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CHAPTER 1
A SHORT HISTORICAL ACCOUNT

SYPHILIS employs the surgeon in many different ways, and it
has always done so since the first appearance of the disease in
Europe, at the end of the fifteenth century. It is interesting, but
perhaps idle, to speculate on the cause of that great epidemie,
though there is no mystery as to why the disease has ever since
been endemie.

It is always said that the political condition of Europe between
1490 and 1500 was exceptionally favourable to the rapid dissemina-
tion of syphilis throughout Europe, and there appears to be no
doubt that it then entered the Old World as a new disease. The
Nubian pathological collection, which has recently been pre-
sented to the Royal College of Surgeons of England by the
Survey Department of the Egyptian Government, shows that for
a period of 5,000 years the people who lived in the valley of the
Nile were probably free from syphilis. Fifty-seven cemeteries have
been explored, and the bones of 9,000 bodies have been examined,
without discovering irrefutable evidence either of syphilis or of
tuberculosis. By the kindness of Professor D. J. Cunning-
ham, F.R.S., I have had an opportunity of examining the right
femur of an adult female (Plate I), which was dug up in the
cemetery of Nunraw, East Lothian. Mr. Pirrie, who examined it,
believes that it shows evidence of syphilis, but nothing is known,
even approximately, of the date of the interments. It is difficult,
therefore, to say whether or not this is ‘the earliest specimen of
syphilis on record’, as is suggested by Mr. Pirrie. There can be
no question, on the other hand, that the disease was well known
in the New World before the advent of Columbus (Plate 11). It was
called Nanavatl in Mexico, and was recognized as a cause of para-

lysis and of disease of the bones. Baths and a course of guaiacum
B2



4 THE SURGERY OF SYPHILIS

formed the routine treatment, which was no doubt successful,
because the whole race had become immune to the worst effects.
Columbus left Europe on August 4, 1492, sailing with three ships
down the broad Guadalquiver from Seville, and landing, on
October 12, upon the island which the Spaniards afterwards called
Hispaniola, though it is now Haiti. Some of his crew here caught
syphilis, and Columbus landed at Palos in Andalusia, upon his
return, on March 15, 1493, having previously arrived at Lisbon
on the 6th, whilst Pinzen, the captain of the remaining caravel,
himself a victim of syphilis, was driven northward about the same
time into the French port of Bayonne.

Ruy Diaz de Isla (1462(7)-1542) states definitely that the
disease, previously unknown, unseen, and undescribed, first
appeared at Barcelona in 1493, and spread thence throughout
the world. De Isla spoke this of his own knowledge, for he was
practising at Barcelona in 1493, and was a surgeon of repute,
who afterwards moved to Seville, and ultimately became surgeon
to All Saints® Hospital, at Lisbon.

Charles VIII, king of France, led an army of Swiss, French,
Spaniards, Italians, Hungarians, and Slavs through the length
and breadth of Italy, at the end of the year 1493. He spent the
month of January, 1495, at Rome, where Roderigo Borgia, father
of Caesar and Lucrezia Borgia, occupied the chair of St. Peter,
under the style of Pope Alexander VI, and at Rome in 1520, when
the standard of morality had greatly improved, it was estimated
that there were 14,000 prostitutes of Spanish origin alone, not
counting those of other nationalities.

Charles VIII entered Naples with his army on February 22,
1495, tha'entry resembling a triumphal march, and for twenty-
four days the soldiers indulged themselves in an unbridled orgy of
wine and women in the most sensuous town in Italy. At the end
of this time Charles gained a partial victory at Fornuovo, and
within a few days his army began to melt away, the soldiers
carrying to all parts of Europe the contagion of syphilis which
they had contracted in Italy from the Spanish women who had
brought it from their own country. _ :

The disease is said to have reached Bristol in 1497 by way of
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Bordeaux, but the early records of syphilis in England are singu-
larly scanty, and it is not until 1503 that an entry occurs in the
Privy Purse expenses of Elizabeth of York, Queen of Henry VII,
concerning ‘ twenty shillings paid to a surgeon who healed John
Petriche, one of the sonnes of mad Beale, of the Frenche Pox’.
At the same time she paid ‘for a prymer and saulter [book for
John] 20 pence ’, so that the youth seems to have been in want
of mental as well as moral training. Syphilis was sufficiently
prevalent in Scotland in April, 1497, to demand the serious atten-
tion of the Town Council of Aberdeen, whilst the following entry
of payment occurs in the accounts of the Lord High Treasurer of
Scotland for the year 1497-8 :—° Item, the 24th day of February,
given to the sick folk of the grangore at the town end of Glasgow,
iis.” The use of the term °grandgore’ as an early name for
syphilis throughout Scotland is significant of the way it reached
that country. It was the local name for syphilis at Rouen, and
is used by Rabelais in the fifth book of ‘Pantagruel’, where
Parazon healed those afflicted with grandgore by touching their
vertebrae three times with a piece of a sabot.

