounts of one hundred and nine cases
with references, the earliest dating from the year 1300. The
horns were found on the scalp, temple, forehead, eyelid,
nose, lip, cheek, shoulder, arm, elbow, thigh, leg, knee, toe,
axilla, thorax, buttock, loin, penis, and serotum. In length
they varied from 1 to 20 em. Lebert, however, makes no
attempt to diseriminate between the variety of horns,

The most ecurious situation in which cutaneons horns
oceur is in ovarian dermoids growing from sebaceous cysts in
the skin lining the cavities of these tumours, The conversion
of epithelinm into horn in cases of sebaceous cysts and warts

* i Ueber Keratose,” Breslau, 1864,
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1s something more than desiceation from exposure; it is
doubtless akin to the change by which nail and horn are
formed under normal conditions.

A good physiological type of a wart horn is presented by
the nasal horn of the rhinoceros, for this formidable cutaneous
appendage is nothing more than a gigantic wart. Professor
Flower exhibited at the Zoological Society,* London, a portion
of the skin from the head of a rhinoceros (shot by Sir John

Fig. 97.—Head of an African rhinoceros with a large wart posterior to and in a line
with its nasal horns.

(. Willoughby+t in Central Africa) furnished with three horns.
The accessory horn is structurally a wart; it was 12 cm.
high, and 42 em. in circumference. (Fig. 97.)

A physiological type of sebaceous horns is furnished by
the curious patch of spines on the forearm of Hapalemur
(Hapalemur griseus). It is present only in the adult male.
The spines are identical in structure with sebaceous horns,
and are formed of hardened secretion furnished by a multitude
of glands in the skin immediately underlying the patch of
spines. The male Ring-tailed Lemur (Lemwr catfa) has a
curious horn-like spur upon its forearm near the wrist, also
associated with a collection of glands.$

Cutaneous horns are sometimes found on cows, sheep, and
goats. They may attain a large size. The museum of the

* Proc. Zool. Soc., 1889, p. 448, + “ East Africa and its Big Game,” 1889, p. 155,
1 Proc. Zool. Soe., 1887, p. 369.
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Royal College of Surgeons contains a very large horn that
grew from the flank of a ram. This horn is nearly a metre
in length, and in its dried condition 1s 28 em. in circum-
ference at the base. This specimen is described with others

Fig. 98 —Head and leg of a thrush with cotaneous horns, The horns were cast each
time the bird monlted.

by Sir Everard Home in an interesting paper in the Phil
Trans., 1791.

Birds are liable to cutaneous horns: they grow very
rapidly, and sometimes attain great ]tmgths. It 1s also a
curious fact that they follow the rule with regard to the
epidermic structures in this class generally, and are cast oft
when the birds moult.

In the case of the thrush whose head and leg are sketched
in Fig. 98, the horn on the head probably grew from a sebaceous
cyst, and that on the leg from a wart. [ have seen similar
horns in canaries, linnets, blackbirds, and in an oyster-catcher.

3. Horns growing in the cicatrices of burns are very rare,
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The best example which has come under my notice I owe to
Mr. P. Bentlif of Jersey. The patient, a woman forty-nine
vears of age, was severely burnt when a child over the lower
part of the trunk and thigh. . At the age of forty-two years
a portion of the scar on the thigh uleerated and slowly healed ;
as it healed it became scaly, and in the course of the succeed-
ing six years the superimposed scales formed the large flat-
topped horn represented in Fig. 99. This hornis 5 em. square
at the base and nearly 3 cm. high, and the material of which
it is formed is regularly stratified like a pie-crust.

Fig. 99.—Horn formed on the cieatrix of & burn,  (Musewm, Middleser Hospital.)

After the horn had been growing steadily for six years it
loosened and fell off in the night, leaving an uleerated surface,
As the ulcer healed a new horn began to form.

The most remarkable horn originating in this way is de-
scribed by Cruveilbhier.®* The specimen formed part of
Béclard’s collection, and is sketched in Fig. 100. On the palmar
aspect of the hand there is a horny mass, with numerous pro-
jections, varying in length from 2 to 20 em.; the corneous
material is disposed in some parts in laminge, but in others has
a longitudinal disposition. In the absence of a history,
Cruveilhier could only conjecture as to the cause of this
astonishing production, but he describes some similarly-shaped
horns that came under his notice in the thighs of old women
at the Salpétriere ; the horns grew from the scars of old burns
When they became detached they left painful ulcers,

* Anat. Path., pl. vi,, Livraison, vii.
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Mr. Edmunds* exhibited to the Patholdgical Society,
London, a horn, very similar to Cruveilhier’s specimen, which
originated in the scar of a burn on the hand sustained sixty-

Fig. 100.—Huorns growing from the sear of a burn.  (After Cruveilhier.)

five years previously. After the horn had been growing three
years it began to slough, and in the course of the next two
years became so offensive as to necessitate amputation.

4. Nail Horns do not call for much consideration. They are
extremely common on the toes of bedridden patients, especially
old women and those who are dirty. Although nail horns may

* Trans. Path. Soc., vol. xxxviii., p. 352.
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be found to dip into the underlying tissue in the form of long
columns. (Fig. 104.) The parts around these cell-columns are
infiltrated with adventitious cells; among and beyond these
columns, as well as within them, curious concentric cellular

Fig. 13— Warky  varety of epithelioma.

bodies, known as epithelial nests, are met with.  The cells com-
posing these nests are arranged around two or more altered
cells like the layers of an onion.  The cell-columns are not
enclosed by a membrane, and some of the larger columns tend
to branch and even fuse with adjacent columns, forming a
network in the deeper tissues. [t matters not whether the
epithelioma grows on the lip, the tongue, the larynx, or the
edge of a scar on the leg or hand, this peculiar disposition of
cell-columns is observed accompanied by the cell-nests  The
N
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Death ensnes in a large proportion of cases from exhaus-
tion, the result of pain, distress of mind, and difficulty in
taking food ; in a few it occurs from septic pnewmonia, the
result of inhaling the feetid discharges from the mouth ; a
few die early from hemorrhage when the ulceration opens up
the lingual, or the carotid artery. Death is occasionally due
to asphyxia. This may arise from two causes ; the epithelioma
may extend to the base of the tongue and infiltrate the epi-
glottis and its folds, producing cedema of the glottis, or, a
mass of enlarged glands in the neck may press upon the
trachea and cause suffocation.

In addition to the tongue and lips, epithelioma may begin
in the mucous membrane of the cheek, the gums, soft palate,
the tonsils, and pharynx.

In the case of the cheek epithelioma is sometimes preceded
by a patch of leukoplakia, as in the case of the tongue.
The disease often starts close to the angle of the mouth, and
extends backwards into the cheek ; or it begins in the fold of
mucous membrane between the gum and the cheek, and
occasionally it starts in the centre of the cheek, often on a
level with the meeting-place of the crowns of the upper and
lower molar teeth.

Epithelioma may begin in any part of the gum, but it
appears more frequently in the mucous membrane covering the
lower than in that covering the upper alveolar processes. The
disease often starts near the stump of a carious tooth, and
quickly infiltrates the adjacent mucous membrane; thus, whilst
it 1s eroding the bone, it is creeping along the mucous mem-
brane towards the cheek on one side and the tongue on the
other. It is astonishing how epithelioma erodes such a firm
and compact bone as the mandible. Similar effects may be
observed when the disease attacks the gums in relation with
the maxilla; as the alveolar process is destroyed the cavity of
the antrum is exposed, and a foul ulecerating chasm formed.
One of the facts connected with epithelioma of the mucous
membrane of the mouth—and it matters little whether the
disease begins on the tongue, cheek, hard or soft palate, or
gums—is the extraordinary size which the infected lymph
glands in the neck sometimes attain, whilst the ulcer scarcely
exceeds 1 ¢m. in diameter. This is worth bearing in mind,
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sixtieth years. Tt has been observed as early as the thirtieth
year, and my oldest case was eighty-four. Certain parts of
the eesophagus are more liable to be attacked than others;
the usual situations are: 1, at the level of the ericoid
cartilage; 2, where it is crossed by the left bronchus; 3, at
its termination.

Nothing is known of the early stages of cesophageal epithe-
lioma, as it produces few symptoms until neighbouring strue-
tures, such as the larynx, trachea, pleura, ete., are implicated.

The disease runs a very rapid course; most cases terminate
fatally within a year from the time the patient comes under
observation. Death occurs in a variety of ways: inanition and
exhaustion are the results of obstruction to the passage of food;
pleurisy and septic pneumonia, due to perforation of the pleura
and trachea. A fistula between the trachea and cesophagus
is the rule in this disease. Mediastinal abscess, which may
perforate the pleurse or pericardium, sometimes forms, and
ulceration has been known to broach the aorta. When
epithelioma begins at the commencement of the wsophagus,
the recurrent laryngeal nerves are apt to become entangled
and cause paralysis of the laryngeal muscles.

When the disease occupies the middle and lower parts
of the esophagus, the lymph glands of the mediastinum and
lumbar region enlarge. When the upper third of the tube is
implicated the mediastinal glands and those at the root of the
neck are involved. It does not necessarily follow that the
glands nearest the seat of disease are those most enlarged,
for it occasionally happens that the neighbouring glands are
apparently unaftected, whilst those at some little distance are
charged with epitheliomatous material. For instance, in a case
in which a man died from a large epithelioma of the middle
third of the wsophagus, the mediastinal glands were slightly
bigger than usual ; but in the neck, immediately above the
clavicle,there was one hard gland, the size of a bean, just beneath
the skin. The enlargement of this gland was regarded, in the
presence of other signs, as an indication of the malignant
nature of the cesophageal stricture. Dissemination is rare in
epithelioma of the msophagus.

Treatment.—The peculiar relations of the msophagus
render it impossible to carry out with any prospect of success

el
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cause the inguinal glands to grow into a mass as big as two
fists. Two such cases have come under my own notice.

A very remarkable feature connected with epithelioma in
English chimney-sweeps is, that they are not more prone to it
in other parts of their bodies than those persons who follow
other occupations ; yet the serotum, which in other individuals
is the part least disposed to epithelioma, is in sweeps so very
liable to become the seat of this disease. No answer to this
problem is at present forthcoming ; neither has anyone suc-
ceeded in assigning a reason why it is so very much more
frequent in English chimney-sweeps than in sweeps of other
nations.®

There is good reason to believe that tar and paraffin are
liable to produce an affection of the scrotum, similar to the
epithelioma of chimney-sweeps. Such cases are, however,
very rare. The literature has been summarised by Butlin.+

Treatment.—This consists in the free removal of the
disease whenever it is practicable; the very best results follow
the excision of a soot-wart in its earliest stages. When the
disease is permitted to extend deeply into the tissues of the
scrotum so that it is necessary to excise one or both testicles
with the serotum, and perhaps a portion of the neighbouring
skin, it is not probable that lasting benefit will follow the
operation. In cases where soot-warts have been early and
thoroughly removed there is good ground for the belief that a
cure 1s sometimes brought about.

Epithelioma of the Penis and Urethra.—Epithelioma may
attack the prepuce or the epithelial investment of the glans.
The disease is excessively rare before the age of thirty years,
and appears to be most common between the ages of fifty and
seventy. There is reason to believe that phimosis, congenital
and acquired, is a condition that favours the development
of epithelioma of the penis. It is certainly true that phimosis,
by leading to the retention of smegma, is indirectly a cause of
penile warts not only in men but other mammals, especially
horses and bulls.  Mention has already been made of the fact
that penile warts are particularly prone to be transformed
into wart horns, and cases have been recorded in which men

* Butlin, Brit, Med, Jowrnal, 1892, vol, 1. 1341,
t Brit. Med. Jowrnal, 1892, vol. ii. p. 68,
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no capsule, and fades away indefinitely into the surrounding
tissues. When the parts beyond the tumour are examined,
isolated collections of cells will often be detected.

Fig. 107.—Cancer of the breast ; the dotted line indicates the extent to which the
mp]-h anil arvenla have retracted.

[n other cases the tumour will be only moderately firm.
and on section exhibit a suceulent appearance.  When micro-
scopically examined it presents alveolar spaces lined with
epithelium, here and there raised into irregularly-shaped
heaps. Such ecases are difficult to distinguish from
adenomata : but when the sections are attentively examined,
parts will be found in which the alveoli are completely filled
with irregularly-shaped epithelial cells.

In many examples of mammary cancer the tumour, when
bisected, appears to the naked eye merely like a tract of















PLATE V_.—Euiraas Cancer. The Right Breast had been amputated
two years. The Right Arm is in the condition known as
Y Lymphatic™ (Edema.
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It is important to bear in mind that adenomata of the thy-
roid gland, large or small, shell out quite easily. For example,
the exceedingly large bronchocele depicted in Fig. 112 was
successfully enucleated by P. Bruns* The patient was fifty-
eight years old, and the cyst was so large as nearly to reach
the navel. The weight of the tumour produced lordosis in the
cervical, and kyphosis in the thoracie regions of the spine. The
tumour measured in its horizontal circumference G1 em., and

Fig. 111.--Large unilateral bronchocele. (4 fer Ierry.)

in a sagittal direction 70 em. It was single-chambered, and
the walls were in parts calcified. The tumour was so heavy
that the woman was in the habit of resting it upon the table
when she sat down.

Adenomata and bronchoceles occasionally arise in accessory
thyroids. Although it would be appropriate to consider them
here, it has been found more convenient to diseuss them in
relation with dermoids in chapter xxxiii.

Carcinomata.—Cancer of the thyroid gland is an ex-
tremely rare affection in England. In the majority of cases it

* Bruns, Beitrdge, bd. vii, 650,
Q
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aberrant growth of its muscular tissue leading to the formation
of myomata, or upon changes in the epithelial elements
giving rise to adenoma or cancer,

Adenoma.—It is by no means rare for the glands in the
prostate to enlarge late in life, so that the organ becomes in-
creased to twice or thrice 1ts natural size ; but there 1s a vara-
tion in the disposition of the glandular elements of the
prostate that not infrequently renders the change peculiarly

Vesical orifice of urethra,

Fig. 115.=Median prostatic adenoma, sketehed fromm within the bladder. (From o wan
stety wears of e, )

disastrons. Commonly the glands in the prostate are arranged
in each lateral halt of the organ in such a way that their ducts
open into the urethral channel in the recess, or prostatic sinus,
on each side of the verumontanum. In a small proportion of
cases a collection of glands is situated posteriorly to the veru-
montanum, and in such a way as to serve as an isthmus
uniting the glands in the lateral lobes of the prostate. This
arrangement of glands has been particularly studied by J.
Griffiths*  When a prostate in which this third group of
glands exists becomes adenomatous, the median group also
enlarges, and in many cases projects into the channel of the
urethra, and narrows its vesical orifice. (Fig. 115.) Ina typical
case, an adenoma of this kind consists of a narrow portion

* Jowrnal of Anat, and Phys., vol. xxiii., p. 874.
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advanced specimens is difficult of detection. When the
disease is not far advanced the renal pelvis is easily recognised,
but in the later stages it becomes filled with fatty tissue. A
very striking feature in these cases 1s the extreme narrowness

Fig. 117. —Congenital cystic kidney. (Musewm, Middlesex Hospital.) (H. Morris.)

of the ureter, and yet in all the cases that have come under
my observation it has been pervious thronghout. The vessels
supplying such kidneys are always small.

The kidneys when congenitally cystic sometimes attain an
enormous size—so large indeed that they seriously impede
labour, and often necessitate destruction of the feetus in order
to enable delivery to be effected: in a large proportion of
cases in which the fetus comes away without difficulty it is
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an embryo of the fourth month with an inperforate urethra,
had an enormously distended bladder and congenitally cystic
kidneys, but the ureters were not dilated.

[t is pointed out in chapter xlii. that in the fwtus,
obstruction to the flow of urine leads to hydronephrotic
changes similar to those which occur in the adult. Care-

ful consideration of the evidence shows that the cysts, in

Fig. 119.—Adenoma of the kidoey., (. Edmunds.)

congenital eystic disease of the kidney, are not the result of
obstruction,

Shattock* has advanced the opinion based on careful
histological researches that in these kidneys we have to deal
with a combination ol mesonephros (Wolffian body) with the
metanephros (true kidney), and the cysts may be regarded

# Trans. Path. Soc,, vol. xxxvii, 287.
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and the lungs. Secondary nodules are frequently found in one
or both ovaries.

Finlay* has recorded a case in which a cancer originating
at the cardiac orifice of the stomach became widely dis-
seminated, and the skin of the trunk was thickly studded

Fig. 120.—So-called eolledd of the omentum.

with hard subeutaneous nodules varying in size from a pea to
a walnut. There were a few nodules on the arms and legs.  The
lymph glands in the groins and axillee were enlarged.  During
life two nodules were excised, and when examined micro-
scopically were found to consist of alveoli lined with columnar
epithelium. This cirenmstance indicated that the primary
growth was in the alimentary canal, although during life its
precise locality could not be fixed.

There is a curious and somewhat rare condition of the

2 Trans. Path. Soc., vol. xxxiv. 102,









264 EPITHELIAL TUMOURS.

with a single layer of tall columnar epithelinm. The follicles
are, as a rule, filled with thick mucus. (Fig. 106).

An adenoma oceasions local trouble only: when attached
within 6 or 8 cm. of the anus—and this is the usual
situation in which to find it— the pedicle gradually
elongates until it is long enough to allow the adenoma to be
carried beyond the sphincter during defmcation : it is then

Fig. 121.—Cancer of the sigmoid Hexure of the eolon.

liable to be canght and strangulated. This is sometimes
curative, for the tumour, or “polypus™ as it is usually called,
sloughs.