But if the records of syphilis in the United Kingdom are scanty,
it is far otherwise on the Continent. The sudden appearance of
syphilis in Europe at a time when printing was becoming general
led to the production of a series of monographs, when other diseases
received only short paragraphs of notice in the textbooks of the
time, and I was fortunate enough to find in London last year one
of the earliest of these syphilitic pamphlets, by Bartholomew
Steber (d. 1506), published at Vienna only four years after the
introduction of syphilis into Europe. The frontispiece, which
i8 here reproduced (Plate III), shows a patient with a tertiary
syphilide, and the method of treatment in use at the time by the
application of an ointment. The appearance of syphilis was not
only synchronous with the more extensive use of printing, but it
was coincident with a general revival of learning, so that the
earliest records were made by men capable of giving an intelligent
and detailed account of a disease which was new to them. The
first occurrence of syphilis, spreading as a pandemic, quickly
attracted popular attention, and led to numerous descriptions
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Experiments show, even now, that groups of allied animals
present very different susceptibility to artificial inoculation with
syphilis. The higher anthropoid apes are more easily infected than
the lower groups, but even in the highest forms there are remark-
able differences, for the chimpanzee is more easily inoculated than
the gibbon or the orang-utan. There is evidence, too, that the
syphilitic poison itself varies in strength, and even in the effect it
produces on different classes of animals. Thus, a rhesus monkey
was inoculated with difficulty from a chimpanzee, but when the
virus was passed from rhesus to rhesus, it became increasingly
virnlent for these animals, so that the incubation period was
gradually reduced from 19 to 7 days. But the virus which had
originally come from a chimpanzee had now lost its effect upon
this class of animal, though it was still locally contagious for a
human being. Yet the products of this local contagion in a man
were again virulent for a rhesus monkey.

In clinical practice, too, the syphilitic poison sometimes ex-
hibits temporary variations in virulence. Thus Major French,
R.AM.C., writes in his most interesting series of articles, ‘Syphilis
in the Army’: °The type of constitutional syphilis at Aden in
1896-7 was most severe. There were many cases of malignant
syphilis, of tertiary ulceration, of iritis, and coincident seurvy.
No ‘form of control existed, and although the climate is bad, it
could not fairly be considered the cause of initially severe or early
malignant manifestations. These are due to virulence of the
inoculated virus, no doubt accentuated by lessened resistance on
the part of the individual, and aggravated by climate.” These
words would apply equally to the first European outbreak of
syphilis.

The people of the fifteenth and sixteenth centuries have not
yet been submitted to any critical examination of their physical
characteristics, though many writers have laid stress upon the
peculiarities of mind which raised them rapidly to such an im-
measurable height above their predecessors and many of their_
successors. The preceding generation had been decimated by
the black death, and they themselves were periodically weeded out
by the bubonic plague. It is quite possible, therefore, that their
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tissues may have been peculiarly fitted to nourish the specific
form of spirochaete which we have good reason to suppose is the
cause of syphilis. Plenty of material exists for such a study by
a competent historian of medicine, but as surgeons we are called
upon to act and cure syphilis, not to speculate upon its origin.

Correct treatment needs accurate diagnosis, and no treatment
of any disease can be more than empirical until the cause is known.
Every advance in knowledge in any one branch of science reacts
upon many other departments with which at first sight it seems
to have no direct connexion. Improvements in the science of
optics led to the invention of the compound microscope, by
means of which morbid anatomists were enabled to gain a better
acquaintance with the structure of the tissues of the body in a
healthy and diseased state. Thus arose the science of pathology,
and from it bacteriology was developed, whose theory and practice
has revolutionized surgery.

These successive advances have been utilized in the diagnosis
of syphilis. The changes peculiar to syphilis were soon recognized
by means of the microscope, and similar changes due to other
causes were readily discriminated. A group of swellings of the
joints, which had been classified under the general heading of white
swelling or tumor albus,were soon subdivided by histologists into
tuberculous disease, syphilitic inflammation, and sarcomatous
synovitis. Tuberculous arthritis was further subdivided into a
form associated with the presence of tubercle bacilli, and another
in which some of the different strains of pneumococei were alone
found in the inflamed tissues of the joint.

Still farther advances in physical science led to the discovery
of the Rontgen rays, and few discoveries have been of such signal

importance to the surgeon for purposes of diagnosis in diseases

and injuries of the bones. Many of these diseases and injuries
which were formerly left unrecognized are now seen as clearly in
the living body as if they existed in museum specimens. The
application of X-rays in cases of bone disease due to syphilis has
been very instructive, and has enabled the effects of inherited
syphilis to be observed at a more advanced period of life than had
hitherto been thought possible (Plate VI), whilst at the same time

i
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it has helped the surgeon to distinguish syphilitic osteitis from
allied inflammations due to tubercle and rheumatism.

The most recent advances in the diagnosis of gyphilis have
advanced along the lines of experiment and pathological chemistry.
The greatest interest at the present day attaches to the existence
of an infective agent causing syphilis, and there are many reasons
to suppose that the actual cause has at last been found in the
Spirochaete pallida or spironema which was described in the spring
of 1905 by Dr. Schaudinn and Prof. Erich Hoffmann. The
spirochaete has not yet been proved to fulfil all Koch’s postu-
lates, and it is sometimes found in such enormous numbers
as to make it difficult to believe that it is actually causal,
or the effects produced would be greater than they are. On the
other hand, its presence has only been demonstrated in connexion
with syphilis, and it may therefore be employed for diagnostic
purposes.

The presence of the Spirochaete pallida can be demonstrated
by any one with a competent knowledge of modern bacteriological
methods, if he is in possession of a good one-twelfth oil immersion
objective. The organisms are best seen in pure lymph from the
neighbourhood of a chancre, if care be taken that the lymph shall
be as free as possible from blood and from accidental contamina-
tion with cellular elements. Prof. Leishman gives the following
instructions for staining a film of lymph to show the presence of the
Spirochaete pallide. Films of clear lymph are made in the usual
way upon perfectly clean and polished cover-glasses. The films are
allowed to dry in the air, and the thinner and more even they
are the better will be the result. Whilst the films are drying, the
stain, either Leishman’s or Giemsa’s (which it is better to buy ready
made), is diluted in a watch-glass in the proportion of two parts of
water to one part of staining fluid. A cover-glass with the film
uppermost is then picked up with a pair of forceps and three or
four drops of the diluted stain are allowed to fall upon the film.
The forceps are then gently moved from side to side until the
stain is evenly distributed over the whole surface of the cover-
glass. The stain is allowed to act for twenty-five minutes, and no
attempt is made to prevent evaporation. It is then washed off
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with distilled water, which is made to trickle over the film with
the utmost gentleness, The film is dried with cigarette paper,
which is pressed down upon it with a scrupulous avoidance of
any rotary movement. The cover-glass is then allowed to dry,
and is examined either in a drop of cedar oil, or, after mounting, in
Canada balsam. The red blood corpuscles which may be present
are deprived of their haemoglobin by the staining process, and
the cells have their nuclei stained nearly black, whilst the spiro-
chaetes and other micro-organisms are also stained, but to a less
degree. The number of spirochaetes vary greatly in different
films. They are sometimes seen at once, whilst at other times it
needs much patience to detect them (see vol. i, p. 86).