Carcinoma of the Rectum.—In its early stages—that is,
when it becomes clinically recognisable—ecancer of the rectum
projects from the mueous membrane as a hard tuberous mass :
the surface of the tumour, irritated by the passage of fwces,
ulcerates and forms a foul, crater-like nlcer. The cancer tends
to spread at its periphery and extend round the bowel; at
length it projects as a thick circular diaphragm, and so
narrows the gut that the passage becomes contracted until
no wider than a erow-quill.  (Fig. 121.) In some specimens
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the lumen of the bowel is not so much narrowed by the
exuberance of the growth as by the contraction it cxercises
upon the intestinal wall. Sometimes the tumour will have a
diameter of 2 cm. and less, yet its power of contraction is so
great that it completely obstructs the bowel. This variety is
more frequent in the colon than in the rectum. (Fig. 122.)
In some cases the disease, instead of forming a localised

Fig. 122.—Caneer of colon (eonstrieting variety).

tuber, tends from the first to infiltrate the muscular as well as
the submucous tissues, and even extends beyond the confines
of the gut to adjacent parts such as the peritoneum, pelvic
connective tissue, prostate, or vagina. Ulceration occurs early
in this variety. Whilst in one case the cancer tends to penc-
trate the wall of the rectum, in another it will form large and
exuberant masses, blocking up the gut and even protruding
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beyond the anus. It may in a third case be restricted to a
narrow area of the bowel, and remain apparently indolent for
a long period.

Rectal carcinoma consists of glandular recesses, lined with
tall columnar cells, embedded in a stroma of dense connective
tissue. In order to make out the nature of the growth, sec-
tions should be taken from the margins of the tumour, because
the deeper parts are much altered by uleerative and necrotic
changes. As a matter of fact, in many cases of rectal cancer,
judging merely from the appearances under the microscope, it
would be difficult to determine whether the section was pre-
pared from an adenoma or a carcinoma ; but it must be borne
in mind that the adenoma remains restricted to the mucous
membrane, whereas in cancer we find the glands with their
characteristic columnar cells interspersed among the muscular
fasciculi of the gut-wall. The proportion of connective tissue
varies greatly. In some cancers the glands are closely set; in
others they are ill-formed, arranged irregularly, and embedded
in an abundance of connective tissue. Occasionally collections
of lymphoid tissue are observed. Harrison Cripps states that
when a rectal cancer invades the anus, the part of the tumour
which involves the anus loses its glandular character and
assumes the form of a squamous-celled epithelioma. For
beautiful illustrations of the histology of rectal cancer the
student, should consult Cripps’s papers.* Rectal cancer is very
rare before the age of twenty; it is commonly met with
between the thirtieth and fifty-fitth years.

The pelvic and lumbar lymph glands are first involved,
then those glands lying in the course of the external iliac
artery. Should the skin of the anus become infiltrated, then
the inguinal lymph glands may be infected. The liver is the
seat of secondary deposits in a large proportion of cases of
rectal cancer. Occasionally widespread dissemination occurs,
and nodules are formed not only in the liver, but in the lungs,
kidneys, and bones. Few things are more surprising than on
examining a cancer nodule from the liver, or from a long bone
like the humerus, to find Lieberkiihn's glands, with their tall
colommnar epithelinm,

When rectal cancer invades the peritoneum, this serous

* Trans. Path. Soc., vols, xxxii. 87, and xxxiii, 165,
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peritoneal ecavity. This makes the radical treatment of
intestinal cancer a matter of risk and difficulty. In many cases
the difficulty is so great that, except in very favourable
circumstances, surgeons prefer to adopt simple methods
which will relieve the patient, rather than mmplwated
and dangerous proceedings, with the hope of curing the
discase.

The palliative measures vary with the situation of the
cancer. For {Bhﬂ.lnp]&, when 1t attacks the pylorus, excision of
the pylorus and union of the cut edges of the stomach and
duodenum is a dangerous and difficult procedure, and
applicable to such a small proportion of cases that this
practice is now abandoned. In order to obviate the almost in-
evitable death from starvation,a fistula is sometimes established
between the stomach and jejunum. This method of gastro-
intestinal anastomosis has in a few cases been followed by
very encouraging results, but it does not meet with general
favour. A few surgeons not only advocate gastro-intestinal
anastomosis, but recommend excision of the cancerous pylorus
(pylorectomy) in favourable cases, These methods are still
upon their trial.

Cancer of the rectum can in many instances be easily and
freely excised (proctotomy). A ready way in which surgeons
estimate the suitability of a rectal cancer for excision, is to
introduce the index finger through the anus, and if the tip of
the finger passes beyond the tumour it is taken as an indica-
tion that, so far as implication of the rectum is concerned,
the disease admits of removal. The favourable cases are those
in which the cancer is of such limited extent that it can be
eircnmseribed by the finger, is mainly limited to the posterior
wall of the gut, and does not involve the anus, prostate, or
vagina, according to the sex. When rectal cancer is foo
extensive for excision, patients are often rendered comfortable
by inguinal or lumbar colotomy. The routine employment
of colotomy for every case of rectal cancer that cannot be
excised is to be deprecated.

In the case of the colon various methods have been
advocated. The ideal operation consists in resection of the
diseased area of the gut and sutural union of the cut ends so
as to restore the continuity of the intestine. This operation
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The walls of this pouch are full of very large glands. In
order to get satisfactory sections it is necessary to obtain the
digits from a still-born lamb, for as soon as lamnbs run about
arit gets into the pouch and spoils the edge of the knife.

Dermoids of the Scrotum.—There are many good reasons
for believing that the majority of dermoids reported as arising
in the testicles were really scrotal in origin.  This was elearly
" the case in a specimen described
by Bilton Pollard® as a dermoid
of the testicle. The dermoid
was situated on the left side of
the serotum, between the testi-
cles, and adhered to the back of
the left one outside the tunica
vaginalis. It contained putty-
like material in which there
were a few grey hairs. The
cyst was lined with stratified
epithelium; papille and seba-
ceous glands were detected,

It is usually stated in text-
books that dermoids of the
testis are common. This 1s
- T : _ very improbable, for very few
Fig. 125.—Median aspect of a sheep's digit, . . :

ghowing the interdigital pouch, cases are to be fﬂ'T.'tl'lfl 111 Sl.ll'gl—

cal literature, and the details
in most cases are insufficient to enable me to determine
whether the dermoids were scrotal or testicular. For evidence
as to the rarity of testicular dermoids Mr. 1VArcy Power’s +
paper should be consulted. In records of future cases it
will be necessary to pay particular attention to the relation
the dermoids bear to the testicle, tunica vaginalis, and
scrotum.

Dermoids have been found in the inguinal canals of
men closely associated with the spermatic cord, and it may
be easily imagined that in such situations they run the
risk of being confounded with herniw. Such specimens are
excessively rare, and as I have not had an opportunity of

* Trans. Path. Soc., vol. xxxvii., p. 342,
t Trans, Path. Soe,, vol. xxxviii., p. 242,
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investigating one, I am unable to offer an explanation of their
mode of origin.

Dermoids of the Thorax.—Judging from the few available
records, dermoids of the thorax are very uncommon. They
oceur in two sitnations—viz, on the anterior aspect of the
sternum and in the thoracic cavity. Dermoids on the front of
the sternum are situated in the middle line near the junction

Fig. 126.—Dermoid situated over the junction of the manubrium and gladiolus of the
sternum ; there was also a derinoid near the left cornu of the hyoid bone. The boy was
nineteen years of age. [ Affer Bramann,®)

of the manubrium with the gladiolus. (Figs. 126 and 127.)
Cahen’s + patient was a child eight months old. The mother
stated that at birth the tumour was no larger than a pea, but
had slowly inecreased in size. It was extirpated, and found to
contain sebaceous material ; the wall of the cyst was lined with

* Langenbeck’s “ Archiv,” bd, x1.
t Zeitschrift fiir Chir., bd. xxxi. 370.
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stratified epithelium, and it contained sweat-glands. Clutton*
described a specimen which he removed from a female thirty-
nine years of age. The tumour contained eleven ounces of
pultaceous material. The wall of the cyst was lined with skin,
and one hair was found growing from it. No glands were
detected. When the patient was six weeks old the tumour
was as big as a pea; at the age of nineteen it had attained

Fig. 127.—Fresternal dermaid, ([ Affer Cahen.)

the dimensions of an egg, and continued slowly to increase in
size. . When the patient came under Clutton’s care the tumour
hung pendulous between the breasts. The history of the case
clearly indicated that the dermoid had been from the first
sitnated over the middle of the sternum.

Intrathoracic dermoids scem to be equally rare. Hale
White + met with one as large as a Tangerine orange, attached
to the anterior and right surface of the pericardium, and by a
few adhesions to the right lung. The cyst contained sebaceous
matter and hair.

* Trans. Path. Soc., vol. xxxviii. 393,
t+ Trans. Path. Soc., vol. xli. 283.
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coalesce gives rise to slighter imperfections, of which some
examples will now be described.

Oceasionally we find on one or both cheeks of children, at
a spot varying from 2 to 4 em. behind the angle of the mouth,
a small nodule rarely exceeding a rape-seed in size. Some-
times there is a depression or sinus in the cheek surmounted

Fig. 131.—Right side of the head of a fretus, showing a large mandibular tuberele and an
accessory tragos,

by the nodule. In a fair proportion of cases the buccal
mucous membrane presents a shallow recess, sometimes a sinus,
and ocecasionally a white cicatrix at a spot exactly correspond-
ing to the nodule on the entaneous surface of the cheek.

These mandibular tubercles and recesses are frequently
assoclated with malformations of the corresponding auricles,
(Fig. 130.)

Mr. Cowell described a case in which a mandibular tubercle
was associated with a puckered recess in the mucous mem-
brane of the cheek, two ecutaneous tubercles on the tragus

T
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of the corresponding auricle, and a coloboma of the upper
eyelid. ( Fig. 179.) The largest specimen which has yet come
under my observation occurred in a still-born feetus.  Pro-
Jeeting from the right cheek, 2 em. behind the angle of the
monuth, was a nodule the size of a rape-seed, and immediately
behind this a pedunculated body 8 mm. long. On the cor-
responding pinna there was an accessory tragus,  (Iig. 131.)
Histologically the tubercle on the cheek consisted of dense

Fig. 182, —Pierrot's head, to show the mandibular tuberele.

connective tissue traversed by blood-vessels and covered with
skin beset with lanugo, and richly supplied with sweat glands
and sebaceous glands of large size. Thus it was structurally
a small dermoid tumour. The left cheek and pinna were
normal. The fetus had a large spina bifida sac (meningo-
myelocele) in the lumbar region.

In connection with these tubercles it will be interesting to
mention that Mr, Noble Smith drew my attention to a bronze
bust in the Art Gallery, Birmingham, labelled * Bust of
Cewcilivs Jueundus, a money lender.  Bronze. The original
found in  Pompeii, and now in the National Musewin,
Naples.” Behind the angle of the mouth on the left cheek
there is a well-marked mandibular tubercle,

£
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It may here be pointed out that in many mammals,
especially dogs, small cutanéous nodules furnished with
vibrisse may often be detected in a line with the angle of
the mouth. These nodules occupy positions identical with

Fig. 1338, —Median fissure of the lower lip.  (IFalfer.)

the mandibular tubercles when they occur on the cheeks
“of children. (Fig. 132.)

There is very little relationship between pathology und
poetry, but that very philosophical pathologist, Dr. Samuel
Wilks, in reference to my observation that the usual position
of the mandibular tubercle and recess corresponds with
that of the dimple in the baby’s cheek, drew my attention
to the following passage in his Harveian Oration, 1870,
“From any point of view we take, and upon whatever
subject we fix our gaze, we come to the conclusion that
the greatest discovery ever made by man about himselt, and
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of the earth of which he forms a part, is the doctrine of
evolution.”

% The softest dimple in a baby’s smile
Springs from the whole of past eternity,
Tasked all the sum of things to bring it there.”

Wilks observed to me how little the poet (Miss Bevington)
divined that there is a material basis for these three pretty
and significant lines

Similar defects are met with in the intermandibular

LaT.BALCOMA. 5.

Fig. 184.—Congenital fistulae in the lower lip of a child, associated with donble harve-lip.
(A ter Moadeliong.)

fissure.  Thus, when the mandibular processes fail to coalesce,
the result will be a median cleft in the lower lip extending to
or even beyond the chin. (TMig. 133.) Median clefts of this
kind are excessively rare. Ocecasionally such a defect is
assoclated with a dermoid* or a pair of small nodules in the
skin. In terriers such nodules are almost constantly present
between the symphysis and the body of the hyoid bone.
In children with double hare-lip two sinuses are sometimes
seen in the mueous membrane of the lower lip.  Their orifices
are indicated by small but prominent papille. The sinuses
are large enough to admit a probe, and they are in some cases
2 em. deep. Mucoid fluid exudes from these recesses, it
is furnished by mucous glands which beset the membrane

# Lannelongue, * Kystes Congenitaux,” 1886, p. 46.
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lining their walls.” Several examples of this condit’on have
been recorded, and a good specimen observed and deseribed
by Madelung is represented in Fig. 134. In this case the
child was the subject of double hare-lip and cleft palate. The
two conditions seem to be frequently associated. Madelung’s
patient died four days after operation: the lower lip was
examined microscopically, and some excellent drawings illus-
trating the relations of the glands to the sinuses accompany
the paper.*

Arbuthnot Lanet reported a case of this nature in a lad
thirteen years of age with double hare-lip.

I have little doubt that these sinuses are due to faulty

Fiz, 185 —Hare-lip in a frog, azssocinted with a persistent intermandibular fissure,
The forelinmbs are webled.

closure of the intermandibular fissure: this view of their
origin is strengthened by an observation of Feurer,} in which
he detected in the upper lip of a lad, twenty years old, a
similar sinus on the right side of the philtrum: it corre-
sponded exactly to the termination of the naso-facial fissure,
t.., exactly in the line of a right-sided hare-lip.

Dermoids of the Orbito-nasal Fissure.—Dermoids appear
in the course of this fissure in three definite sitnations. Of
these, by far the most frequent is the ounter angle of the
orbit, where they form rounded tumours, rarely exceeding the
dimensions of a cherry; they lie in close relationship with
the pericraninm covering the frontal bone, which is often
deeply hollowed to accommodate them. Dermoids in this

* Langenbeck’s  Archiv,” bd. xxxvii., 8. 271

+ Clin. Soc. Trans,, vol. xxiv., p. 230,
1 Langenbeck’s ** Archiv,” bd. xlvi. 34.
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between the two parts which form an eyelid sometimes
persists. To this defect the term coloboma of the evelid is
applied. (See Fig. 179.)

Dermoids in the lower section of the orbito-nasal fissure
are very rare. When present they occupy the naso-facial
suleus, as in Fig, 138,

Nasal Dermoids.—It is necessary to point out that all
dermoids arising in connection with the nose are not associated

Fig. 137, —Dermodd at the inner angle of the orbit,

with the orbito-nasal fissure. For instanece, in the case of the
child in Fig. 139, there is a small dermoid exactly in the
middle line at the root of the nose. This part of the face is
not traversed by a fissure in the embryo. Nasal dermoids,
unassociated with the orbito-nasal fissure, appear either as
complete eysts, or as small congenital sinuses in the skin of
the nose. Sometimes such sinuses are merely shallow recesses
in the skin ; in other cases tufts of hair project from their orifices.
The mode by which such dermoids arise is in all respects
identical with that which gives rise to dermoids on the scalp.
In the skull of the early embryo, the naso-frontal plate,
which ultimately forms the nose, consists of a lamina of hyaline
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cartilage covered externally by skin and internally by mucous
membrane. After the third month sections made through
the nasal capsule, immediately anterior to the ethmoid, show
that the skin is being dissociated from the underlying cartilage
by bony tissue which eventually becomes the nasal bones.

Fig. 188, — Dermoid arising in naso-facial sulens, (A fler Dromann.*)

Ultimately the cartilage disappears as a result of the pressure
exercised by these bones. Tt is reasonable to believe that in the
gradual separation of the skin from the cartilage of the fronto-
nasal plate by the intrusion of the nasal bones, small portions
of skin or epithelium become sequestrated and eventually
develop into dermoids. This explanation is more fully set
forth in the chapter on dermoids of the scalp and dura mater.

It is necessary to mention that dermoids at the root of the

* Langenbeck's ¢ Arvchiv,” bd, xI.,, 101.
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nose often have such extremely thin walls as to be trans-
lucent like a hydrocele of the tunica vaginalis testis. Such
dermoids contain a fluid Like oil.

Palatine Dermoids.—In the t?zu‘l}' embryo the nasal and
buceal cavities form a common chamber. Gradually the

A s
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Fig. 180, —Nazal dermoid in o child.

palatine processes of the maxillee and palate bones converge
to the middle line and form the hard palate. For a period,
however, the palate is traversed by a fissure, which eventually
closes from before backward. Oeccasionally this union never
takes place, and the deformity, cleft palate, is the result. Small
bodies known as “ epithelial pearls” are sometimes met with
in the middle line of the palate: they are not uncommon in
the mouths of children at birth, hanging by short. thin
pedicies. They are composed of concentric masses of epi-
thelial cells.* The mode by which these pearls arise is
discussed in chapter xxxviii,

* Leboucq, ** Arch. de Biologie,” vol. ii. 400,
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Dermoids sometimes arise in the palate; they take the
form of tumours, inasmuch as the skin covers the outside of
the mass instead of lining a cavity ; the tumour is usually
composed of connective tissue containing striped muscle tissue
and cartilage. The dermoid may project either from the
buceal or pharyngeal aspect of the soft palate. It is occasion-
ally difticult to determine when the tumour projects into the
pharynx, whether it grows from the soft palate or roof of the
pharynx.* Lambl{ reported a case in which a pharyngeal
dermoid in a child became detached
and was swallowed. Next day it
was voided by the anus.

Adenomata of the Palate.—A
somewhat rare species of tumour is
occasionally met with in the palate
which may provisionally formn an
appendix to palatine dermoids. The
tumonrs in question are often referred
to under the name of palatine adeno-
mata, They are usually oval in shape,
and vary in size from a cob-nut to a
hen’s egg; the latter size is excep-
Fig. 140—Felunculated dermoid  tional. The tumours are more fre-

; pharyngen ; af

afmRh, OO SThe R EDERIS ea it the soft (IFig. 140) than

the hard palate, and as a rule are
distinetly encapsuled ; even when pendulous the tumour has
a capsule. In structure palatine adenomata are very complex ;
some possess glandular tissue with ill-formed ducts and acini,
and in their histological features mimic cancer, whilst the
stroma in which these gland-like bodies are embedded imitates
sarcomatous tissue. Kpithelial pearls are often abundant and
may contain horn. Myxomatous tissue is sometimes present,
and Hutchinson] has published the details of a palatine
adenoma which contained lymphoid follicles.  Palatine
adenomata oceur at puberty or between the thirtieth and
fiftieth years.§ They are innocent tumours,

* Hale White, Trans. Path. Soc., vol. xxxii. 201,

+ Virchow's ““ Archiv,” bd. exi. 178.