The staining of tissues to show spirochaetes in sections is a
harder matter, and is better fitted for the pathological laboratory
than for use in the consulting-room, since it depends upon a com-
plicated silver process based upon Ramon-y-Cajal’s method of
staining nerve fibrils (see vol. i, p. 92).

There exists also a serum diagnosis of syphilis which rests upon
the ° Bordet-Gengou reaction ’, in which sensitized red blood cor-
puscles do not undergo haemolysis in the presence of syphilitic
poison, whilst the control with non-syphilitic extracts shows rapid
haemolysis. The application of this method is giving interesting
results, especially in those difficult cases of parasyphilis which have
depended for their recognition rather upon probability than on
any proved scientific basis (see vol. i, p. 144).

During the earlier stages of syphilis, surgery deals with the
primary sore and its complications, with the enlarged lymphatic
glands, with inflammation of the mouth, tongue, and other mucous
membranes, whilst in the later stages it is chiefly concerned with
the results of inflammatory processes produced by the disease.
These inflammatory processes occur over widely extended areas.
They lead either to thickening and condensation of the normal
tissues and to their replacement by scar tissue, or they form
circumscribed masses, which show a tendency to disintegrate,
becoming absorbed under favourable conditions; suppurating
if they are associated with pyogenic organisms. The surgery of
syphilis in its later stages, therefore, is the surgery of sclerosing
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or gummatous inflammation running a very chronic course, and
affecting tissues which are accessible to surgical interference, for
there are still many tissues beyond the reach of surgery. In the
later stages of syphilis, surgery deals, therefore, with the bones and
joints, with the muscles and tendons, with the mucous membranes,
and with those hollow viscera like the rectum, where the results
of chronic inflammation end in a narrowing of the passage, and
a consequent interference with the function of the organ.

But syphilis does not always deal so straightforwardly with the
tissues, and one of the most important surgical advances in con-
nexion with syphilis has been a clear recognition of this fact. It
used to be thought that the working of syphilis was confined fo its
signs, and that there were no hidden processes in connexion with
the disease. The occurrence of aneurysm, the knowledge of the
pathology of tabes, and the intimate connexion of syphilis with
general paralysis of the insane gradually widened the outlook of
every thinking practitioner of medicine. Ewven the older surgeons
were accustomed to call attention to the frequency with which
phagedaena is associated with venereal disease, especially soft
sores and syphilis.

In like manner it has long been known that cancer is peculiarly
likely to occur in tissues which have been the seat of chronic
syphilitic inflammation. Speaking metaphorically, syphilis often
prepares the tissues for cancer, especially that form known as
epithelioma, whether in the mouth as a squamous-celled carcinoma
of the tongue or of the skin grafted upon a syphilitic ulcer of old
standing ; more rarely as an adenoid carcinoma following upon
a long-continued syphilitic ulceration in the rectum. There is no
reason to suppose that the syphilitic poison acts specifically to
produce cancer, but it causes a chronic irritation, which, if left un-
treated, may become carcinomatous, though it does not necessarily
do so. The exact nature of the change is unknown. It is an altera-
tion in type, not a mere variation in the degree of inflammation.
A tongue may remain scarred, fissured, and painful for many years
as a result of syphilitic inflammation, and yet show no signs of
cancer, until without apparent cause the edge of one of the fissures
becomes hardened, and a true cancerous ulcer forms rapidly.
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in the bones and joints of patients at all ages and in every con-
dition of life. The diagnosis is generally easy in children and
young adults, for both syphilis and tubercle are common in early
life, and both leave sufficient traces of their action. But it is far
otherwise at a later period, when the traces of inherited disease
have vanished, and tuberculous inflammation is rare. The really
difficult cases for diagnosis, and still more for treatment, are those
in which tuberculous disease of the bones or joints attack a patient
late in middle life who has inherited syphilis ; in other words,
when senile tuberculosis is grafted upon inherited syphilis. Such
a patient denies with perfect truthfulness that he has ever acquired
syphilis, or suffered from any form of venereal disease. He can
point to healthy children and to a wife who has had no miscarriages
nor any illness which invalidates his story. He is ignorant of any
childish illnesses, and he has long outlived those who could throw
any light upon them or upon the medical history of the generation
which preceded his own. Syphilitics, like those who suffer from
actinomycosis, react to tuberculin, so no help is to be gained from
that source of diagnosis. But a skiagram sometimes affords a clue
by showing the characteristic thickening of the cortex of the bone
with a corresponding diminution in the cancellous tissue (Plate
V), and sections of the synovial membrane and articular
cartilages will help the diagnosis when a joint is affected. The
inquiry as to the exact nature of the inflammation is only too
often barren in either case, and it is not assisted by the results
of treatment. Mercury is ineffectual ; the iodides do little more
than reduce the swelling for a short time, and cod-liver oil is use-
less. Rest, massage, and the adoption of every possible means to
improve the general health of the patient alone do good, though,
only too often, the surgeon has to perform an amputation as
a last sad confession of failure.