T Truns. Path. Soc., vol. xxxvii. 490,

§ Stephen Paget, Trans. Path, Soc., vol. xxxviii, 348,
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Lake, who kept the house called the * Six Bells’ at Dartford.
It sprang from the vertex, and gave him a most grotesque
appearance, for when his hat was put on it was placed upon
the tumour and scarcely reached his head. The eyst is in the

Fig. 142. —Head of the man Lake with a large dermoid,  (From o cost in the M useun,
St. Thowas's Hospital. )

collection at St. Thomas’s Hospital, also an excellent cast of
his head taken just prior to the operation.”

A drawing of the cast is given in Fig. 142, 1 have
examined the eyst in the musenm and find that it is a typical
dermoid. This is far the largest dermoid of the scalp with
which I am acquainted. The cyst contained a number of
round balls, some having a diameter of 1 em. These con-
sisted of epithelial cells mixed with fat. Some of the balls
have been preserved.

Sibthorpe* described a specimen which he removed from

* Brit. Med. Journal, 1888, vol. i., p. 350.
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the sealp of a young Hindu. The tumour had been present
since birth. When excised it was of the shape and size of a
cocoa-nut. It contained short hairs, grease, and fat cells,

When dermoids are situated over the anterior fontanelle
they may easily be mistaken for meningoceles.

Arnott*® puhli&a]mtl the details of an nstruetive case of
dermoid situated over the anterior fontanelle in an infant a
few days old. The tumour exactly resembled a meningocele,
“rising and falling with regular pulsation, and swelling when
the child coughed ”; the resemblance was so strong that it

Fig. 143.—Congenital tumour over the anterior fontanelle.  {After Hutchinson.)

was regarded as a meningocele. A few weeks later the child
died from broncho-pnenmonia, and the eyst was found to be
a dermoid. The specimen is preserved in the museum of
St. Thomas's Hospital.

Giraldést records a case even more remarkable than this.
A child, three months old, had an oveid tumour, of the size of
a pigeon’s egg, over the anterior fontanelle. The tumour was
covered with fine white hair, and did not pulsate with respira-
tion. It was thought to be a meningocele, and in order to
establish a diagnosis it was punctured with a fine trocar, and
fluid resembling that found in meningoceles was withdrawn.
Notwithstanding numerous subsequent punctures, the tumour
maintained its original volume. Some months later it was
removed, Giraldés being still under the impression that it was
a meningocele ; but it was found to be a typical dermoid.

* Trans, Path, Soc., vol. xxv., p. 228,
t * Maladies Chir, des Enfants,” p. 342.
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generally appearing as transparent vesicles situated on its
anterior surface. As a rule, they are sessile, but occasionally
possess a pedicle. The contents may be opaque, but in
exceptional cases they have been filled with sebaceous material,
such as fills the cavities of dermoids.

Mr. Hulke* has collected some valuable facts in relation
to such cysts, and states that in fifteen out of nineteen cases,
as well as in two reported by himself, there was distinet
history of antecedent mechanical injury. He suggested that
some of these eysts originated from portions of Descemet’s
membrane, which may have been torn from the cornea and
implanted on the iris,  Mr. Power mentioned to me the case

Fig. 145.—Large implantation cyst of the cornea, following an injary. (Affer T. Collins.)

of a sailor who wounded his cornea with a knife; afterwards
a small cyst was found on the iris, with an eyelash sprouting
from its middle. On this head we have the accumulated experi-
mental observations of Dooremaal, Goldzieher, Schweninger,
Zahn, and Masse, who introduced various kinds of tissue, such
as cartilage, hairs, and conjunctiva, into the anterior chambers
of rabbits’ eyes. In some instances the transplanted tissues
grew; in others they were absorbed or extruded from the globe.

Corneal Cysts.—In addition to the evidence furnished by
implantation cysts of the iris we know that similar cysts oceur
in the cornea. Treacher Collins has investigated this matter,
and has published some valuable researches in which he has
succeeded in demonstrating that after gunshot injuries of the
eyeball, blows from tip-cats, and incisions made for the
extraction of cataracts, cysts, usually of small size, are liable

* «“On Cases of Cysts of the Iris,” R. Lond. Ophth. Hosp. Rep., vol. vi.,

1869 ; also Hosch, “ Ex. Studien tiber Iriscysten,” Virchow's “ Archiv,” bd.
Xcix., 8. 449,
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The duect lies exactly between the genio-hyo-glossi muscles.
and is not infrequently replaced by a solid fibrous cord. 1t is
casy to understand that if a persistent duect should have its
upper end obstructed or obliterated, the continual shedding
of the epithelium which lines it and the accumulation of

Fig. 147. —Large lingual dermoid, protroding from the month.  (Grag.)

sebum from the glands would convert it into a cyst, which in
due course would assume such a size as to come within the
range of clinical observation. Such a tumour would project
into the floor of the mouth and, when unusually large, form a
swelling above the body of the hyoid bone. In some rare
instances they project from the mouth, as in the negro whose
case was reported by Barker.* This man was under the care
of Dr. Wellington Gray, in Bombay. (Fig. 147.)

The tumour protruded from the man’s mouth, and was as
large as a medinm-sized cocoa-nut. It completely filled the
space between the jaws, the upper incisor teeth projected
horizontally forwards, whilst those of the lower jaw were not
only loosened but their direction was reversed. The tumour

* Trans. Clin. Eoc., vol. xxiv,, p. 68.
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so strongly resembled thyrowd gland, Wolf regarded it as an
accessory thyroid body (accessorishe selilddrise).

We have now to deal with abnormalities arising in con-
nection with the thyroid section of the thyro-lingual duct,
It will be convenient to begin with the consideration of median
cervical fistulee. These openings oceur singly, and open at some
point in the middle line of the neck between the hyoid bone
and the top of the sternum. The common situation is a little
below the level of the ericoid cartilage. Median cervical
fistule differ from those arising in connection with branchial
clefts in the fact that they are never congenital; they may
oceur soon after birth or make their appearance as late as the
fourteenth year.

Raymond Johnson* has clearly pointed out that median

cervical fistula are often preceded by a swelling in the middle

line of the neck which either ruptures or is opened by the
surgeon ; this leaves a sinus which never closes. Johnson
illustrates these facts by careful descriptions of three cases
that he observed.

In some cases an oval swelling the size of an almond forms
in the middle line of the neck, at the level of the thyroid
isthmus ; from this a rounded cord may sometimes be felt
passing upwards to the hyoid bone.

The fistulee ecasily admit an ordinary probe, which always
passes upwards to the body of the hyoid. Hence when the
surgeon attempts to dissect out these sinuses he finds that
they run upwards between the sterno-hyoid muscles and
beneath the deep fascia of the neck to reach the hyoid bone.
Few of these fistulie have been examined microscopically, but
in one of Johnson’s cases the cord dissected out was 4 cm. in
length, equal in calibre to a No. 6 English catheter, and com-
posed of concentric layers of fibrous tissues. The inner surface
was covered with stratified epithelium. Unless the whole
length of the duct is extirpated, the sinus will persist.

The fact that these median cervical fistulie are preceded by
a swelling is a fact of great interest. Cussett described the
case of a little girl five years old, in the middle line of whose
neck there was a swelling below the hyoid bone; this opened

* Trans. Path. Soc., vol. xli. 325.
t ¢ Kystes et Fistules d'origine branchiale.” Paris, 1877.

.
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thirty-five years: the tumour was cystic, and from its inner
wall numerous villous processes, covered with a single layer
of eubical epithelium, projected into the cavity.

The Infundibulum and Pituitary Body.—The close
structural relationship of the glandular portion of the pitui-
tary body to the thyroid gland makes it desirable to describe
tumours of this structure in sequence with those connected
with the thyro-glossal duct. The infundibulum arises as a
diverticulum from the first encephalic vesicle, and ends
blindly in the substance of the pituitary body. This body
also comes into relationship with a diverticulum from the
developing pharynx known as the pouch of Rathké. Although
the pouch and the infundibulum come into close relation-
ship with the pituitary body, they do not communicate with
each other, Dermoids, adenomata, and cysts are met with in
connection with these structures :—

1. Dermoids—Bowlby* described a tumour as large as a
walnut of the pituitary body,composed of vascular connective
tissue, spaces lined with epithelium and bone, in a man
twenty-two years old. Hale Whitet met with one the size of
a nut; it contained besides connective tissue, vessels, fat cells,
nerve fibres, ganglionic cells, and striped muscle fibres. The
patient was a boy twelve years old.

2. Adenomata.—These resemble in structure the thyroid
gland, and bear much the same relation to the pituitary
body that parenchymatous goitres do to the thyroid body;
indeed, they are sometimes referred to as pituitary goitres.
A few cases have been observed in man.i Goodhart§ deseribed
an interesting case in a baboon, with its elinical history ; and
Sibley|| observed a specimen in an ewe.

These tumours are at first isolated from the general cavity
of the eranium by the circular fold of the dura mater known
as the diaphragme selle, and they generally produce erosion
of the pituitary fossa. As they increase in size, tumours of

* Trans. Path. Soc., vol. xxxvi. 35.

+ Trans, Path. Soc., vol. xxxvi. 37.

t Wills, Brain, vol. xv. 465; Loeb and Arnold, Virchow's ¢ Archiv,”
bd. 1vii. 172.

§ Trans, Path. Soe., vol. xxxvi., 36.

| Trans. Path. Soc., vol. xxxix. 459.
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with in many parts of the body, contain teeth only in certain
situations ; the post-rectal region comes into this category.

The museum of the Middlesex Hospital contains an
example of post-rectal dermoid which contains hair and
teeth ; the specimen is without history, and it probably
oceurred as a post-mortemn surprise.

Such tumours sometimes oceur as surgical surprises,
Thus a lad aged nineteen years was under Bryant’s care for a
discharging sinus on the
ventral aspect of the coceyx,
which had existed since he
was three years old. When
this was explored a tumour
was found between the rec-
tum and coceyx. When re-
moved it was as large as an
orange, and consisted of
loculi filled with pultaceous
material, and contained a
piece of bone. The cysts
were lined with columnar
epithelium.

Post - rectal  dermoids
sometimes attain very large
dimensions, and extend
upwards behind the pelvie

g T or manoce e peritoneum In men and
women,

Ord* deseribed a case in which a dermoid weighing fourteen
and a half pounds was found in the pelvis of a man twenty-
eight years of age. The tumour contained pultaceous material
mixed with hairs, The inner wall of the cyst was lined with
piliferous skin; it contained sebaceous glands,

Frederick Paget has deseribed a case in which he removed,
throngh an incision across the spuce between the anus and
coceyx, a large post-rectal dermoid which oceupied the hollow
of the sacrum in a woman forty-seven years of age. The
tumour lay behind the rectum and peritoneum. On opening

* Med.-Chir. Trans., vol. Ixiii., p. 1.
t Brit. Med. Journal, 1891, vol. i., p. 406,
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the eyst putty-like material mixed with hair was removed by
means of a spoon ; the cyst was then enucleated. The cyst and
contents weighed three pounds. When dried and stuffed it
assumed an ovoid form measuring 76 em. in eircumference in
one direction, and 44 cm. in the other. The patient recovered.

Rectal Dermoids.—Several examples of dermoid tumonrs
have been described growing from the mucous membrane of
the rectum: a curious feature in these cases is that the
tumours are furnished with long locks of hair, which protrude
from the anus and annoy the
patients.  Like post - rectal
dermoids, they sometimes
contain teeth.

The case described by
Port* may be selected as a
typical specimen. (Fig. 151.)
The tumour was removed
from the rectum of a girl
sixteen years of age. It
measured 5 em. in the long /Zhll
and about 4 cm. in its short 7 [
axis. It was covered with
skin furnished with hair and =~ & -5l drmoid in section.
glands: it also presented a
tooth. The bulk of the tumour was made up of fay and
fibrous tissue. Danzel + observed a similar tumour in a woman
twenty-five years of age. It was as large as an apple, and
was said to confain brain substance enclosed in a bony
capsule; a tooth projected from it. (Fig. 152.) This woman
was troubled with long hairs which protruded at the anus
and she used to pull them out with her hands.

Clutt{m+ exhibited a specimen at the Pathological Society
which, in conjunction with Floyer, he had removed from
the rectum of a girl nine years of age. The patient had on
two occasions been troubled with tufts of hair projecting
from the anus. Two of these tufts measured 25 em. The
tumour, after removal, measured about 7 em. in its longest

* Trans. Path. Soc., vol. xxxi., p. 307.
1+ Langenbeck’s ** Archiv,” bd. xvii., 5. 443,
§ Trans. Path. Soc., vol. xxxvii. 262,
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situations usually occupied by these fistulee when they oceur
in man.

The external orifices of the fistule are apt to vary, but
they usually open in the positions shown in Fig. 154. The first
becomes the tympano-Eustachian passage; the second opens
close behind the angle of the jaw anterior to the line of the
sterno-mastoid musecle; in a few cases it may be on a
level with, and slightly posterior to, the lobule of the pinna.
The third is situated on a level with the thyro-hyoid space
close to the anterior border of the sterno-mastoid ; this
position is very constant. The fourth usually opens near
the sterno-clavicular articulation; it may open 3 or 4 cm.
higher in the neck, but always in relation with the anterior
border of the sterno-mastoid muscle.

The internal orifices of these fistulee may be indicated in
the following way. The second opens into the recess con-
taining the tonsil; the third and fourth are in relation with
the sinus pyriformis. To reach this sinus, a fistula corre-
sponding to the third cleft must pass over the loop formed
by the superior laryngeal nerve. Hueter's* observation is
interesting in this connection: “In a young fellow who
wished to become a trumpeter I dissected out one of these
fistulous tracks, following it between the two carotids to the
pharyngeal cavity.”

Prof. His is of opinion that when these fistule com-
municate with the pharynx, it is the result of incautious
sounding. I have satisfied myself that these fistule do open
into the pharynx in cases where no probe has been passed.
This I have demonstrated by allowing a child with a second
cleft persistent to swallow milk; drops of milk found their
way through the fistula and appeared on the skin of the
neck.

Abnormal persistence of branchial clefts oceurs in four
forms :—

1. Complete fistula.

2. The external half persists.

3. The internal half persists.

4. The external and internal orifices are obliterated but

an intermediate section persists.

* & Grundriss der Chirurgie,” vol. ii., 328, 1st edition,
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It is further noteworthy that the pharyngeal orifice was
situated between the lower jaw and the stylo-hyoid ligament.
Its point of departure from the pharynx corresponds to the
supratonsillar fossa. The muscle fibres were, for the most

a,mqpaﬁ w-haﬂ
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Fig. 155, —Pharyngeal diverticulum, (4%er Morrison Watsou.)

part, red and striated, and the mucous lining resembled that
of the esophagus.

The fourth class, those closed at each end, leaving a
portion of unobliterated canal in the neck, eannot be recog-
nised except by the effects to which they give rise.

It has long been suspected that the so-called sebaceous
cysts which occasionally oceur in the neck, below the deep
cervical fascia, take origin in unobliterated branchial spaces,
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account that some branchial fistule possess ciliated epithe-
lium, others squamnous, and so forth. If a cystic dilatation
arise in connection with the inner segment, a cavity with
mucous contents would be the result, whilst in a similar eyst
arising from the external segment epidermal scales, sebaceous
matter, and cholesterine would be expected. As far as my
own observations go, mucous eysts originating in this manner
attain larger dimensions than the dermoid varieties. Cervical
eysts arise in other ways, and the chapter on hydrocele of
the neck should be studied in relation with this subject.

In the copy of Heusinger’s sketch (Fig. 156) we find a clear
space indicated by the letter b, which is thus described in the
original : “ Immediately above the opening is a slight eleva-
tion of normal-coloured skin” In Knox’s translation of
Dzondi’s paper the translator remarks that in many persons,
in the region where fistule have been observed, he had
noticed one or more discoloured spots, which spots are either
rounded and of a pale red colour, or brownish, or like subtile
strige of hairs, superior in whiteness to the surrounding skin,
but conspicuous only to very sharp sights. I have occasionally
found these spots referred to by Knox in persons with
branchial fistule; they are not infrequent near the angle
of the jaw, and correspond to the external orifice of the
second cleft.

Examples of persistent branchial clefts have been observed
in horses and sheep. Heusinger* has described examples
in horses; they open immediately below the pinna, and are
noticed more frequently in carriage than in draught horses,
as the secretion from the fistula soils the surrounding skin
and attracts the attention of the grooms. An example of
such a fistula in a sheep is illustrated in Fig. 172 (page 349),
and corresponds in position to a persistent second branchial
cleft in the horse,

* & Deutsche Zeitschrift fiir Thiermedicin,” bd, ii. 1, 1876,
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associated with a fistula; they are often symmetrical.
(Fig. 157.) A cervical auricle consists of an axis of yellow
elastic cartilage which sometimes extends deeply into the
tissues of the neck; muscle-fibres from the platysma are
attached to the cartilage, and the whole is surmounted with
skin containing hairs and sebaceous glands. A small arterial

Fig. 108, —Heud and neck of a goat with eervical auricles.

twig runs into the auricle and ramifies in the fibrous tissue
and fat in which the cartilage is embedded.

Thus, structurally, cervical auricles are identical with the
normal auricle or pinna, and they agree with the pinna
morphologically, inasmuch as they are developed like it
from that portion of a branchial bar which is directly m
relation with the corresponding cleft.

In sharks the gill-slits open separately on the surface of
the body: from the branchial bar, anterior to each slit, a
fold of skin is formed which closes upon the slit like a lid, and
is named from this resemblance the operculum. In mam-
malian embryos a slight prominence or tubercle is for a time
visible anterior to each of these clefts. In most cases the
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tubereles disappear from the posterior bars, but those in
relation with the anterior cleft enlarge and are joined by
accessory tubercles to form the pinna. Thus embryology has
taught me to regard the pinna as consisting mainly of an
operculum which has become modified for acounstic purposes,
for we may regard the tubercles formed in relation with the
branchial clefts of man as representatives of the opercula of

Fig. 150, = Horned sheop with cervieal auricles.

certain Iehthyopsida. As the pinna is mainly derived from
opercular tubercles, and cervical auricles, in all probability,
represent persistent opercular tubereles, it is reasonable to
term them cervical auricles.

The homology of at least a part of the pinna and cervical
auricles with the opercula of fish has been made clearer by
Schwalbe's* discovery of auricular tubercles in the embryo
of the turtle (Emys lutaria tawrica) ; in the adult condition
chelonians have no vestige of auricles.

Cervieal auricles occur in mammals other than man.
Heusinger, in 1876, mentioned the frequency with which
pendulous tags of skin oceur in the necks of pigs, goats, and
sheep, yet very little has been done to extend his observations.
As a matter of fact these pendulous bodies are extremely
common 1n the necks of goats.

* “(ber Auricularhicker bei Reptilien.” Anat. Anzeiger, vi Jahrgang, 1801, Nr. 2.
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The anatomy of these auricles in the goat is similar to
that of cervical auricles in man: there is an axis of yellow
elastic cartilage embedded in fibrous tissue and fat, the whole
being covered with hairy skin. In size they are very variable,
and in the goat from which the drawing (Fig. 158) was made
the auricles were unusually large.

Cervical auricles are occasionally present in sheep, and a

Fig. 100, —Head of a pig with cervical aurieles (the Bell-pig of Anstralia).

good specimen is sketched in Fig. 159. The most remarkable
examples of cervical auricles in sheep are those associated
with a persistent second branchial fissure. (See page 172.)

In Great Britain cervical auricles are rare in pigs, but
Professor Anderson Stuart has drawn attention to the exist-
ence in Australia of a breed of pigs known as the Bell-pig,
on aceount of the presence in the neck of pendulmls folds of
skin in the neck. It may here be mentioned that in Germany
these auricles in sheep and pigs are known as glockelien oder
Berlocken. The sketch of the Bell-pig was obtained from the
stuffed head of a pig which Professor Stuart was good enough
to bring me from Sydney (Fig. 160). The original I presented
to the museum of the Royal College of Surgeons.
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Before concluding the subject of cervical auricles reference
must be made to the presence of these appendages on the
necks of satyrs. My friend Mr. Shattock drew my attention to
this matter. In the statues of many satyrs we find in the
neck, in the situation where cervical auricles are nsually found,

Fig. 161.—Faun and goat with cervieal anricles

prominences which in their variety of form resemble the cer-
vical auricles of goats and men. In the sgipans (goat-footed
satyrs) the auricles in the neck are pointed like their ears, and
are sessile, but in the fauns they are usually pendulous. In
the statues of many satyrs, both fauns and mgipans, no auricles
are represented, and they are less constant in modern than in
ancient statues of fauns, and in some they are unilateral.

It is an interesting subject for speculation whether the
sculptors obtained their notion of the cervical auricles from
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These tubercles have received the following names from
His* :—1, tuberculum tragicum; Ir, tuberculum anterius;
1L, tuberculum intermedium: 1v., tuberculum anthelicis ;
v., tuberculum antitragicum ; and vL, lobulus.

The subsequent fate of these tubercles may be briefly
given. The tuberculum tragicum unites across the cleft,
with the tuberculum antitragicum, the space formerly

Fig. 163, —Congenital fistula in the helix. (After Paget.)

separating them being simply indicated by the incisura inter-
tragica. The tuberculum intermedium 1s the source of the
helix, whilst the tuberculum anthelicis furnishes the anthelix ;
the nodule vr, cut oft by the fusion of tragus and antitragus,
becomes the lobule.

Imperfections in the development and union of these
tubercles will serve to explain several congenital defects to
which the auricle is liable. Of these, three are of especial
interest :—(1) Auricular fistule; (2) dermoids; (3) accessory
tragus.

* dnal. Men. Embryonen, 1885, heft. iii.
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with the uterus are gradually severed, and its nutrition is
derived from the omentum in virtue of new vessels formed in
the adhesions. When an operation is carried out for the
removal of such a tumour the surgeon is surprised to find an

Onuentiimn, Fallopian tulse

Fig 167.—Ovarian dermoid detached from the wierns and hanging from the omentum.
[flemored by Sir George Hrmplrg.)

ovarian dermoid with a Fallopian tube hanging from the
omentum, unconnected with the uterus. (Fig. 167.)
Rupture—When simple ovarian eysts rupture, the bland
Huid they contain rarely gives offence to the peritonenm ; it is
quickly absorbed and excreted by the kidneys. When ovarian
dermoids rupture, the richly cellular contents are scattered
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relation to that on the body of the individual. In an ovarian
dermoid from a negress the hair may be curly, but light-brown
in colour. In other animals dermoids contain hair or wool
according to the nature of the tegumental covering. It is
suid that in birds they contain feathers; 1 have never had

Twisted pedicle.

Corpus Inteum.

....

Fig. 170.— Ovarian dermoid with a sebacenn= adenoma, from 8 woman. It contained
hair, bat its walls were bald,

an opportunity of verifying this statement. Dermoids in pigs
contain bristles,

It is a curious fact that hair in sequestration dermoids is
rarely longer than 3 em., whereas in ovarian dermoids it is
often 15 or 20 em. long, and a specimen 1:50 m. (5 ft.) long has
been described by Mundé* The hair on rectal dermoids is
sometimes very long. In all genera the hair mav become

* Am., Jowrnal of Obstel., vol. xxiv, 854,
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white with age, and in elderly individuals a hairy dermoid,
like the scalp, may become bald. (Fig. 170.)

The number and size of the sebaceous glands in dermoids
are very variable. They are numerous and well formed in
almost all sequestration dermoids, but attain their greatest size
in ovarian dermoids, where they occasionally form a pedun-
culated tumour—a sebaceous adenoma. (Fig. 170.) The
highest variety of secreting gland found in these tumours is

Fig. 171.—0Ovarian maming ; hair and teeth are alzso present. (Museum, Middleser Hospitol.)

a mamma. Ovarian dermoids sometimes contain nipple-like
processes of skin which may or may not be associated with a
skin-covered mass of fat, shaped like a mamma ; exceptionally
these nipples are traversed by ducts associated with glandular
tissue which secretes colostrum. (Fig. 171.) A few gland-
containing colostrum-secreting mammae are nippleless,
Mamm:e and pseudo-mammse are peculiar to the ovarian
genus of dermoids,

The distribution of teeth among dermoids is somewhat
curious. So far as my observations go they are not found in
the sequestration genus, but are of fairly frequent occurrence
in ovarian dermoids, and sometimes are present in prodigious
numbers (300). Teeth also occur in rectal and post-rectal
dermoids. (Figs. 151 and 152.)

Exceptionally they have been found in dermoids arising
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in the branchial clefts. This is a matter of some interest,
because teeth are somet mes found associated with persistent
branchial fistulee. In 1890 I exhibited at the Pathological
Society, London, an example of a persistent second branchial
fistula in a sheep (Fig. 172); it was surmounted by a prominent
cervical auricle beset on its posterior surface by a number of
processes resembling the buccal papillee of sheep. Protected

Auditory
migails.

Fistula.

Aunditory meatus.

Tooth.

Fistula.

Fig. 172.—Hend of a sheap with a branchial fistula, cervieal auricle, and tooth.
In the lower figure the auricle amd tooth are shown of natural =ize.

by this auricle there was a slender, ill-formed, incisor tooth
mounted on a pedicle of bone, surrounded by mucous mem-
brane* It is preserved in the museum of the Royal College
of Surgeons. Kostaneckit has since published an account
of a shmilar specimen. (See also Gurlt. 1)
Teeth are occasionally associated with the second branchial
* Trans, Path. Soc., vol. xlii. 477.

t Virchow's “ Archiv,” bd. exxiii. 401.
I Thierische Missgeburten, 1877. Taf. xv.
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or in folds of epithelial-covered surfaces. They are sometimes
found on the forehead along the margin of the hairy sealp ;*
they are common in the penis, at the junction of the prepuce
and glans, and in the tonsils of children.

There is another variety which occurs in sitnations where
epithelial surfaces become fused in the process of development,
as, for example, along the middle line of the hard palate. Tt

Fig. 174. - Epithelial pearl. (A4fter Konthaek,)

is not unusual to find them in this situation in children at
birth, and ocecasionally they will be found hanging by short
pedicles, especially in the neighbourhood of the pre-maxille,
They are sometimes met with on the under surface of the
penis.

Epithelial pearls are often found in the gums. The largest
examples that have come under my notice occurred in ovarian
dermoids. In one remarkable specimen which I examined
it was possible to trace every stage between a typical epithelial
pearl and an enamel-organ. In a series of sections some
showed the ingrowth of epithelimmn from the surface of a
locnlus ; in a few, pearls were visible composed of large epi-
thelial cells: whilst others exhibited laminwe of horny material

* See remarks on Cholesteatoma, p. 182,
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CHAPTER XXXIX
MOLES,

Moles are pigmented and usually hairy patches upon the
skin. They are congenital or appear during the first few
weeks of birth. Moles vary greatly in size; many are no

——

Fiz. 175.—Extensive hairy inole upon the face of a boy a year old.

larger than split peas, while others cover an extensive area
of the trunk, face, or limbs.

The common variety consists of a slightly raised patch,
usually brown in colour; but it may be quite black, and is, as
a rule, covered abundantly with hair. As moles occur in
situations where hair is generally scanty, they are conspicuous

objects. The hair growing upon the mole is commonly short,
I X
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like that upon the skin covering the trunk of a dog.
Occasionally, however, it is as long as that naturally found
upon the scalp. In a boy a year old T have seen nearly the
whole of the trunk covered with a mole, and the hair growing
from it was as long as that upon his head. When moles
exist on the forehead they sometimes appear to be an exten-
sion of the hairy scalp. The hair upon moles does not ditier

Fig. 176.-—Extensive hairy mole on 4he trunk of a man, 47 years £ ags. which became the
seat of sarcoma, from which the p.l1.L|1|L l.ill.lll LI:]. died. {After Latwson. *]

from hair in general, and is furnished with sebaceous glands ;
sweat glands are present when the mole is seated on a part
of the skin where these glands normally exist. The amount
of pigment varies much: in some moles it is so abundant
as to produce an inky blackness. Moles are always very
vascular: but the most striking feature in their histology is
that the tissue immediately underlying them is often similar
to that characteristie of an alveolar sarcoma.

The rarer form of mole consists of a patech of black, or
deep-brown pigment overlying tissue similar to that of an
alveolar sarcoma. These patches may or may not be raised
above the level of the surrounding skin. The pigmented area

* Truns, Path, Soz., vol. xxiv, 256.
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gradually grow over the surface of the eyeball, and come
into apposition at a spot corresponding to the future palpebral
fissure. These folds ultimately become the eyelids. The sur-
faces of these folds, which are continuous with the covering of
the eyeball, become converted into mucous membrane, and
are termed conjunctiva. In every normal eye the conjunctiva

.'.:ll _

Fig. 170 —Cunjunctival mole associated with coloboma of the eyelid, a mandibular tnberele,
and accessory tragus.  (Cowell's ™ ose).
Loars evidenee of 1ts transformation from skin, masmuch as
the caruncle at its inner angle is furnished with delicate hairs,
It is reasonable to suppose that, as the occlusion of the proper
covering of the eyeball by the eyelids is the cause of the con-
version of the conjunetiva into mucous membrane, if from
any cause a part, or even the whole of 1t, were left uncovered,
the exposed part would persist as skin. This is precisely
what occurs. When the eyelid is in the condition of coloboma
(Fig. 179)—a defect due, in all probability, to the imperfect
union of the embryonie eyelid to the skin covering the fronto-
nasal plate—a piece of conjunctiva persists as skin, and forms
# Trane, Ophthal. Soc., vol. x1,, p. 214,
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a mole occupying the gap in the lid. Moles occur on the
conjunctiva unassociated with colobomata, but in nearly every
instance they are situated on the cornea in the line of
the palpebral fissure. This circumstance would indicate
that during development the conjunctiva was imper-
feetly covered by the developing lids. It should be re-
membered that in many eyes exactly in the situation in
which moles are most frequently found, slight elevations or
pinguecule of the conjunctiva occur. These, when examined
microscopically will be found to contain epithelial elements,

Fig. 180.—Conjunctival mole in a gheep.

In a few very exceptional eases the eyes have been found
completely covered with skin without any traces of eyelids.
sSuch a condition is known as eryptophthalmos, and the
explanation oftered concerning it is, that in these cases the
eyelids have failed to appear and in consequence the con-
Junctiva has persisted as skin.

Conjunctival moles have been observed in horses, sheep,
oxen, and dogs, and are furnished with hair or wool according
to the nature of the tegumentary covering characteristic of
the mammal in which they occur. (Fig. 180.)
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CHAPTER XLL
TERATOMATA.

StrictLy, the consideration of teratomata belongs to that
department of pathology known as teratology ; but as certain

Doodiea.

T e e e e wan
species are so very apt to be confounded with dermoids, it is
necessary to give a brief aceount of them here.

A teratoma is an irregular conglomerate mass containing
the tissues and fragments of viscera of a suppressed fetus
attached to an otherwise normal individual.

® Cf. The Medical Week, vol. 1., p. 11.
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In order to appreciate the nature of these singular mal-
formations it will be necessary to consider the subject of
conjoined twins, supernumerary limbs, and acardiac feetuses.
In the animal and vegetable kingdom it occasionally happens

Fig. 182.—Laloo, a Hindoo, with an acardiae parasite attached to his thorax.

that a single ovum gives origin to two embryos, which may
be quite separate from each other or they may be united,
a condition known as conjoined twins. (Fig. 181.)

When two embryos are conjoined, and one goes on to
complete development, whilst only certain parts of its com-
panion continue to grow, the result is a parasitic feetus. The
mature individual suppnrtmg it 1s the autosite. (Fig. 182.)

In other examples the suppressed fwetus consists of an
irregular-shaped tumour growing, perhaps, from the posterior

. s il | A — —— i e il i e e e
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Fig. 188.—Chick with a supernumerary ir of legs projeeting from the ventral aspect
of the pelvis.

Fig. 184 —Chick with a supernnmerary pair of legs projecting from the dorsal aspey Ok
the pelvis, A, anus; A, SUPETNHNIETArY anus,
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surface of the sacrum, or within the abdomen or thorax,
which on dissection contains a few vertebre, or processes of
skin resembling digits, associated with a piece of intestine or
an imperfect liver. This is a teratoma.

In order to demonstrate the relation between parasitic
feetuses such as Fig. 182 and teratomata, it will be useful to
refer to dichotomy. In animals and vegetables there is a
strong tendency for parts ending in free extremities to
bifurcate or dichotomise. When
this affects digits the result is
511|;1ern|,1u1ur:11-_'f fingers and toes
Should it extend to the axis of
the limb, supernumerary legs,
wings, or fins are produced.
Dichotomy is not confined to
the limbs, but affects also the
axis of the trunk. When the
whole embryonic axis dichoto-
mises, twins are produced.
Should cleavage be partial, and
Fig. 185.—Frog (Rana palugris) with o Biect the caudal end of the

superngmerary hind leg. (dfter Tuck- trunk, it is spoken of as pos-

terior dichotomy.  When 1t
involves the anterior end it is called anterior dichotomy.
With complete dichotomy in which both embryos go on to
full development, either as separate or conjoined twins, we arc
not. further concerned, and the conditions arising from the
inperfect. growth of one embryo whilst its companion con-
tinues to develop, must be deferred until we have discussed
the results of partial dichotomy.

Posterior Dichotomy.—When cleavage involves the caudal
section of the trunk axis to any serious extent it necessarily
follows that the pelvis as well as the vertebral column will be
reduplicated ; it is also obvious that the reduplication of the
pelvis involves a corresponding increase in the number of
the pelvic organs, including the limbs. Thus it follows that
supernumerary hind limbs may arise from dichotomy affecting
the embryonic limb, or from cleavage of the caudal end of the
trunk. The two modes also hold good for reduplication of

* Jowrnal of Anatomy and Plysislogy, vol. xx , p. 516,
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[ Astley Cooper.)















378 CYSTS.

bicornuate uteri, such as ewes, cows, mares, and sows. It may
be unilateral or bilateral. When occurring in mammals in
which the uterns has long cornua—e.g., cat, bitch, hare, ete.—
the distended cornua are apt to be confounded with Fallopian
tubes. It may affect one or both cornua of a bihorned uterus
N Womnen.

The danger of retention of this kind is not so much due to
the size of the cyst as to the great risk that ensues when

Fig. 104,—Section through the tip of the vermiform appendix, to show the almndance of its
glands, a, outer coat ; B, adenoid tissue ; ¢, muscular capsule to the adenoid tissue.

large collections of retained secretions are invaded by putre-
factive organisms. The cysts in such an event become con-
verted into abscesses and the life of the individual is greatly
imperilled. These changes in retention cysts are indicated
by special names—as pyometra, pyonephrosis, etc.
HYDRONEPHROSIS,

The mode of origin of retention cysts may be studied n
the kidneys. The secretion from these glands is conducted
into the bladder by means of two ducts 35 cm. (14 inches)

h“— T e il L T el
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long, known as the ureters: the urine is discharged from the
bladder through the urethra. 1If from any cause the urine is
hindered from escaping freely, either from the bladder or from

Fig. 185, —Hydronephrosis secondary to a large calenlns in the bladder ; two fragments of
calenlus ocenpy the prostatic portion of the urethrm, The left kidney was in a similar
condition. The patient, a man twenty-six years of age, died with complete suppression of
urine, (Musenm, Middleser Nogpital.) [§ naf, size, ]

the ureters into the bladder, it accumulates in the nreters and
dilates them ; the pressure then acts upon the pelvis of the
kidney, and if maintained causes the renal pelvis to be dilated
into a large sae, converts the infundibula into large tubes, and
finally induces atrophy of the renal tissue until the kidney is
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converted into a multilocular sac. To a kidney thus converted
the term hydronephrosis is applied. (Fig. 195.)
Hydronephrosis arises from a variety of causes. It must
be borne in mind that when the obstruction is complete and
persists, the kidney very rapidly atrophies. Large examples
of hydronephrosis are produced by partial obstruction to the

Fig. 195 - Bilateral hydronephrosis in a new-born child.  (Musewn, Middieser Hospital, )

flow of urine, or frequently recurring attacks of complete
obstruetion.