The interaction of syphilis and the pyogenic micro-organisms
is peculiar and interesting. It is often seen in infants who have
inherited syphilis. They suffer during the first few months
of life from a suppurative arthritis, which used to be classed as
tuberculous, but which recent advances in pathology have shown
to be due more frequently to a pneumococcal infection associated
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The tabulation of the different forms of syphilitic inflamma-
tion of the bones is made better from a pathological than from
a clinical standpoint, and it may be given in the following form :—

N Sk {Luml.
Periostitis :
Acquired Diffuse.
g Osteitis (or  (Local.
Osteomyelitis}{l]iﬁuse.

Periostitis.
Inherited {Osteitis or Osteomyelitis.
‘ Epiphyseal ’ inflammation.

Any of the bones may be attacked by syphilis—long, short,
and flat bones, those developed from cartilage as well as those
which are laid down in membrane.

General Pathology. The bone affections occur both in acquired
and in inherited syphilis. They are due primarily to the action
of the specific micro-organisms producing syphilis and of the
toxins derived from them. But when once the inflammatory
changes begin they follow the ordinary lines of an osteitis. The
course taken by the inflammation wvaries under different con-
ditions. In the simplest forms the inflammation is limited in
extent and ends in the formation of denser bone in somewhat
larger quantity because the inflammatory products become ossified
after a time. More frequently the inflammatory products, being
of the nature of gummata, undergo caseation. The inflamed bone
then becomes rarefied, and either becomes infected by pyogenic
organisms, in which case suppuration takes place, or the inflam-
matory products, under the action of suitable remedies, are ab-
sorbed, and the bone resumes its original condition or it remains
either wholly or partially thickened. Gummatous inflammation
occurs, either in a localised or a diffuse form, always in those parts -
of the bone where the blood supply is most abundant and usually
as a result of injury. The injury may be of a gross nature, or it
may be of a physiological character, such as is produced by
over-use and the consequent congestion of the tissues, The
occurrence of syphilitic inflammation in bone does not prevent

~ the changes due to tubercle, as has often been stated. On the
STFHILIE 11 a -
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other hand bones exhumed from the prehistoric burial grounds of
the New World show inflammatory changes which more closely re-
semble those known to be due to syphilis than any met with in
the ancient cemeteries of Europe or Africa. This is well seen in
Plate II, which represents portions of a skeleton from a burial
mound in Colorado. The bones are preserved in the Peabody
Museum of American Archaeology and Ethnology, Cambridge,
Mass. There are good grounds for suspecting that in many
cases a syphilitic inheritance paves the way for extensive de-
struction of bone, either by necrosis or by that process of rare-
faction to which the name caries is often given. Infection with
tubercle or with any of the pyogenic organisms is a common
ending to syphilitic bone disease. It has already been shown
(p. 13) that there may be so intimate a relationship between
syphilis and tubercle as to make it difficult or impossible in many
cases to distinguish between the two causes leading to inflamma-
tion and destruction of the bone, though when either is acting
alone a radiograph gives some help in the diagnosis.

Radiographic appearances. Radiographs show that in syphilis
the epiphyseal ends of the bones are enlarged and translucent,
whilst the periosteum of the shaft is thickened. The compact
tissue of the bone is so greatly increased that the shadow of the
medullary cavity may be entirely wanting, but the epiphyseal end
of the diaphysis retains its natural appearances unless the joint
is also affected. The general appearance of the skiagram in a case
of syphilitic disease of the bone, therefore, is a darker shadow
marking out the bone, the thickening being fusiform in shape
and regular (Plates IV and V), unless there is an active gum-
matous inflammation in progress, when the newly-formed bone
is seen to be deposited irregularly and is marked by a charac-
teristically serpiginous outline (Plate VI).

There is much less thickening of the periosteum in cases of
tuberculous inflammation. The bone seems more porous than in
syphilis, and the epiphyseal end is less translucent, although ‘the
soft parts in the neighbourhood of the affected bone are more
widely affected. The actual outline of the bone, therefore, in
tuberculous inflammation is not so well defined as in syphilis. The
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density of the shadow near the bone is greater. The compact
tissue and the cancellous tissue of the bone retain their natural
proportions, and the medullary cavity is of its usual size.

The active changes in rickets are seen at the epiphyseal line,
and the radiograph often shows a cup-shaped defect of the
neighbouring diaphysis.

When the syphilitic inflammation of the bone is not associated
with suppuration, the sclerosing inflammation continues for years,
and leads to the conversion of the whole bone into a compact
tissue of ivory-like hardness. The process is usually associated
with a bending of the bone in the direction of its natural curva-
ture and an increase both in its length and girth (Plate VIII).
The inflammation is often painful, and chronic ulcers form on
the skin, which are sometimes so troublesome as to lead the
patient to consent to amputation.

OsTEOCOPIC PAINS.

The bones are subject to vague ‘ osteocopic ’ pains, both in
acquired and in hereditary syphilis. The pain is more often felt
by women than by men, and it is most marked during the early
secondary period of the disease, for the tertiary pains in bone are
generally associated with signs of definite inflammation, either
in the bone itself or in the periosteum. ° Osteocopic’ pains, on
the other hand, are not usually or even necessarily associated with
any definite lesion, though periostitis sometimes follows later
when they have been unusually troublesome, and it is well known
that localised inflammation of the ribs, sternum, and other bones
may occur very soon after contracting syphilis.

The pain is felt when the patient is warm in bed, at night with
most people, but in the daytime when the patient is regularly
engaged on night-work. The most superficially placed bones
are generally the seat of osteocopic pains, because they are
surrounded by much dense fibrous tissue. The tibia, sternum,
ribs, and bones of the skull suffer most, and the patient complains
of an aching in the legs, of a stitch in the side, or of a bad head-
ache. The pain is rarely localised, although definite areas of

c2
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swelling on the shin which is indefinite in shape, for it shades off
in every direction. It is rounded in outline and is firmly attached
to the bone, of which it clearly forms a part. The skin is movable
over it and may be free from any inflammatory changes, though
it sometimes looks slightly redder than the surrounding parts,
and it may feel rather oedematous. A skiagram merely shows the
existence of a little periosteal thickening at the seat of swelling, for
the bone is unaffected at this early stage, though in the later stages
it becomes thickened,

The skiagram (Plate V) obtained by my former house-surgeon,
Mr. J. G. Gibb, shows the appearances presented by such a node.
The patient was a man aged 35, who had contracted syphilis
several years before he came to the hospital. He had complained
for two years of an aching pain in the left leg, which was worse
at night. An examination showed a rough swelling on the front
of the shin. The swelling was not tender and was as hard as the
bone itself, except near the centre, where it was slightly softer.
It had no definite outline because it faded off into the surrounding
bone above and below. The skiagram shows a uniform inflam-
matory deposit beneath the periosteum of the tibia, with a slight
periostitis of the fibula which is not opposite the most thickened
part of the tibia.

The administration of potassium iodide and the application of
mercurial ointment locally will soon remove every trace of peri-
osteal swelling in the earlier periods, and the patient should at
once be submitted to a thorough course of treatment by mercury.
Too often, however, the disappearance of the node is thought to
be synonymous with the cure of the disease, and the patient is
allowed to go without treatment until the appearance of fresh
symptoms of syphilis. In unhealthy persons, especially if they
are subject to repeated injuries, such nodes may suppurate when
they are left untreated. The process of suppuration extends from
the deeper layers of the periosteum until the skin is involved and
a clean-cut funnel-shaped ulcer is produced, often with a chamois
leather-like slough covering the base (Plate XXI). The amount of
pus produced is not usually very great, and the ulcer heals rapidly ~
if it be kept clean with dressings of black wash (lotio nigra) and if
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(Plate VII), taken from specimens in the Museum of St. Bartholo-
mew’s Hospital. The right femur (Fig. 1) is greatly enlarged
in the lower half of the shaft, and transverse sections of the bone
(Figs. 2 and 3) show that the enlargement is due to an ossification
of the periosteum which has been separated from the lower half
of the shaft of the bone. The space between the shaft and the
periosteum is traversed by fibrous bands and contained pus.

The patient from whom the specimens were obtained was an
infant, aged one year, who was admitted into the Metropolitan
Hospital, under the care of my colleague, Mr. A. A. Bowlby, C.M.G.
A few days before admission the legs and thighs were noticed to
be swollen and the child seemed ill. He had never been strong
or healthy, and had suffered from bronchitis. On admission he
was restless and in pain, and his temperature was 100° F. The legs
were swollen and oedematous; the lower part of each thigh was
greatly swollen, the right being larger than the left. There was
no effusion into any of the joints. There was no evidence of
rickets, and the head, chest, and upper limbs were well formed. -
Fluctuation was detected on the outer side of the right femur and
pus was let out by incision. The leg was put up in splints and
gave but little further trouble, but the bronchitis increased and the
child died seventeen days after it was first seen.

Another form of diffuse periostitis occurs in children who have
inherited syphilis. The inflammation is very extensive, and is
most frequently seen between the ages of eight and fourteen years.
Several bones are affected and often sy:ﬁmetricaﬂy. The inflam-
mation is sometimes localised to one aspect of the bone, which seems
to be curved (Plate VIII), and the child is thought to be suffering
from rickets. Careful examination always affords other evidence
of syphilis, either in the facial appearance, in the teeth, or from
the history, whilst the appearances shown in a skiagram are
conclusive. In rickets the uniform bending, with a buttress of
new bone along the concavity of the curve, is characteristic; in
syphilis the deposit of bone is seen to be additional to the compact
surface, there is no real bending of the shaft, and the newly-formed
periosteal bone is porous and irregular, as it is seen in a skiagram,
owing to the amount of gummatous tissue which it contains.
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syphilitic periostitis, so there is a localised and diffuse form of
osteitis.

In former days, when it was usual to give mercury in large
and ill-regulated doses, with the accompaniments of sweating,
bleeding, and low diet, the patients were so reduced in general
health that the inflamed bones suppurated and extensive necrosis
and exfoliation were common. Our pathological museums, there-
fore, are full of specimens of syphilitic necrosis. At the present
time, when mercury is given in sufficient doses, carefully regu-
lated, and when the patient is submitted to a tonic regimen, the
resistance of his tissues is so far increased that the more severe
affections of the bone are rarely seen, and they have been in some
danger of being overlooked or mistaken for tubercle. The use
of the radiograph, however, shows that they still exist, and that
they can be differentiated with comparative ease. This is the
more important because osteitis and osteomyelitis can be readily
treated in the earlier stages, though they are rebellious to all
treatment when ossification has advanced to any extent.

(@) Diffuse osteitis. The simplest form of diffuse inflammation
in bone, due to syphilis, is seen in sclerosis of the long bones and
of the skull. The sclerosing process affects the femur and the
tibia, the frontal and the parietal bones, more frequently than the
rest of the skeleton. The cylindrical bones are longer and heavier
than they ought to be, and they are curved, the bending taking
place in the natural curves of the bone, which retains its cylindrical
shape and never becomes flattened as in rickets. Sections of the
bone show that it is densely sclerosed, the result of a uniform
osteitis which has obliterated the cancellous tissue and converted
it into compact hone. Usually there is no trace of a node, and
the periosteum has not been markedly, or even at all, inflamed,
because the bone remains smooth in its whole circumference.