Hydronephrosis may be bilateral or unilateral. When the
obstruction is at the neck of the bladder or in the urethra, it
will be bilateral.

The chief canses of bilateral hydronephrosis are—

Impacted calculus in the urethra, or near the neck of the
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made by Samuel Glass, with © some learned gentlemen of the
university.” I have read the account very eritically, and feel

Fig. 197.—Calenlus fmpacted in the wretlira of a gelding, produeing wide dilatation
uf the vesical oritices of the ureters and doable hydreopephrosis,

there is no doubt as to the renal origin of the hydronephrosis.
Nothing was found to account for it.

Intermitting Hydronephrosis.—When a hydronephrotic
kidney is of large size it can be perceived clinically as a
definite tumour. It occasionally happens that patients come
under observation with a swelling in the loin which can be

S
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readily perceived at one examination but not at another, or it
obviously diminishes in bulk without completely vanishing.
In some of these cases the patients are able to state definitely
that, coincidently with the diminution in the volume of the
tumour, there has been a sudden increase in the quantity
of the urine voided. The urine in some instances has been

Fig. 198, —Unilateral {intermitting) hydronephrosis. The areter, af the point where it left
the renal sinuz, had o dinmeter of 8 e, (Musenm, Middleser Hospital,)

found to contain traces of blood and mucus. To hydrone-
phrosis of this kind the term intermitting is applied.

It must be borne in mind that there may be difficulty in
some eases in deciding clinically between a very large
hydronephrotic eyst and an ovarian or parovarian cyst, and
it is well established that cvsts of the ovary and parovarium
sometimes rupture, and the fluid, escaping into the peritoneun,
18 absorbed into the circulation and rapidly excreted by the
kidneys. Thus, profuse diuresis following vpon the sudden
disappearance or diminution of an abdominal tumour is as
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characteristic of vrupturve of an ovavian cyst as of an
wnternvitting venal cyst.
There can be little doubt that nearly all hydronephroses

intermit, but the term intermitting hydronephrosis is reserved
tor those examples in which great diminution, and in some
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Fig. 100, — Pyoneplirosis of one hall of o horse-ahoe Kidney ( Wsenm, Wididleser Hospifoal)
[.”. .”JH'.I'.I'f.j

instances temporary disappearance, of the swelling takes
I:ll:ll'f'.

Exceptionally, both kidneys when hydronephrotic may
intermit alternately.  Of this rare form I have had one case
under my care; as the diagnosis was somewhat obscure,






PLATE VIll.—Right Kidney with two Ureters, one of which opens into the
Bladder at the vesical orifice of the Urethra; the lower half of the Kidney
drained by this Ureter is converted into a pyonephrosis. The upper half
drained by the normal Ureter is healthy, The left Kidney was normal.
|.Hu,aﬁ1",u|1 Midetiezer JFI'.ISJ‘I;HI'J } :!, nat, size.
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duct. This organ may in man and all the higher mammals
be regarded as vestigial, for its duties have been in part abro-
gated by the allantois, but more completely by the Plilﬂ":‘:ﬂtﬂ»
In the human embryo, it is the function of the allantois to

Fig. ¥03.—Cyst, probably of the vitello-intestinal duet, attached to the intestine of an emu.
(Museum, fogal College of Surgeons. )

convey the blood-vessels which it receives from the developing
aorta and distribute them to those chorionie villi destined to
form the fwetal portion of the placenta,

In some sharks the yolk sac is covered with vascular
villous tufts which fit into depressions of the oviduct. Even in
some mammals—e.., guinea-pigs—the yolk sac enters into
vascular connection with the uterine mucous membrane.
There are abundant and good reasons for Ralfour's conclusions
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The most reliable evidence for associating these defects
with the duect of the yolk sac is that furnished by Fig. 205,
in which a persistent duct and a valve co-exist. In my early
observations I had regarded imperforate ileum as depending
upon the influence of the
vitello-intestinal duet, and
subsequent observations put
the speculation on a sound
basis.* The specimens which
demonstrate these views are
preserved in the museum of
the Middlesex Hospital.

An imperforate ilenm is,
of course, incompatible with
life, but an individual with a
septate ileum may attain
adult life. The consideration
of imperforate ileum has been
mtroduced here because it
throws a large amount of
side -light on pharyngeal
diverticula and imperforate
pharynx.

Treatment. — The small

— pedunculated eysts and polypi

Wig: 205—Tieum with apersivien vitels-noee _of thie mbilicus only-reguing

Rt A o the application of a thread

or silk ligature to the pedicle and a snip with a pair of scissors.

Sessile cysts require to be dissected out. The grosser mal-

formations, such as imperforate and septate ileum, have in a

few instances been submitted to surgical treatment, but the
efforts have not been successful,

Allantoic (Urachus) Cysts.—The winary bladder of man
in common with that of mammals generally presents at its
apex an impervious cord that passes to the umbilicus. This
cord is known as the urachus. At birth the urachus is
usually traversed by a narrow canal lined with epithelium
directly continuous with that lining the bladder.

* British Medical Journal, 1891, vol. i., p. 342,
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is, however, no cause for alarm, as the warts quickly disappear
after removal of the primary tumours. In this respect these
warts agree with those which grow on the skin (sec page 163).
Skin warts often appear suddenly, and almost as suddenly
disappear. Thus the life of a wart is often very transient.
So with peritoneal warts; but as long as the seed supply
continues new warts spring up, last for a time and die, to be

Fallopian tube.

Parovariuiii.

Ovarinn ligameut.

Fig. 208, —Ruptured papillomatous (parodphoritic) eysts of the ovary. (L)

succeeded in their turn by a new erop. When the tumours
are removed the supply of germ epithelium ceases, the warts
die, and the erop is not renewed.

Paroiiphoritic cysts may be unilocular or multilocular :
some attain great proportions, but the infective qualities of
the cysts are in no way influenced by their size.

These cysts are rare before the twenty-fifth year. The
period of life in which they are most common is between the
twenty-fifth and fiftieth years. Coblenz* was probably the
first to distinguish them clearly from parovarian cysts, and to
associate them with definite structures. His observations have

* Virchow's * Archiv,” bd. Ixxxiv., 26.
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important cysts arise from the vertical tubules, and separate
the layers of the mesosalpinx, and burrow towards the
Fallopian tube.

When small, parovarian cysts are transparent, and have
very thin walls, but after they attain the size of a cocoa-nut
the walls become thick, and the mesosalpinx in relation with
the cyst becomes thickened, and sometimes the muscle fibre
contained in this part of the broad ligament becomes greatly
increased. Parovarian cysts sometimes attain a great size. |
removed one that had a capacity of four gallons and a half.

Small parovarian cysts are lined with columnar epithe-
lium which is ciliated in some specimens. In large cysts
it becomes stratified, and in very big cysts it atrophies.

The fluid in small eysts is limpid, slightly opalescent,
sp. gr. 1002—1007, and contains a substance that forms a
flocculent precipitate when the eyst is immersed in aleohol.
In large cysts the fluid is usually turbid and sometimes con-
tains cholesterine. The fluid is not harmful, for when
parovarian cysts rupture into the peritoneal cavity the fluid
is absorbed and excreted by the kidneys. After rupture the
rent, will heal and the eyst refill, and in some cases the eyst
has burst and refilled many times without causing more than
temporary inconvenience to the patient.

The cyst may rotate on its axis and twist its pedicle, This
movement may even lead to complete detachment of the eyst.
Exceptionally, parovarian cysts suppurate. Although these
cysts occupy the mesosalpinx, they do not burrow between the
layers of the broad ligament below the ovarian ligament, but
rise up out of the pelvis. This accounts in a large measure for
the safety with which they may be removed. Parovarian
cysts are almost invariably unilocular. The chief features
which distinguish a parovarian cyst from other cysts of the
broad ligament and ovary are these :—

(1) It is easily shelled out fromn the mesosalpinx,

(2) The ovary may often be found attached to the side of

the cyst.

(3) The Fallopian tube is stretched over the crown of the

cyst, but never communicates with it. (Fig. 209.)

Before the sixteenth year the parovarium appears to be

quiescent, but on the advent of puberty it seems to become
LA
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stimulated. A considerable proportion of cysts, generically
classed as ovarian, removed between the sm—*er.lteenth‘ and
twenty-fifth years, arise in the pmm-m*inm. There 1s no
trustworthy record of a parovarian cyst being observed before
the sixteenth year. ;
Cysts of Gartner’s Duct.—It has already been mentioned
in the description of the parovarium that the vertical tubules
of this structure are received into a tube running at right
angles to them. This tube when persistent throughout its
course makes its way between the layers of the broad
ligament and runs downwards on the uterus, to open into the

Fig. 200.—Cyst of the parovarium, showing its relation to ovary and tube. Twao-thirds
its natural size, A, niphoron ; B, parodphoron ; F, Fallopian tube,

vagina near the orifice of the urethra. This tube is known as
Gartner’s duct, and is the duet of the mesonephros (Wolffian
duect), which in the male becomes the vas deferens. Gartner’s
duets rarely persist throughout their whole extent in women.
The portion that receives the tubules of the parovarium
(Wolftian tubules) 1s often detected, and the terminal seg-
ment, known as Skene's tube, may be oceasionally recognised
ih the vagina, and is frequently the seat of a trouble-
some inflammation. The intermediate segment, as a rule,
disappears. In the sow, and especially in the cow, Gartner's
ducts often persist ; in the cow they are sometimes
seen as large as crow-quills. In many cows they become
gradually lost on the sides of the uterus, but in some cases
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they may be traced easily to their termination, and are found
to open in the vagina.

The interest of Gartner's duct to the pathologist depends
on the fact that the terminal segments are apt to become
cyst-germs, and there is no doubt that some of the cysts that
occasionally require removal from the vagina arise in Gartner's
ducts, especially those which
are lined with stratified epi-
thelium. Such cysts have
been known to attain the
size of a fowl's egg, and
are usually filled with
mucus.

The evidence that some
species of vaginal eysts arise
in Gartner's duct is not
merely circumstantial. A
specimen that came under
my notice in a cow is re-
presented in Fig. 210, in
which the vaginal segment
of the duct expanded to
form two large oval dilata-
tions, each of which was
large enough to accommo-
date a hen's egg.  The J p—
E]J'Eﬂiﬂ'.lEIl iS Pmﬁﬂl"r'ﬂd il’l the Fig. 210.—Anterior portion ar' a cuw‘ vagina,
museum of the Royal College  Tatnivs sagmens of Gartuscs toct
of Surgeons,

In the male, cystic tumours that arise in the vestiges
or remnants of the mesonephros (Wolfian body) and its
tubules are of two kinds: (1) Encysted hydrocele of the
testicle, and (2) general cystic disease of the testicle.

Encysted Hydrocele of the Testicle—In addition to
eysts arising in connection with the funicular pouch and its
sub-divisions described in chap. xlv., there is another class
termed “ encysted hydroceles of the testicle.”

In order to appreciate the nature of encysted hydroceles it
will be necessary to consider a few points connected with the
development of the testicle. This gland is very complex, for its

Gartner's duet.
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ducts, the vasa efferentia, epididymis, and vas deferens, were
originally the excretory ducts of the mesonephros (Wolffian
body). A study of the evolution of the male secretory organ
of vertebrates indicates clearly enough that the ducts have
undergone a change of function, and their relation to the
testicle is secondary. An examination of the embryonic testis
shows that remnants of the mesonephros persist among the

../'. ; _,h\ ; Paradidymis,

/I:"-'“‘ s

Bl Kobelt's tubes.

o |

Fig. 211.—Diagram to show the relation of the mesonephros and its ducts to the
adnlt testicle.

ducts, and only a few of the Wolflian tubules are utilised by
the testicle.

The relation of the various embryonie structures to each
other is shown somewhat diagrammatically in Fig. 211. In the
adult testis it will be readily seen that a few of the Wolffian
tubules become the vasa efferentia, the remainder usually
atrophy ; but in many individuals one, two, or more persist,
usually as pedunculated cysts of small size at the top of the
testicle,

The shrunken remains of the mesonephros (Wolffian body)
sometimes persist as a collection of cmeal tubes furnished
with epithelium, lying among the vasa efferentia, between the
epididymis and the testis, and often extending a little distance
into the tissues of the cord. These remnants are known as
the paradidymis. Thus in the male the mesonephros is
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represented by the paradidymis, its tubules by the wvasa
efferentia and Kobelt's tubes, and its duct by the epididymis
and vas deferens.

The cysts to which the term encysted hydrocele of the
testicle should be applied arise sometimes in the vasa efferentia
of the testis and sometimes in Kobelt's tubes, and it 1s a

8 3

1)

Fig. 212.—Hydrocele of the tunica vaginalis, and an encysted hydroecle associated
with the same testis, (Musewm, Middleser Hospital.)

curious fact that these cysts arise in those structures which
in the female give rise to parovarian cysts. As encysted
hydroceles in the male and parovarian cysts in the female
arise in homologous organs, these eysts are morphologically
homologous. The anatomical characters of encysted hydrocele
must now be considered.

These cysts are always closely associated with the testis,
but lie outside its tunica vaginalis, but they may project into
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the cavity of this sac. Oceasionally a hydrocele of the
tunica vaginalis is associated with an encysted hydrocele.
(Fig 212.)

When an encysted hydrocele is very large it may so over-
lap the testis that it is difficult to differentiate between it and
a hydrocele of the tunica vaginalis, until actual dissection in
the course of an operation shows that the eyst is independent
of the tunica vaginalis,

The lining epithelium of these eysts may be of the stratified,
cubical, colummar, or even of the ciliated variety ; they contain
fluid, which may be clear, or white like milk, due to the
presence of fat; sometimes it contains spermatozoa. It may
be blood-stained. In size these cysts vary greatly. As a rule,
they do not exceed the dimensions of an egg, and often are
much smaller ; exceptionally, one of them may exceed a fist
in size.

An encysted lydrocele must not be confounded with a
cyst arising in an wnobliteraled funiculur process.

In addition to the sessile form of encysted hydrocele of
the testis, there is a pedunculated variety which is usually
described as a supernumerary hydatid of Morgagni. These
cysts rarely exceed a cherry in size and arise in Kobelt's
tubules. As a rule, only one cyst is present, but two or
three are not uncommon. Sometimes they will, like the
hydatid of Morgagni, project into the cavity of the tunica
vaginalis.

Our knowledge of the different species of hydrocele has
become more definite since surgeons have followed the
practice of dissecting out these cysts rather than trusting to
the uncertain method, formerly so much in vogue, of injecting
them with irritative and corrosive solutions.

Adenomata (General Cystic Disease) of the Testis.—The
tumours of the testis that will be deseribed under this
heading are those to which Astley Cooper* gave the name of
“hydatid disease.” They were made the subject of careful
study by Curlingt who designated the condition, « general
cystic disease of the testis.”

The morphology of these tumours has been investigated

* ¢ Diseases of the Testis, 1830.”
+ Med.-Chir, Trans., vol. xxxvi, 449,
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Treatment.—The most satisfactory method of dealing
with  paroiphoritic and parovarian cysts is prompt removal.
Parovarian cysts are the simplest and most satistactory cysts
with which surgeons have to deal; they rarely contract
adhesion and are almost always umlﬂcular

Paroophoritic cysts stand in striking contrast fo those
which arise in the parovarium, for they burrow deeply beneath

The secreting tissue of the testis

LR

The tumour.

Fig. 213. —Testicular adenoma, (Museum, St Mary's Hospital,)

the pelvic peritoneum and give rise to great diffienlty in
consequence of the close prﬂmnntv of such structures as the
ureter, iliac arteries and veins, and the inferior vena cava.
When small they are sometimes removed as easily as
parovarian cysts, but when large, and they have burrowed
deeply, the process of enucleation is both difficult and
dangerous. The presence of an abundant erop of warts, or
hydroperitoneum should not deter the surgeon from removing
a paroiphoritic eyst, as the exudation of fluid will cease and
the warts disappear when the cyst is removed.

Cysts in the vagina due to vestiges of Gartner’s duct
should be completely dissected out. When the cyst is large
the surgeon must be prepared for a delicate and decp dis-
section that may lead him very close to the bladder in front,
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the ureter at the side, the rectum behind and the peritoneum
above. It is absolutely necessary to dissect out the whole of
the cyst. Measures short of this are useless.

The most satisfactory method of treating encysted hydro-
cele of the testis is to expose the eyst through an incision in
the serotum, tap the eyst, and then enucleate its walls, taking
care not to damage the testis or the vas deferens. The cavity
is then drained and allowed to close by granulations,

Such procedures as tapping and the injection of irritating
fluid are troublesome, inconvenient, and often end in dis-
appointment. The method of incising the cyst and stitching
its edges to the skin and allowing the sac to granulate is
practised by a few surgeons: it is slow and unsatisfactory
when compared with radical extirpation of the sac.

There are no signs that enable a surgeon to diagnose
with certainty a testicular adenoma: it has been confounded
with hsematocele, tubercular disease, and sarcoma. The
appropriate treatment is castration.

Cysts of Muller’s Duects.—In many vertebrata the eggs, after their
escape from the ovary, are conveyed to the exterior by means of a museular
eonduit known as the oviduet. The general disposition of these duets, for
there are usually two, may be gathered from an examination of a female
frog or toad. The ducts extend from the cloaca posteriorly to the roots of
the lungs anteriorly; they are supported on the dorsal wall of the abdomen
by means of a delicate fold of peritoneum, and each duet communicates
with the peritoneal cavity by a dilated orifice known as the infundibulum.
In the breeding season the ducts become greatly enlarged and eonveluted,
resembling eoils of small intestine.

Normally, oviduets are present in the female only, It is, however,
remarkable that the embryos of those forms in which the sexes are distinet
in the adalt condition, have the rudiments of the sexual organs peculiar to
the male and female ; they are hermaphrodite. As development continues
one set of organs usually attains a funetional eondition; the other atrophies
more or less completely.

The distinguishing features of the internal sexunal organs of a female
frog are two ovaries and two oviducts, In the male the oviduets are
usnally absent. It is, however, an interesting fact that in many male
frogs the oviduets may be detected as thin, delicate threads ascending in
the peritonenm from the structures called vesieula seminales to the roots of
the lungs. Sometimes the duets are of large size, almost equal to the
oviduets in the female. Persistent Miillerian duoets are more eommon in
male toads than in frogs. Often they are associated with the malforma-
tion of the genital gland known as an ovo-testis; but they are faicly
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it is called a congenital hydrocele. Frequently the tunica
vaginalis is formed as usual, but the portion intervening
between it and the internal abdominal ring persists, and may
become distended with fluid. This is known as funicular
hydrocele ; it is often called encysted hydrocele of the cord.

Hydrocele of the Tunica Vaginalis appears in two forms,
acute and chronic. Acute hydrocele is due to inflammatory
effusion into the sac,
either as the result
of injury or second-
ary to acute orchitis,
This is the rarer
form and, as a rule,
the fluid is absorbed
and the parts return
to their normal con-
dition as the inflam-
matory trouble that
caused it subsides.
Exceptionally, a hy-
drocele appearing in
this way persists.

The common
form of hydrocele is
a passive effusion
into the tunica vagi-
nalis,usually appear-
ing about the middle
period of life, and in
most cases without any exciting cause, either local or consti-
tutional. It is very common in men who have lived in the
tropics. This form of hydrocele is not infrequent in infants,
but as a rule, quickly disappears. Hydrocele is met with in
extreme old age, and is occasionally bilateral,

The amount of fluid in hydroceles varies greatly ; in some
1t amounts to one or two ounces, whilst in others it measures
a pint or more. It is related of Gibbon the historian, that
he had a hydrocele which Cline tapped and from which six
quarts of fluid were drawn off. (Erichsen.)

The fluid when withdrawn from a hydrocele is limpid, of a

Covering of
the cord. =———_

—, B

Cremaster musele, =38

Tunica vaginalis, — A

Fig. 214, —Hydrocels of the tanica vaginalis testis.
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straw colour, with a sp. gr. of about 1015. Tt contains a large
amount of albumen and the substance known as fibrinogen.
When allowed to stand after withdrawal it spontaneously
coagulates.

When the fluid is removed by tapping, it usually quick] y
reaccumulates, so that the amount of fluid furnished by a
large hydrocele in the course of a few years is often consider-
able. Even the withdrawal of large quantities of fluid from a
hydrocele at frequent intervals seems to exercise no evil
influence upon the health of the patient.

The presence of a large quantity of fluid in the tunica
vaginalis leads to changes, not only in the membrane itself,
but also in the testicle, for this gland, pressed upon by the
fluid, will in course of time atrophy. In most specimens the
testis is situated in the lower and back part of the sac, as
in Fig. 214. In those cases in which the testis is inverted
the hydrocele projects posteriorly, and the testis lies in front
and at the upper part of the sac.

In addition to atrophy of the testis, the diminution in the
size of its secreting tissue may be masked by great thicken-
ing of its tunica albuginea, a condition termed periorchitis,
which is by no means infrequent in old hydroceles, especially
those which have been repeatedly tapped. This thickening,
or sclerosis, manifested by the immediate covering of the testis
is often seen in the tunica vaginalis throughout its whole
extent, and in some cases this membrane may be as thick and
almost as hard as paste-board. The hardness of these thick
sacs is sometimes increased by calcareous matter. When such
sacs are dissected out they are not unlike a cocoa-nut in shape,
size, and even in consistence. Secondary changes of this kind
may be due to vepeated attacks of inflammation set up
by tapping. A slight degree of inflammation following this
slight operation may be useful, as it may induce adhesion of
the serous surfaces and lead to obliteration of the sac. This,
however, is rarely complete. In some cases bands of adhesions
or broad septa form and produce a loculated cyst. In other
cases suppuration ensues which may lead to serious con-
sequences. Oceasionally, loose bodies are found in the sac
of the tunica vaginalis, often associated with, but sometimes
mdependent of, hydroceles. Some are no larger than the
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head of a pin; others attain the dimensions of a cherry. The
larger examples consist of dense structureless laminge.

The variety known as Congenital Hydrocele is due to the
persistence of the funicular pouch throughout its whole
extent. In this form we meet with two econditions—viz., the
sa¢c may retain its connection with the general peritoneal
cavity, or it may be oecluded at the internal abdominal ring.
When the orifice of the sac is not occluded, the fluid that
accumulates in the sac gravitates into it from the peritoneal
cavity during the day ; but during the night, when the body
has been in a recumbent position for a prolonged period, the
fluid returns wholly or in part into the abdomen, so that in
the morning the scrotal swelling will be found greatly
diminished, if not entirely gone. As the day goes on the
fluid will slowly reaccumulate in the tunica vaginalis. This
alteration in size of the swelling is characteristic of this
variety of hydrocele; but it is sometimes simulated by, and
mistaken for, inguinal hernia.

When the funicular pouch is shut off at the ingninal canal
and becomes distended with fluid it is diffienlt to distingnish
it, except by dissection, from a hydrocele of the tunica
vaginalis.

Congenital hydrocele 1s most commonly met with in
children, and is very rare after the fifteenth year.

Funicular Hydrocele is another variety frequently referred
to as encysted hydrocele of the cord. 1t is due to effusion
of fluid into that portion of the funicular pouch which inter-
venes between the tunica vaginalis and the internal abdominal
ring, and which, under normal conditions, sufters obliteration.
This form of hydrocele is very frequent in infants, and presents
itself as an ovoid tumour lying between the testis and the
inguinal canal.  Although it possesses very characteristic
features, this variety of hydrocele is frequently confounded
with hernia of the intestines into the funieular pouch,
Funicular hydroeeles oceasionally ocenr in young adults,

It should be borne in mind that an inguinal hernia may
be associated with a hydrocele, and it happens very rarely
that the neck of a hernial sac may become so narrowed that
gut and omentum no longer pass through it. A pouch of
this kind would, if distended with fluid, simulate a hydrocele
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of the tunica vaginalis. In exceptional cases, hydrocele
of a hernial sac accompanies ascites. In several instances
collections of ascitic fluid have been evacnated through
trocars inserted into the sac of an old hernia.

(2) Hydrocele of the Canal of Nuck.—In female faetuses
a diverticulum of the parictal peritonenmn descends into the
inguinal canal, and is in all respects identical with the
funicular pouch in the male, and is known as the canal of
Nuck. Usnally this pouch becomes obliterated, but it is by
no means rare to find it patent in young females. Oceasion-
ally the canal becomes distended with fluid and forms a cyst
occupying the inguinal eanal, and is then termed a hydrocele
of the canal of Nuck.

Treatment of Hydroceles.—The routine practice of treat-
ing hydroceles is to draw oft the fluid by means of a narrow
trocar and cannula. The cyst almost invariably refills, neces-
sitating repeated tapping. To remedy this, varions plans, such
as injecting the sac with tincture of iodine, carbolic acid, and
good port wine, have been employed. Some surgeons incise
the sac and stufi it, permitting the walls to granulate. The
most satisfactory method is to expose the tunica vaginalis and
dissect it away. 1 have practised this radical method on
patients as young as fifteen months and as old as cighty-three
years. Itis the most satisfactory and successful of all methods,
and is safer than the uncertain plan of injecting irritating
fluids into the sac. |

(3) Ovarian Hydrocele.—The ovaries in rats and mice are
contained within a serous sac derived from the peritoneun.
The abdominal ostium of the Fallopian tube communicates
with the ovarian sac; hence when the ova escape from the
ovary they enter the Fallopian tube and gain the uterus with-
out entering the general peritonecal cavity, as is the case with
the human ovum. This serous sac investment of the ovary
reminds us of the tunica vaginalis of the testicle, and like it
the ovarian sae is liable to become distended with serous fluid,
a condition to which I have applied the name ovarian hydro-
cele. Cysts of this kind in rats may attain a large size, and
their general features are well illustrated in Fig. 215, The
Fallopian tube in the rat is coiled up between the cornu of
the uterus and the ovarian sac, but when the sac becomes
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distended it uncoils the tube and stretches it around
the circumference of the cyst; the tubal ostium opens on
the inner wall of the hydrocele, and the adjacent section t::nf
the tube is, as a rule, dilated. The ovary, when the cyst 1
small, projects into the cyst, but in very large hydroceles it
atrophies from pressure. As the ovarian sacisin comimunica-
tion with the uterine cornu it sometimes becomes implicated
in septic conditions
of the uterus, and
the sac is sometimes
found distended with
pus.

No mammal nor-
mally possesses such
a complete ovarian
sac as do rats and
mice, but many have
a pouch that com-
municates with the
general peritoneal
cavity by a small
aperture ; in others

Fig. 215.—0varian hydrocele in a rat.  (Nat, size.) I;he Pﬂ'ﬂﬁh hﬂB a

narrow slit; whilst
in women the ovary, in its virgin condition, lies in a shallow
recess. Notwithstanding the fact that the mouth of the ovarian
pouch is in women very wide, there is good reason to believe
that its edges may unite when the pouch is abnormally deep
and convert it into a closed sac, which subsequently becomes
~ a hydrocele. Ovarian hydroceles occur in the human female
and sometimes attain a large size. They present the following
anatomical features :—

The sac projects from, and is intimately connected with,
the posterior layer of the broad ligament. In small hydro-
celes the ovary projects into the cavity of the cyst, but in
large examples it is atrophied. The Fallopian tube lies on the
crown of the cyst, its outer half is dilated and tortuous; the
ostium opens into the hydrocele by a large circular or ellip-
tical aperture. Ridges of mucous membrane issue from the
interior of the tube and pass on to the walls of the hydrocele
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in a radiating fashion. When the specimens are examined in
a fresh state it is not rare to find the aperture fringed with
tubal fimbrize. The general appearance of a typical ovarian
hydrocele suggests “a retort with a convoluted delivery-tube ”
(Griffith).  In some of the specimens (Fig. 216) there appear

VESTIBUL

Fig. 216.—0varian hydrocele : the interior of the sac is beset with warts.

to be three parts :—(1) The dilated ampulla of the tube, which
opens by its fringed ostium into (2) a vestibule, which opens
into (3) the hydrocele proper. In women the hydrocele
contains, as a rule, serous fluid, but it is easy to understand,
considering its relations with the tube, that if the latter
become septic the hydrocele would become filled with pus.

I have never been able to demonstrate an epithelial in-
vestment on the inner wall of an ovarian hydrocele, but warts
may occur in great number. The ovary may be cystic and
mask the nature of the specimen, and greater obscurity pre-
vails when an ovary, associated with a hydrocele, contains a
dermoid. Besides finding them in rats and women, I have

BB
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one instance a cervical cyst has been associated with maero-
glossia.* Some of these cysts remind me of the large lymph-
spaces beneath the skin of frogs. _ +
Perhaps the most remarkable fact in connection with
them is the tendency they exhibit to shrivel and disappear
they are exceptionally liable to inflame, and several cases have
been recorded in which they have been burst by the children

Fig. 217.—Congenital cervieal eyst extending into the axilla. (After T. Smith.)

falling upon them. Their proneness to spontaneous cure
explains the extreme rarity of these cysts after puberty.
Attempts to cure them by tapping, injections, or setons are
usually attended by grave danger; this is equally true when
the surgeon tries to remove them, as the dissections are
deep and tedious, and complete extirpation is sometimes
impossible.

It has been many times observed that the spontaneous
effacement of these cysts is preceded by a sudden increase in
their size : they become hot, tender, and pass into a state of
infllmmation, and as this subsides the cysts slowly disappear.

* Maguire, Journal of Anatomy and Physiology, vol. xiv. 416,
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Congenital cervical cysts do not always atrophy. Birkett*
has recorded the details of a case in which one of these cysts
was observed in the neck just above the eclavicle soon after
birth ; it gradually increased in size and extended into the
axilla. When the patient was three years of age the cyst was

Fig. 218, = Congenital cervical eyst in o man twenty yvears of age. (Afer Birleft.)

tapped and nine ounces of clear serum were withdrawn.
Severe constitutional symptoms followed this procedure, the
life of the patient being placed in great jeopardy. The child
recovered and in a short time the cyst refilled. Mr. Birkett did
not see this boy again until he was twenty years old. He then
presented himself at Guy’s Hospital with the tumour in the
condition represented in Fig. 218, and as it caused the man

Med.-Chir, Trans., vol. li., p. 185,
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much inconvenience he was anxious to get rid of it.  Attempts
were made to eure the cyst by withdrawing the fluid by
repeated tappings. In the course of seventeen days five
punctures were made, and in all one hundred and eighty-one
onnees of dark-brown serous fluid flowed out: but this treat-
ment made no difference to the tumour, and as it seemed to
aftect the patient profoundly, it was deemed prudent not
to resort to more active mea-
sures, and the man returned
to his home.

It is necessary to point
out that in some of these
cervical cysts, as well as those
which oceur in the axilla—
for eysts of this character are
sometimes met with in the
axilla unassociated with cer-
vical cysts—the walls consist
of tissne so wvascular as to
merit the term nevoid. In
some of the cases that have
been ecarefully observed and
dissected, the tissue sostrongly
resembled erectile tissue that
some writers have considered
that these cysts should
Fig. 819.—Congenital evst of the thorax with IJ!‘.-} IﬂgﬂTdEd o Hiﬂ?i thu‘t

mevoid walls, (dfter Hulehinson.) have u]]derggne c}rstic de-

generation, and some have
even ventured the opinion that they arise in the intercarotid
body, a theory which Luschka regarded as probable. Julius
Arnold * effectually disposed of this conjecture by publishing
details of two cases which he dissected, in which he found in
addition to the cyst an intercarotid body.

It is also necessary to point out that congenital eysts of
this character are met with on the thorax, unassociated
with cervical cysts (Fig. 219). Birkett, in the paper previously
mentioned, has described two cases in which he enucleated

* Virchow's “ Archiv,” bd. xxxiii., s. 209.
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Submaxillary and sublingnal ranule occasionally follow

amputation of the tongue, due, no doubt, to injury of the
duct or its implication in cicatricial tissue.

Much needless discussion has taken place in regard to
the sources of ranule, because the various writers seem to
forget that, in addition to salivary glands, there are mucous
glands, and one of variable size near the tip of the tongue
known as Nuhn’s gland. Any of these may dilate into a
cyst. Still further to complicate the diagnosis, dermoid cysts
not infrequently arise in the floor of the mouth near the
frenum of the tongue or deeply in its substance (see page
308). It has also been urged as an objection to the view
that ranule arise in the ducts of the salivary glands, that
the fluid they contain is not always saliva. This is very weak
argument. Many hydronephrotic cysts contain fiuid which
it would be difficult to regard as urine, and an obstruected
gall bladder is sometimes filled with fluid that does not possess
a single attribute of bile. So a cyst arising in connection with
a salivary gland will sometimes contain fluid that fails to
furnish the characteristic reactions of saliva,

Treatment.—The method of treating a ranula consists in
exeising a portion of the wall of the sac, evacuating the
contents, stuffing the cyst, and allowing it to granulate. It is,
however, much more satisfactory to dissect out the whole of
the cyst. This is an insurance against its return, and, as
surgical wounds of the mouth heal rapidly, recovery after
complete extirpation of the cyst is quicker and more complete
than when the sac is left to obliterate by granulation.

Pancreatic Cysts.—It has long been known that the duet
of the pancreas is liable to become dilated, and as the con-
dition is analogous to the distension of the duets of the buceal
salivary glands, dilatation of the panecreatic duet (canal of
Wirsung) is sometimes referred to as a “ pancreatic ranula.”

Virchow recognised two varieties of pancreatic ranula. In
one variety the canal is dilated irregularly throughout its
whole extent, so that it assumes the appearance of a chaplet of
cysts; in the other the duet is dilated immediately behind its
terminal orifice. Such cysts, he writes, may attain the size of
a fist, and are consecutive to cicatricial contractions and com-
pression by tumours. The cysts are not filled simply with
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Pharyngoceles.—In order to appreciate the nature of at
least one form of pharyngeal pouch it will be necessary to
take into consideration an interesting congenital defect to
which the pharynx is liable.

It occasionally happens that children are born with what
is known as an imperforate pharynx, that is, instead of the
pharynx and cesophagus forming a continuous tube, the
pharynx terminates as a cul-
de-sac near the level of the
cricoid cartilage.

In such cases the upper
end of the msophagus termi-
nates by opening into the
trachea through its posterior
wall. The situation of the wso-
phago-tracheal fistula varies
in different specimens ; some-
times it is as high as the third
tracheal semi-ring, or it may
be as low as the bifurcation

of the trachea, and in at least — Aperture by
one case it opened into the aesophiagus

communicates

left bronchus. In most ex- with the trachea,

amples of imperforate pharynx
the wsophagus is connected
with the lower end of the
pharynx by a fibrous band,  Fig 220 —Tuperforate

which indicates that the two g

structures were originally continuous, but that their continuity
has been disturbed by secondary changes. (Fig. 220.)

The constant association of an wsophago-tracheal fistula
and imperforate pharynx indicates some relation between the
two conditions, The explanation which at once suggests
itself 1s, that it may be due to some influence exercised by
the pulmonary diverticulum which leaves that portion of the
embryonic fore-gut ultimately represented by the wmsophagus.*
(See also Imperforate Ileum, page 393.)