It is difficult to obtain a history in many of these cases. The
patient limps and complains of long-continued aching pains in
Lis leg or thigh. The bone is tender, and is larger and longer than
its fellow on the opposite side. There may be a history of acquired
syphilis, but it is more often one of the later manifestations of -
inherited disease. In many cases, too, there is an association of



26 THE SURGERY OF SYPHILIS

tubercle with syphilis, as in the following case which was shown
at the Pathological Society of London by Dr. Newton Pitt.

A cab-driver, aged 23, was admitted into Guy’s Hospital on
account of a painful swelling over the left tibia. The symptoms
of which he complained were of a fortnight’s duration.

Examination showed that he had a painful swelling behind
the left internal malleolus which did not contain any pus, but was
situated over bare bone. A week later, a swelling appeared over
the left shoulder, and two days afterwards the left knee became
swollen and painful and the right carpo-metacarpal joints were
involved. He died a month after admission to the hospital with
a diagnosis of syphilitic osteitis of the tibia and phthisis, of which
there were well-marked physical signs.

At the post-mortem examination a large cavity was found at
the apex of the right lung, the whole of the upper lobe being
fibroid. There were a few caseating nodules of broncho-pneu-
monia in both lungs.

There were two symmetrically placed ulcers on the edge of the
epiglottis, which exposed the cartilage, and there were also two
deeper ulcers placed symmetrically above the false vocal cords,
one of which extended into the right sacculus. On the trachea
there were scars of healed ulcers measuring one-third to half an
inch in diameter, with radiating bands of connective tissue.

The right tibia was the seat of an abscess containing two
drachms of pus, separating the periosteum from the bone over an
area one and a half inches square. This abscess was situated on
the internal and posterior surfaces of the bone, commencing three
inches above the lower end.

Immediately above it, and also on the posterior margin, was
a worm-eaten depression measuring half an inch by three-eighths
of an inch in extent and one-eighth of an inch in depth ; a second
depression, similar in character, occupied the tibia higher up,
whilst at a lower point was an elongated, flat, and raised sheet of
bone, one quarter of an inch long, a third of an inch broad, and
less than a twentieth of an inch thick.

A longitudinal section of the tibia showed extensive disease

of the cancellous tissue. Three inches from the top there was |
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a yellowish-white irregular sequestrum an inch and a half long
and an inch and a half wide. The sequestrum consisted of denser
bone than the surrounding tissue. There were several small
patches of cancellous tissue in the tibia at a point nearer the
ankle than the sequestrum. These patches were whitish in colour,
and were different in structure from the surrounding bone.
Although the disease extended throughout the cancellous tissue
of the tibia, there was only a single sequestrum. The periosteum
was thickened over the greater part of the shaft, and, on stripping
it off, the surface of the bone was found to be irregular and
thickened by periosteal changes in the middle portion of the inner
and posterior surfaces.

The surface of the left tibia was but little changed, though the
bone was slightly bent. On section the medulla was found to be
extensively diseased. Two inches and a half from the upper end
a sequestrum of thickened caseating bone extended for two inches.
The bone below this point had undergone a fibro-gummatous
change, and an inch above the ankle there was a dense yellowish-
white sequestrum which was loose, but had not become wholly
separated.

Dr. Newton Pitt sums up the lesions in the tibiae as: ‘(1) A peri-
ostitis which had occurred in patches and had led to an irregular
deposit of bone on the surface, together with spots where small
pits of bone had been eroded by thickened periosteum. (2) A diffuse
osteitis which had led to a local condensing osteitis, together with
the formation of sequestra ; while the tibiae were decidedly bent.
The question to be decided is whether these lesions are tubercular
or syphilitic. A careful review of the whole case leads to the con-
clusion that the latter is the true explanation, which also agrees
with Dr. Goodhart’s view of the case from the clinical standpoint.
The healed ulcers in the trachea, with scarring and ulcers in the
larynx, are undoubted evidence of the coexistence of syphilis.
The periosteal changes in the bone, which in places consist of
excavated pits corresponding to thickened fibroid periosteum,
showed no tubercle microscopically and are unlike tubercular
changes.’ |

There is very little doubt that the changes here described,
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and many similar ones, are the result of a mixed infection of
tubercle and pyogenic micro-organisms acting upon tissues whose
vitality is already impaired by the action of inherited syphilis.

Mercury in these cases does more to relieve the symptoms than
the administration of iodide of potassium, and in cases where the
pain is severe, linear osteotomy of the bone may be performed,
although in the two or three cases in which I have operated the
relief has only been temporary.

Sclerosis of the bones forming the vault of the skull leads to
enormous thickening of the calvaria, often with early synostosis,
and a great deepening of the vascular grooves running along the
inner table. This thickening is generally the result of inherited
syphilis, and is often associated with defective mental develop-
ment.

Simple diffuse osteitis due to syphilis may be distinguished
from osteitis deformans in museum specimens of the bones by the
fact that the skull is not increased in size though it is increased
in thickness. In the long bones, syphilitic osteitis leads to the
conversion of the cancellous tissue into compact bone ; in osteitis
deformans the trabeculae of the cancellous tissue remain as
irregular and thickened layers of bone, whilst on section the
cancelli appear to be clumsily moulded rather than wholly absent,
as is the case in syphilis.