* This subject is handled with remarkable acumen by Shattock, Trans.
Path, Soc., vol. xli., p. 87.

cc
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remember that the pouch rarvely causes inconvenience until
late in life. Thus Ludlow's* patient was sixty; Worthington’s,
sixty-nine ; Chavasse's,t forty-nine ; and Butlin’s,} forty-seven.
It is necessary to point out that a pharyngocele of the
character represented in Fig. 222 arises in a different manner
to that depicted in Fig. 155; the latter is probably due to a
persistent branchial cleft. It is also quite certain that any
attempt to dissect out a lateral
sac of this kind would require
more skill than such a pouch as
that shown in Fig. 222,

Treatment.— Pharyngoceles
are likely to be much more care-
tully studied in the future than
they have been in the past, for
the condition has on more than
one occasion been correctly diag-
nosed, and the pouch removed
through an ineision in the neck,
and its slit-like orifice of com-
munication with the pharynx
occluded by sutures, a mancuvre
that has been followed with
complete success in the hands of
Bergmann§ and Butlin.

(Esophageal Diverticula.—
Hernial protrusions of the mu-
cous membrane of the esopha-  Fig. 222 —Pharyngeal diverticulum.
gus through the muscular coat
are not common. They vary greatly in size. Some are no
larger than cherries, others may attain the size of a closed
fist. Diverticula arise in any part of the wsophagus : nothing
1s known as to their cause.

Tracheal Diverticula.—These are small hernial protru-
sions of the mucous membrane of the trachea; they are
uncommon and invariably occur near the junciion of the

* & Medical Observations and Inquiries,” 1767, vol. iii., p. 83, pl. v.
+ Trans. Path. Soc., xlii. 82,

1 Med. -Chir. T'rans., vol. 1xxvi,

§ Langenbeck’s * Archiv,” bd. xliii., e. 1.
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trachealis muscle with the cornua of the semi-rings of t,ltEe
trachea. Rokitansky regarded them as dependent on chrunm_
catarrh of the trachea. Gruber, on the other hand, was ot
opinion that they are retention cysts of the glands in the
tracheal mucous membrane; they are of little clinical interest.

Adventitions
sEpLuL.

Trachenl
opening. |

Wall of pouch.

Fig. 223.— Tracheal opening and ponch of an emm.  The pouch is eut so as to expose its
interior, The surrounding feathers are cut short,  (Afer Murie.)

The Tracheal Diverticulum of the Emu.—The emn (Dromeus
nove-hollandie) is normally provided with a tracheal divertieulum of great
interest, In this bird there is a natural defect in the front of the trachea,
at a spot varying between the fiftieth and sixty-fifth ring. The deficiency
may involve six or more rings. In the emn chiek the defeet is scarcely
notieeable, and the extremities of the rings are almost in contact. As the
bird grows the tracheal mmueous membrane becomes slowly herniated
throngh the opening nntil it forms a huge sae between the skin of the neck
and the trachea. The eyst-wall is composed of conneetive tissue with
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them were of the shape and size of apple-pips, and like pips,
had small stalks or tails.

Ganglion.—A ganglion is a cyst formed by the hernial
protrusion of the synovial lining of a tendon sheath. There
are two species—simple and compound.

A simple ganglion is seen in its most typical condition on
the back of the carpus, where it forms a rounded, sessile,
elastic swelling which becomes tense when the wrist is flexed,
and partially, or wholly, disappears when the wrist is extended.
Many of these swellings, which are entered in clinical records
as ganglions (or ganglia), are not all connected with tendon
sheaths. I have satisfied myself by careful dissections that
many of them are diverticula from the carpal joints, and in
some instances they arise from the inferior radio-ulnar joint.
During life it is difticult to distinguish between a hernia of the
sheath of a tendon or a diverticulum from a carpal joint. As
in the case of the larger joints, synovial eysts arising from the
carpus are oceasionally associated with tubercular arthritis.

Ganglia are sometimes met with on the fingers in connec-
tion with the sheaths of the long flexors, and on the dorsum of
the foot, as well as on the outer side of the ankle, in relation
with the tendons of the peroneus longus and brevis. The
luid in a simple ganglion is clear, transparent and viscid, and
resembles apple jelly.

The compound ganglion is a much more serious condition.
It oceurs mainly in connection with the flexor and extensor
tendons at the wrist; it also occurs occasionally on the tendons
of the peronei muscles, where they lie in relation with the
calcaneum.

A compound ganglion at the wrist assumes an irregular
shape and extends for a variable distance up the forearm ; it
also sends a prolongation under the annular ligament to appear
in the palm, when it arises in connection with the flexor
tendons: a similar extension under the pﬂstﬁ!‘lﬂr annular
Iwaments is usually noticed when a ganglion is connected
with the extensor tendons. A compound ganglion is usually
soft and elastic, and imparts a crepitant sensation to the
examining fingers when the tendons are set in action. This
crepitant sensation is due to the presence in the ganglion
of small bodies familiarly known as melon-seed bodies from
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CHAPTER XLIX
NEURAL CYSTS.

Uxper this heading it is proposed to consider a number of
conditions, some of which, like hydrocephalus and one variety
of spina bifida, should be described in the genus, tubulo-cysts,

Fig. 285, —Hydrocephalic skull, from an infaont., [ Miseum, Middleser Hospital.)

Other varieties of spina bifida should be discussed with diver-
tieula. On the whole it is more convenient to consider them
collectively as a genus—neural cysts.

Hydrocephalus.—This term is applied to the head when
abnormally enlarged in consequence of excessive accumulation
of fluid in the ventricles of the brain. By far the larger
majority of cases are congenital, or commence in the early
months of infancy. Oceasionally it will arise at a later period
of life, when the fontanelles are obliterated ; expansion of the
skull is then unpnsmble Hydrocephalus very frequently
accoinpanies spina bifida. Very many hy drm-oph.ﬂm foetuses
die during delivery, the large size of the head hindering its
suceessful transit through the maternal passages. In some
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cases the head ruptures in consequence of the pressure to
which it is subjected, or is intentionally perforated. In most
cases of hydrocephalus which survive delivery, distension is
only slight at birth. |

The frequency with which hydrocephalus and hydramnios
co-exist would indicate that the association is something more
than mere coincidence. Statistics respecting the frequency of

Fig. 206, —Hydrocephalie skull, showing Wormian bones. (Museum, Middleser Hospital.)

hydrocephalus drawn from living children are untrustworthy,
as pre-natal hydrocephalus is very fatal.

In typical cases of hydrocephalus attention is arrested by
the large size of the cranium and the smallness of the face.
This is due to the slow aceumulation of fluid within the
cerebral ventricles, distending them and causing wide separa-
tion of the cranial bones, whilst the bones of the face vetain
their natural proportions. The two halves of the frontal bone
are separated from each other: the spaces between the parietal
bones, and between these and the occipital, are far wider than
usual. (Fig. 225.) Indeed, the bones of the cranial vault are
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50 SEPM‘&tEd from each other, whilst those of the base retain
their usual juxtaposition, that the bones of a hydrocephalic
skull were compared by Trousseau* to the petals of an
opening flower.

The head may become so large as to attain a circuinference
of a metre, or even a metre and a halt when measured horizon-
tally—that is, from the superciliary ridges to the occiput. The

Fiz. 297.--Bagittal section of a hydrocephalic skull from a child, with the brain n sitn. The
hewml of the arrow is in the fourth and its feathers in the third ventricle. The infun-
dibulin is widely dilated, [ Musenwm, Middleser Hospital,)

bones are excessively thin, and consist of a single table. The
vault presents large membranous spaces irregularly dotted
with ossific deposits. The sutures in relation with the
parietal bones are occupied with Wormian bones: as many as
two hundred have been counted in one skull. (Fig. 226.) 1In
hydrocephalies who attain adult life the skull may become
completely covered in with bone,

* Clinigne Medieale, tom, ii., p. 321,
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The brain presents great changes. The lateral ventricles
are widely distended, and the erura cerebri, corpora striata,
optic thalami, and other structures in the base of the brain
are flattened. The cerebral hemispheres form thin boundaries
to the ventricles, often less than 10 mm. in thickness; the
convolutions become obliterated. In nearly all the specimens
the distension is limited to the lateral and third ventricles:
occasionally the fourth ventricle is also distended. (Fig. 227.)
In some specimens each lateral ventricle has been known to
attain a length of 20 em. and to communicate with its fellow
through an opening the size of an orange.

When the ventricles are very distended and the skull
is proportionally thin, a wave of fluctuation may be transmitted
from side to side. In exceptional cases the head is trans-
lucent. -

In an account of hydrocephalus it is difficult to avoid
reference to the classical case of James Cardinal, especially
as a cast of his head is to be found in many pathological
museums. (Fig. 228))

James Cardinal died at the age of twenty-nine years in
Guy’s Hospital under the care of Sir Astley Cooper, in 1824,
He was born at Coggeshall, Essex, in 1795. At birth his
head was very little larger than natural. A fortnight later
it began to increase, and gradually grew until he was five
vears old ; it then appeared to remain stationary. He was
unable to walk until six years of age, but went to school and
learned to read and write. His head was at this period
translucent when placed between the eye of the observer and
a bright light. Cardinal continued in tolerable health until
twenty-three years of age, when he began to have fits, for
which he applied to the hospital. His manners were childish,
otherwise his mental faculties were well developed. Death
eventually supervened from lung disease,

When the head was examined the brain was found lying
at the base of the skull. Between the membranes there were
seven pints of fluid. The ventricles contained one pint. It
appeared as if the fluid had originally been contained within
the ventricles, but had burst through an opening on the
corpus callosum and compressed the brain downwards. The
cranium measured 825 em. (33") in eircmnference, and had a
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Fig. 229 the head of a lion-whelp is shown in sagittal section.
The ossified tentorium is abnormally thick in consequence of
rickety changes. This had depressed the vermiform process
of the cerebellum and obstructed the Sylvian aqueduet, lead-
ing to distension of the lateral and third ventricles and the
infundibulum. -

The great difficulty encountered in investigating the
pathology of this condition arises from the soft and ditHuent
nature of the brain of hydrocephalic feetuses, especially when
stillborn. It should also be remembered that many grave

Thickened tentorinm.

1
Dilated infundibualim.

Fig. 220.—Head of a lion's whelp in seetion, showing great dilatation of the cerelral ventricles
due to obstruction of the interventrieular passages by a thickened (rickety) tentorinm,

malformations of the limbs and viscera are often associated
with hydrocephalus, and it is well to bear in mind the fre-
quency with which it i1s accompanied by hydramnios.
Hydrocele of the Fourth Ventricle.—Leading from each
lateral angle of the fourth cerebral ventricle there is a tubular
process encircled by a duplicature of the ligula termed the
cornucopia. These passages or lateral recesses are traversed
by the choroid plexuses of the fourth ventricle, and the re-
cesses themselves open into the subarachnoid space at the
base of the flocenlus, close beside the root filaments of the
tacial, anditory, glosso-pharyngeal and vagus nerves. These
passages establish free communication between the fourth
ventricle and the general subarachnoid space. When one ot
these processes becomes oceluded, the recess will dilate and
form what Virchow® terms hydrocele of the fourth ventricle.

® ¢ Die Krankhaften Geschwiilste,” bd, i, 183,
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This pathologist has figured a specimen that had attained
the size of a cherry-stone and pressed upon the flocculus and
the facial nerve: remnants of the choroid plexus of the fourth
ventricle projected into the cyst. Though the walls of this
cyst were thin, its pressure had caused paralysis of the facial
nerve,

Recklinghausen® bhas described a case in which there was a
hydrocele on each side of the fourth ventricle. The museum
of the Middlesex Hospital contains a specimen described and
figured by Sir Charles Bell, who
also gives a history of the
patient.  Attached to the in-
terior surface of the left pedun- ESN
cle of the cerebellum, close to |
its junction with the pons, is a ‘J
cyst the size of a pigeon’s ega;
it was filled with fluid the colour
of urine. The fifth nerve, at- A
tenunated and flattened, appears ﬁ
to issue from the tumour, and
can be traced along its walls up & ™ i S Clrrtes Batty
to within 1 cm. of its origin
The seventh and eizhth nerves are lost in the tumour from
within 5 mm. of their origin as far as the internal auditory
meatus. (Fig. 230.)

For tumours occurring in relation with the cornucopia,
which might be confounded with “hydrocele of the fourth
ventriele,” the student shounld refer to the chapter on
Psammomata,

Cranial Meningocele.—This term is applied to a hernial
protrusion of the meninges of the brain through an unossified
portion of the skull. When the protrusion consists of brain
matter as well as membranes it is deseribed as a meningo-
encephalocele.

Meningoceles, using the term in its general sense, oceur
in definite regions. The commonest of all situations is the
oceiput ; in about two-thirds of the cases the tumour projects
in this part of the skull. Next in frequency to their appearance

Cyat,

2 Yirchow'a * Archiv,” bd. xxx., 8. 37i4.



452 PSEUDO-CYSTS.

at the oeciput, meningoceles appear at the root of the nose.
In other regions of the skull they are excessively rare. It is
usually stated that they may appear at the anterior fontanelle,
but eritical examination of the descriptions of suspected cases
makes it probable that many of the supposed meningoceles
were dermoids, and this was demonstrated in the cases
deseribed by Giraldes and Arnott and referred to at page 301.

Oceipital meningoceles appear, during life, to protrude
through the foramen magnum ; when the parts are dissected
the pedicle will be found to make its way through a gap in

Flocenlns.
Fig, 231.— Oecipital meningo-encephaloeele.  (Wwsenm, Aiddieser Hospital.)

the supra-occipital between the posterior margin of the fora-
men magnum and the ocecipital protuberance. This space
during early embryonie life is occupied by a fontanelle*

When the meningocele is examined it will be found to be
covered externally by skin, and usually lined internally by
tissue directly continuous with the ependyma of the ventricles.
This is shown in Fig. 231.  In this specimen the cyst was as
large as the child’s head ; the cerebral matter projecting into
it represented the ecorpora quadrigemina, whilst choroid
plexuses floated in the fluid of the eyst. The cyst itself
probably represented a dilated fourth ventricle. There was no
cerebellum, but the floceulus was large and conspicuous.

The relation of the flocculus in cases of oceipital meningo-
cele is of importance,  On reading the deseriptions of reported
cases of this malformation the cerebellum, if referred to, is
described as rudimentary or absent. As a matter of faet, in

* Med,-Chir, Trans,, vol. Ixvii.,, p. 167.
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character of a cephalheematoma is the great length of time
the blood will remain fluid within it.

The most remarkable cephalh@matoma that has come
under my notice occurred in a monkey (Cebus monachus).
When deposited in the Zoological Gardens this monkey had
on its head a large ronnded tumonr (Fig. 233), which was soft

Fig. 233, =Monkey (Celas monachus) with a huge cephalh@matoma.

and fluctuating at the top, where a feeble pulsation was per-
ceptible. IlmL portion of the tumour near the skull was
extremely hard and felt like bone. The monkey was in
excellent health and seemed in no way encumbered by its
burden. It continued in this way many weeks: the tumour
did not inerease in size, but the hs lrnlemwr of its walls became
more extensive. Some months later tlw monkey fell ill, and
as it seemed in great suffering I killed it ln. means of
chloroform. The tumour when dissected was found to be an
old cephalhwmatoma with extensive ossification of its walls
(Fig. 234) ; the erater-like ayrangement of bone on the top of the
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umbilicus marking the central canal of the cord. At the
edge of the cyst where its walls become continuous with the
skin the margin is slightly raised, and immediately beyond
this the skin, even in the new-born, may present a ecircle
of long hairs,

Meningo-myeloceles are often associated with hydro-
cephalus and, in a large proportion of cases, with double

Sac of the N
meningocele,

Fig. 238 —8yringo-myelocele and meningorele in longitudinal section ; from the cervieal region.
(After Clutton.)

talipes equino-varus, and other severe deformities of the lower
limbs,

On transverse section of a meningo-myelocele the cord is
found flattened on the posterior wall of the eyst like a strap,
whilst the nerves reach their respective foramina by dirvectly
traversing the cavity of the eyst. (Fig. 239.)

That the strap-like band of nerve tissue on the posterior
wall of the sac is the flattened spinal cord was demonstrated
by Shattock.* He cut sections of this part of the eyst and
detected the central canal. (Fig. 240.)

4. The cord is normal, but there is a local herniu of the
nenmbranes —MENINGOCELE. '

Protrusion of the membranes unaccompanied by the cord
18 by no means common in spina bifida. Although it has

* Trans, Clin. Soe., vol. xviii., Spina Bifida Report.
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been met with in the cervical region of the spine, it most
trequently affects the lumbo-sacral region, or may be entirely
confined to the sacral portion of the spine. Some writers on
this malformation believe that the hernial protrusion may
make its way between the arches of two vertebri instead of
between the lamine of a single vertebra. It is a fact that the
sac of a meningocele sometimes emerges through a very
narrow orifice, and in a few instances this causes the cyst
to become more or less pedunculated, and may lead to
occlusion of the aperture by which the dural space and the
eyst communicate and thus isolate
the cyst.

Virchow* investigated a remark-
able specimen illustrating this process.
The patient was a negro child born
with a large tumour pendulous from
its buttock. (Fig. 241.) The tumour
was removed in Central Africa and
sent to Virchow, under the impression
that it was a fatty tumour. Dissection
revealed a central space in the tumour B Dinei vl i,
lined with dura mater, which was Ingo-myelocele in trauaverse
covered with fat intermixed with
muscle tissue. The structure and arrangement of the parts
were such as to lead Virchow to the opinion that the tumour
was the sac of a meningocele. (Fig. 242.)

A tumour in many respects similar to this, save that it
occurred in the cervical region of the spine, was removed by
Solly in 1856 from a woman twenty-seven years of age. The
description of the case is accompanied by an exceedingly
interesting clinical history.+ Protrusions of dura mater un-
accompanied by cord or nerves (meningoceles) are more com-
mon in the sacral region than elsewhere. In some instances
the membranes emerge through the deficiency (hiatus sacralis)
normally present below the third sacral vertebra.

This will perhaps be the most convenient place in which
to refer to an abnormal disposition of the cord which 1 have
met with In association with spina bifida. It is well known

® ¢ Archiv,” bd. c. 571.
+ Med. Chir, Trans,, vol. x1., p. 12.
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that in the early embryo the cord extends the whole length of
the vertebral column, but at birth the apex of the medullary
cone is on a level with the upper border of the second lumbar
vertebra, [ have placed in the museum of the Middlesex
Hospital a spine with a large meningocele in the sacral
region ; the cord runs the whole length of the neural canal
and terminates at the tip of the sacrum. - The specimen was
obtained from a child three months old.

5. The cord and its membranes are normally formed, but
the arehes of one or more vertebra are defective, but theve is
no protrusion of the membranes or cord ;—MASKED SPINA
BIFIDA (spina bifida occulta).

This defect, as it is unaccompanied by a eyst, is very apt to

Figz. E-Iﬂ,—?-liemscnriml appearances of the nerve tissue from the wall of & meningo-
myelocele showing the eentral canal.  (After Shattock.)

be overlooked. An interesting feature usually associated with
this condition is an abnormal growth of hair in the loins.
Hair fields of this deseription may be localised to the loin, as
in the original case deseribed by Virchow* (Fig. 243), and the
hair may form a long tuft, as in Fig. 244. In exceptional
cases an abnormal growth of hair may extend from the loins
over the buttocks and for a considerable distance down the
thighs.

The two varieties observed in the distribution of hair
in these cases are well illustrated by the arrangement
adopted by artists and sculptors in their representations of
fauns and the goat-footed satyrs or mgipans. (Fig. 245.)

* & Zoitschr, fiir Ethnologie,” 1873, bd. vii. 280, taf. xvii., fig. 2.
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Many cases of spina bifida are accompanied by an
excessive development of hair in the loin in addition
to the “masked ” species. Attention has already been drawn
to the fact that a cirelet of hairs is often observed on the

Fig. 241.—African child with a peduncnlated tomoor (an oecluded spinn bifida sac)
attached to its buttoek. (Afer Firchow,)

skin immediately bordering the sac of a meningo-myelocele,
even in new-born babes,

This excessive development of hair associated with defec-
tive closure of the neural arches is interesting when studied
in connection with the luxuriant growth of feathers on the
heads of Polish fowls, for in many of these birds there is
defective ossification of the bones of the ecranial vault. An
mmportant condition often associated with spina bifida ocenlta
is perforating ulcer of the foot. Indeed this association is
now so well recognised that in every case of perforating uleer
of the foot, occurring in young patients, it is the duty of

EE
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In adults, when the sac has become pedunculated and
the connection with the subdural space occluded, it may
be removed successfully, as is well illustrated in Solly’s
classical case (page 463).

All reported cases of the successful removal of the sae of a
apina bifida from adults should be carefully studied, because
in some instances they may have been dermoids. Meningo-
celes sometimes simulate fatty tumours (see page 15).

The treatment which gives best results is that introduced

Fig. 246, —Half-vertelra, (Affer Shattock.)

by Morton of injecting into the sac a small quantity (one to
two drachms) of iodo-glycerine solution. This consists of
iodine, ten grains; iodide of potassinm, thirty grains; dis-
solved in an ounce of glycerine. This method employed on
suitable cases has been followed by a large measure of success
Suitable cases are those in which the sac is small and has a
thick wall (especially if the sac be completely covered with
skin) and there is an absence of hydrocephalus. The best
time to begin this treatment in favourable cases is two months
after birth. It must be borne in mind that hydrocephalus may
supervene after the sac has been shrivelled by the injections,
However, in spite of numerous failures and subsequent
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«h

which imposes little restraint upon its growth, it may attain
enormous proportions—e.g., hydatid cysts of the liver have
been known to acquire a capacity of sixteen pints,

In many hydatids, daughter-cysts are formed from brood-
capsules and probably from scolices. Cysts containing large
numbers of these translucent thin-walled vesicles are known
as echinococcus-colonies. (Fig. 247.)

Occasionally hydatids even of large size do not contain
vesicles or brood-capsules ; such are said to be sterile. The
walls of sterile hydatids exhibit the characteristic lamination,

Kilney.

Bl -
capsules,

Vesicles.

@ Urcter,

Mother.yst, Fibrous-capsule,
Fig. M47.—Echinococens-colony in the kidney. (Musewm, Middleser Hospital.)

and this enables the nature of the cyst to be recognised in
otherwise doubtful cases,

There is an exceptional mode in which hydatids manifest
themselves known as multilocular hydatids (Eechinococeus
maultilocularis, Virchow). In this condition the vesicles are
of small size, but oceur in great number, and are not contained
in a mother-cyst. The vesicles in such ecases rarely exceed
a pea in size, but the majority are much smailer ; very many
are no larger than millet- or rape-seed. This variety oceurs
most frequently in the shafts of long bones. (Fig. 248.) They
have also been observed in the spinal canal.
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The multilocular hydatid also occurs in the liver as a
firm tumour, which on section presents trabeculee of dense
fibrous tissue, which eauses it to assume an alveolar appearance.

)
Fig. 24%,— Multiloenlar
hyvidatids of the shaf

ofthe humarus, (AJT;P
Graham.)

The alveoli contain a gelatinous substance
in which the shrunken vesicles are em-
bedded.

Most of these minute vesicles are sterile,
but here and there a few hooklets ecan with
patience be demonstrated. Virchow® was
the first to demonstrate the hydatid nature
of such tumours in the liver: previously
they had been deseribed as colloid cancer.
In very rare instances contracted and
shrunken vesicles, embedded in gelatinous
material and surrounded by a distinet
cyst, have been observed in the livert
No satisfactory explanation has yet been
advanced to account for this curious varia-
tion in the development of hydatids.

The usnal mode of termination of a
hydatid is to cease to grow; it then dies,
shrivels up, and calcifies, assuming a friable
appearance like old mortar.

When the cyst continues to grow its
tendency is to rupture; the great tension
exerted by the accumulating fluid, and espe-
cially the formation of daughter-cysts, induces
neerosis of portions of the eyst-wall,

When hydatids are contiguous to hollow
viseera, such as the intestine, stomach,
trachea, and the like, the cyst is apt to
come into contact with them, and the
mutual pressure leads to absorption of the
intervening tissue, and allows of the trans-
mission of gas, air, or the osmosis of fluids

which kill the parasite, and the entrance of septic organisms
establishes suppuration,

* Terh. . Phys. Med, Ges. su Wurzbirg, 1856, bd. vi. 84, (Sce also Aust. Med,
Jowrnal, 1884, p. 171.)
+ Sheild, Med.-Chir. Trans., vol. lxxv. 175,
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The relative frequency of hydatids in the liver, the large
size they attain in this organ, and the risk they oceasion to
life have caused them to be very attentively studied.

When the cyst ruptures spontaneously it may take various
directions. Thus it may burst into the pleura and give
vise to fatal pleurisy. Should the lung be adherent to the
diaphragm, the eyst may open into it and the contents be
discharged through the bronchial tubes and trachea. Under
these conditions gangrene of the lung may follow the rupture,

In a few instances the cyst has burst into the pericardium.
Such an accident is rapidly fatal, as the inundation ot the

Fig. 240, —Multitude urtmim_tt-- hrrlntird:: on the Feahrfu peritonenm, probably secondary to the
apping of a eyst in the liver. (A4jfer Groaham.)

perieardial cavity by fluid and vesicles embarrasses the heart.

In some cases death has followed from pericarditis.

Rupture of a large eyst into the peritoneal cavity leads to
serious consequences, but when the eyst is small it may lead
to general infection of the peritonenm (Fig. 249). In a case
under my care there was reason to believe that a hepatic cyst
had ruptured into the lesser bag of the peritoneum, for the
whole of the small omentum was thickly beset with small
hydatids, Graham records a similar observation. The cyst
has been known to rupture into the stomach, the vesicles
being afterwards vomited ; and in a few cases they perforated
into the intestine, the contents of the cyst being discharged
by the anus.

Among the rarer directions, hydatids have been known to
rupture into the biliary passages, and the obstruction caused


















PLATE IX. Lower two-thirds of a Femur, with the upper fourths of the
Tibia and Fibula. The remnants of the Femur and Tibia are fenestrated
osseous shells, in consequence of the pressure exercised by muitilocular
hydatids which began in the Femur, invaded the kneée-joint and involved
the Tibia. There is a sequestrum in the Femur measuring 7T'6 cm. by
4 cm. Carline's case. (Musewm, Hoyal College of Surgeons) & nat. size.
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PREFACE TO TREVES' MANUAL OF OPERATIVE
SURGERY.

THE present work concerns itself solely with the practical aspects
of treatment by operation, with the technical details of operative
surgery, and with such part of the surgeon’s work as comes within the
limits of a handicraft.

For the selection—out of the vast and bewildering collection
provided by the literature of Surgery—of particular methods of
operating I must hold myself answerable. I have selected such
measures as have appeared to me to be the best, and have made
no attempt at encyclopadic completeness.

The majority of the descriptions are founded upon personal
experience in the operating theatre, and upon repeated operations on
the dead. The account of such particular methods as are associated
with the names of individual surgeons I have endeavoured to give
in the actual words of the authors.

In each section I have included details as to the preparation of
the patient and the after-treatment of the case, and have discussed the
comparative merits of the various operations described.

The illustrations have been executed by Mr. Charles Berjeau, to
whose artistic skill and much-tried patience I am greatly indebted.
The majority of them have been made from sketches of my own.
Such as have been derived from other sources are, I hope, fully
acknowledged.

The whole of such leisure as I could obtain during the last
four years has been devoted to the writing of this book, and I have
done my best to render it complete as a Practical Manual of Operative
Surgery ; but I would rather rely upon the reader’s indulgence than
upon these extenuating circumstances when the many shortcomings of
the book have to be judged.

“ The relative merits of different operations are sufficiently and aptly discussed.
g . The anatomy of organs and regions is given with all necessary detail, and, of
course, with accuracy. . . . The majority of the illustrations are new and
original, and they are admirable in design and execution—real helps to the reader.
The feature of all others in this work which sggcuiallgr commends it, and in which it is
in striking contrast to some manuals and text-books, is the pains Mr. Treves has taken
to mention the work of other surgeons under their name. . . . Thisis a special
and very praiseworthy feature of the book, and is the strongest evidence of the care
taken in its preparation.”—ZLancet.
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Clinical Chemistry.

By CHARLES H. RALFE, M.D,, F.R.C.P,,
Physician at the London Hospital,

L
“*The volume deals with a subject of great and increasing importance, which
does not generally receive so much attention from students as it deserves, The text
is concise and lucid, the chemical processes are stated in chemical formule, and
wherever they could aid the reader suitable illustrations have been introduced.”"—
The Lancet,

Human Physiology.

By HENRY POWER, M.B., F.R.C.5,,
Late Examiner in Physiology, Royal College of Surgeons of England.

FourTH EDITION. REVISED AND ENLARGED. 75 64

* The anthor has brought to the elucidation of his subject the knowledge gained
by many years of teaching and examining, and has communicated his thoughts in
easy, clear, and forcible language, so that the work is entirely brought within the
compass of every student. It supplies a want that has long been felt.” — The Lancet.

Materia Medica and
Therapeutics.

By J. MITCHELL BRUCE, M.D.,, F.R.C.P,,

Lecturer on Materia Medica at Charing Cross Medical School, and Physician
fo the Hospital, 7s. 6d.

A full account of the many important drugs contained in the Addendum to the British
Pharmacopecia, recently issued, will be found in the New Edition.

" We welcome its appearance with much pleasure, and feel sure that it will be
received on all sides with that favour which it richly deserves.”—ZBritish Medical
Jowrnal,

Surgical Applied Anatomy.

By FREDERICK TREVES, F.R.C.S.,
Surgeon to, and Lecturer on Anatomy at, the London Hospital,

NEW AND EXTENDED EDITION. 75 64.

"_'I'he author of ‘Surgical Applied Anatomy® is an able writer, and is also an
authority on purf::l}r anatomical questions. There are excellent paragraphs on the
anatomy of certain well-known surgical affections, such as hip-joint diseases, consti-

tuting a feature quite original in a work of this class, yet in no way b i
scope. "—London Medical Recorder. £ y beyond its proper

CASSELL & COMPANY, Liviten, Ludgate Hill, London.
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CLINICAL MANUALS

FOR

Practitioners and Students of Medicine.

Complete Monographs on Special Subjects.

PueLisnEp By CASSELL & COMPANY.

“ A valuable series, which is likely to form,
when completed, perhaps the most important
Encyclopzedia of Medicine and Surgery in the
English language.”—2ZB7itisk Medical Fournal.

The object of this Series is to present to the Practitioner and Student of
Medicine original, concise, and complete monographs on all the prineipal subjects of
Medicine and Surgery, both general and special.

It is hoped that the Series will enable the Practitioner to keep abreast with the
rapid advances at present being made in medical knowledge, and that it will supple-
ment for the Student the comparatively scanty information on special subjects con-
tained in the general text-books.

On Gall-Stones and their
Treatment

By A. W. MAYO ROBSON, F.R.C.S.,

Professor of Surgery in the Yorkshire College of the Victoria University ;
Hon. Surgeon lo the General Infirmary at Leeds; Hon. Consulting
Surgeon to the Batley Hospital,; Late Lecturer on Practical Surgery and
Demonstrator of Operative Surgery in the Leeds School of Medicine, &c.

Illustrated with Twelve Separate Plates. Extra feap. 8vo, 320 pages,
cloth gilt, 8s. 6d. 3 ook

“There can be no question that this book well repays perusal, and will be the
work to which all practitioners and students will turn for information on the surgery
of the gall bladder." —Provineial Medical Journal.

CASSELL & COMPANY, LimiTED, Ludgate Hill, London.
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Diseases of the Breast.
By THOMAS BRYANT, F.R.C.S,
Surgeon to, and Lecturer on Surgery at, Guy's Hospital.
With 8 Chromo Flates. 9s.

““Mr. Bryant is so well known, both as an author and a surgeon, that we are
absolved from the necessity of speaking fully or critically of his work.” — Tie Lancet.

Syphilis.

By JONATHAN HUTCHINSON, F.R.S., F.R.C.8,,
Consulting Surgeon to the London Hospital and to the KRoyal London
Ophthalmic Hospital.

Sixth Thousand. With 8 Chromo Plates. :

** A valuable addition to the series of Clinical Manuals of its publishers, by an
expert and accomplished writer, moderate in tone, judicious in spirit, and yet express-
ing the decided convictions of one whose experience entitles him to speak with
authority. The student, no matter what may be his age, will find in this compact
treatise a valuable presentation of a vastly important subject. 'We know of no better
or more comprehensive treatise on syphilis.”—Medical News, Philadelphia.

Fractures and Dislocations.

By T. PICKERING PICK, F.R.C.S,,
Surgeon fo, and Lecturer on Surgery al, St. George's Hospital,
8s5. bd.
“We must express the pleasure with which we have perused the book, our
especial admiration for the Incidity of the author’s style, and the simplicity of his
directions for the application of apparatus ; in the latter respect it is always difficult

to combine clearness with brevity, but herein Mr. Pick has been most successful.”—
Glasgow Medical Journal.

Surgical Diseases of we Kidney.

By HENRY MORRIS, M.B., F.R.CS,,
Surgeon to, and Lecturer on Surgery at, Middlesex Hospital,
With 6 Chromo Plates. os.

“ Mr. Morris writes clearly and forcibly, and handles his subject very thoroughly,
so that the reader rises from the perusal of the work impressed with its importance.
It would be difficult to find these subjects treated more carefully and thoroughly.”—
British Medical Fowrnal,

Insanity & Allied Neuroses.

\ By GEORGE H. SAVAGE, M.D.,
Late Medical Superintendent and Resident Physician to Bethlem Royal
Haspital, and Lecturer on Mental Discases at Guy's Hospital,

Fourth Edition, B, 64,

' Dr. Savage's grouping of insanity is practical and convenient, and the observa-
tions on each group are acute, extensive, and well arranged.”— Thke Lancet.

CASSELL & COMPANY, LimiteEp, Ludgate Hill, London.
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Intestinal Obstruction.

By FREDERICK TREVES, F.R.C.S.,
Surgeon to, and Lecturer on Anatomy at, the London Hospital.
Third Edition. 8s. 6d.

“Throughout the work there is abundant evidence of patient labour, acute
observation, and sound reasoning, and we believe Mr. Treves's book will do much
to advance our knowledge of a very difficult subject.”— 7he Lancer.

Diseases of the Tongue.

By H. T. BUTLIN, F.R.C.5,
Assistant Surgeon to St. Bartholomew’s Hospital,
With 8 Chromo Plates. gs.

““Mr. Butlin may be congratulated upon having written an excellent manual,
scientific in tone, practical in aim, and elegant in literary form. The coloured plates
rival, if not excel, some of the most careful specimens of art to be found in the pages
of European medical publications.”"—28ritish Medical Journal.

Surgical Diseases of Children.

By EDMUND OWEN, M.B., F.R.C.S,

Senior Surgeon to the Children's Hospital, Great Ormond Street, and
Surgeon to, and Co-Lecturer on Surgery at, St. Mary's Hospital.

Second Edition. 'With 4 Chromo Plates. gs.

“Mr. Owen’s volume will rank as an invaluable #&%umé of the subject on which
it treats, and should readily take its place as a reliable and compact guide to the
surgery of children.”—Meaical Press and Circular.

Food .in Health and Disease.

By I. BURNEY YEO, M.D., F.R.C.P,
Physician to King's College Hospital, and Professor of Clinical
Therapeutics, King's College.
Fifth Thousand. 9s.

“We think that Dr. Yeo is to be congratulated on having accomplished his
. desire ; we became more and more favourably impressed with the work as we went
through the various chapters, and we have no doubt that it will attain, as it deserves,

- a great success.”— The Lancet,

Diseases of the Skin.

By MALCOLM MORRIS, F.R.CS.
With Coloured Plates. 10s. 6d. In Preparation.

CASSELL & COMPANY, LimiTep, Ludgate Hill, London,






