(b) Localised osteitis. Localised gummatous osteitis is not
uncommon in a condyle of the femur or humerus, either as a purely
local lesion or in association with a gummatous synovitis (p. 50)
of the knee or elbow. Although it is usually a manifestation of
late or tertiary syphilis, localised gummata have been seen in the
clavicle, ribs, sternum, and bones of the skull early in the secondary
stage of the disease. The gummata weaken the bones by a process
of rarefaction and perforation, or spontaneous fracture may be
the consequence.

The localised inflammation causes pain, alterations in the shape
of the bone, and some limitation of movement in the neighbour-
ing joint. The condition is often mistaken for inflammation due
to local deposits of tubercle, because it occurs most frequently in
children affected with inherited syphilis.

St
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Gummatous osteitis is distinguishable from the allied tuber-
culous form by finding other evidence of syphilitic taint, rather
than by any marked difference in the two varieties of local in-
flammation. In gummatous osteitis there is little or no muscular
wasting, whilst in tubercle wasting of the muscles in the neigh-
bourhood of the affected bone is an early and constant sign. In
syphilitic inflammation the surrounding fibrous tissues are usually
thickened, the thickening involving the periosteum and extending,
therefore, some distance up the shaft of the bone; in tubercle
the actual thickening is less marked, though there may be a con-
siderable amount of swelling due to oedema of the connective
tissues. Tuberculous osteitis, too, is more painful than the syphi-
litic form; it is more active and shows a greater tendency to
suppurate and form sinuses. But occasionally a sinus forms in
cases of syphilitic osteitis, though it is associated with a more
localised inflammation than the corresponding tuberculous form,
and it shows a slighter tendency to ramify. As in many other
syphilitic conditions, tubercle may be grafted upon syphilis or
a localised tuberculous inflammation of bone may become the seat
of active syphilitic changes.

In an adult a myeloma may be mistaken for a localised syphi-
litic osteitis when it growsin the extremity of one of the long bones.
But in a myeloma the growth is uniform, the bone gradually
becomes expanded, there is evidence of interference with the
blood-flow, since the cutaneous veins become engorged and the
limb below the swelling becomes oedematous. Too much stress
must not be laid upon the occurrence of ‘ egg-shell crackling ’ in
cases of myeloma. But stress should be laid upon the necessity
of skiagraphing the swollen part at regular intervals. At first
the radiographic appearances will not give much assistance, but
the presence of a myeloma will soon be made out by the absorption
of the bone in and around the growth without any thickening of
the periosteum, which is so characteristic a feature in the syphilitic
inflammation of bone.

Inherited syphilis is associated with various alterations in the
shape of the skull caused by local inflammations of the bones. The
best known is ‘ the natiform * skull due to Parrot’s nodes. These
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Osteomyelitis implies an inflammation of the living portion of
the bone. The term may be widened to any extent, but care
must be taken not to limit it merely to an inflammation of the
medulla of the bone, a sense in which it was ordinarily used by
the older surgeons.

Gummatous osteomyelitis is one of the commoner inflamma-
tions of the bones in syphilis. It occurs both in acquired and in
inherited syphilis, and may affect any of the bones, long or short,
cylindrical or flat, membranous or cartilaginous. The inflamma-
tion sometimes involves the whole bone, more frequently it is
localised only to one part.

Osteomyelitis attacks the bones which contain the largest
quantity of cancellous tissue, and this form of inflammation has
been very carefully studied in connexion with the fingers and
toes under the term Dactylitis syphilitica.

Syphilitic dactylitis occurs both in acquired and inherited
syphilis. In acquired syphilis, as early as two years or as late as
ten years after infection ; in children at any time, as sucklings,
when they are two or three years old, or as adolescents.

The phalanges of the fingers are affected more often than the
toes, and the metacarpals more frequently than the metatarsals.
The inflammation attacks the proximal rather than the distal
phalanges, and the lesions are usually multiple and may be either
circumscribed or diffuse.

The inflammation begins as a painless swelling which attracts
attention by its interference with the movements of the part.
The skin covering the swelling is movable, but only slightly
reddened ; the tumour itself is firm, but not tender, and in the
earlier stages the tendon sheaths are healthy.

These swellings often remain unchanged for many months,
especially in children. * Ulceration of the skin and tissues lying
over the inflamed bone sometimes occurs, as is seen in Plate X,
Fig. 1, but the inflammatory products are more usually absorbed,
or a sinus may be formed through which they are discharged. The
ginus may close after a time, leaving an expanded and rarefied
bone with a depressed scar over it, or the bone may be thicker
and denser than its neighbours, Complete absorption of the bone
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takes place occasionally, and the finger or toe is then left per-
manently shortened, as is seen in Plate X, Fig. 2, which shows a
shortening of the index and ring fingers of the right hand. The
index-finger is so deformed and shortened that its extremity
scarcely reaches the first phalangeal joint of the middle finger.
The greater part of the first phalanx and the distal extremity of
the metacarpal bone have been absorbed, the remnants of the two
bones being connected by fibrous tissue. In a similar manner
the second phalanx of the ring-finger has been reduced to about
a quarter of its original length. I am indebted to the kindness
of Mrs. Walford of Newark, New Jersey, the daughter of the late
Professor Robert W. Taylor, for permission to use these illustra-
tions. They first appeared in his classical paper on Dactylitis
Syphilitica. The joint in the neighbourhood of the inflamed bone
remains unaffected at first, but in the course of a month or two
it shows signs of synovitis, and later of a destructive arthritis
which ends in ankylosis or in the formation of a flail joint
owing to the destruction of the ligaments.

The disease runs a more rapid course in acquired than in
inherited syphilis, and, as a broad rule, the earlier the period at
which the inflammation shows itself the more rapid is its
course.

- The diagnosis of dactylitis is not difficult, for a skiagram
shows the character of the swelling, which is usually confined
to the shaft of the bone in the earlier stages of the inflammation ;
the epiphysis becoming involved at a later period. The existence
of other signs of acquired or inherited syphilis enables it to be
distinguished from the tuberculous form, though it is probable
that many cases are due to syphilis in association with tubercle.
The tumours caused by enchondromata of the fingers, which are
also multiple, are harder than those due to syphilitic inflammation ;
enchondromata, too, show very little tendency to suppurate, and
they run an extremely chronic course.

The prognosis is good if the nature of the swelling be recog-
nized early, and the effects of treatment are very marked even in
the later stages.

Constitutional and local treatment are usually all that is
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necessary, and these should invariably be tried before any surgical
means are employed. The hand or foot should be put upon a
splint and the affected part should be strapped with a mercurial
ointment, whilst grey powder is administered in half-grain doses
three times a day in the case of a child. Black wash and the
application of fomentations give more satisfactory results than
strapping when there is a sinus. Even when the swelling is so
soft that it fluctuates and appears to be on the point of breaking
through the skin, it is better not to open it, for absorption may
still take place under proper treatment, if the part be at thesame
time kept on a splint.

When there is a sinus with evidence of caries or necrosis, the
affected bone may be removed subperiosteally, the limb being
first rendered bloodless by the application of an Esmarch's
bandage. When there is reason to think that the inflammation is
partly tuberculous, the administration of cod-liver oil in some
form is very advantageous in combination with the mercury, and
in children of the out-patient class at hospitals I invariably order
the two remedies simultaneously.

The bones of the skull and face are peculiarly vulnerable to
gyphilitic inflammation, owing to the large amount of cancellous
bone of which they are formed. The inflammation is either an
osteomyelitis, which begins in the diploe in the case of the bones
of the calvaria, or it is a true gummatous formation in the deeper
layers of the pericranium or in the dura mater, which is morpho-
logically a part of the skull rather than of the brain. If the
inflammation begins as an osteomyelitis it spreads, apparently
according to the blood-vessels which are most affected, either
through the external or the internal table of the bone. The peri-
cranium becomes inflamed and a series of painful tumours are
formed, known as soft nodes. Transmitted pulsation can sometimes
be felt from the brain when the inner as well as the outer table
of the skull has been absorbed at corresponding points. The inflam-
mation extends after a time through the soft structures to the skin,
which ulcerates (Plate XI). The process of ulceration involves
the bone, and may lead to extensive loss of substance due either

to rarefaction (caries) or to actual necrosis. These lesions were
SYPHILIS I1I D -
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formerly common (Plate XII), but they are now only seen in
very cachectic patients worn out by drink or bad hygiene.

In the earlier stages this form of syphilitic osteomyelitis 18
peculiarly amenable to treatment by a combination of mercury
and iodide of potassium. The uleer heals, leaving a white scar
devoid of hair and adherent to the bone, which long remains as
a tell-tale mark.

Patients with syphilitic osteomyelitis of the gkull bear operative
interference badly. The nodes should not be opened even when
they simulate an abscess most closely, for it often happens that
a course of mercury and potassium jodide causes them to be
absorbed. When necrosis (Plate XTIT) has occurred, I prefer
to allow the sequestrum to separate itself very completely before
making an attempt to remove it.

True suppuration of soft nodes oceurs in some cases, and it i8
then necessary to open the abscess, lest it should penetrate the
skull and lead to death from inflammation of the brain. The
following case illustrates such a result in a drunken labourer :—

A man, aged 53, was admitted into St. Bartholomew’s Hos-
pital under my care on May 11, 1907, suffering from a boggy
and fluctuating swelling over the right parietal bone. He said
that he had struck his head at this spot a month ago whilst he
was at work. The swelling came on two Or three days later with
headache and vomiting. The fAuctuation increased whilst he was
under observation in the hospital, and on May 13 pus was let out
by an incision carried through the swelling to the bone, which
was found to be rough, bare, and carious. The pus was sterile,
but a few days later pus taken from the bottom of the wound
contained many colonies of pure Bacillus pyocyaneus.

The patient continued in a drowsy condition, with a slow
mental reaction time and an increasing optic neuritis. He was
trephined on June 17, about half an inch in front of the centre
of the right half of the occipital. Both surfaces of the bone at
this spot showed extensive evidence of caries, and the outer surface
of the dura mater proved to be rough and inflamed. No pus
was found either beneath the dura mater or within the brain.
The condition of the patient was not improved by the operation ;
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the right side of his face gradually became completely paralysed ;
he had many convulsions of his whole body, and he died on July 6.

The post-mortem examination showed the following conditions
in the skull :—The greater part of the right half of the occipital
bone was bare of pericranium and was pitted with numerous small
erosions. The trephine hole was situated in the middle of the
area of bare bone, and led to a sloughing abscess cavity in the
right occipital lobe. This cavity communicated with the descend-
ing horn of the lateral ventricle, which contained pus. There were
four or five ounces of green and odourless pus between the arach-
noid and the dura mater on the left side of the brain, and the
cerebral sinuses were plugged with suppurating blood-clots.

The patient was too ill during his stay in the hospital to give
any history of former syphilis, but the appearance of the soft parts
of the skull during life and the condition of the bones after death
were characteristic of a gummatous osteomyelitis. The patient’s
wife, too, stated that four of her eight children had died of con-
vulsions whilst teething.

Osteomyelitis of the long bones occurs as one of the latest
manifestations of inherited syphilis. The cases form an interesting
and misleading group to which very little attention has yet been
paid. An extended use of the Rontgen rays to elucidate the more
difficult cases of disease of the bone has shown that an injury may
sometimes be followed by appearances which are indistinguishable
from those presented by gummatous osteomyelitis. These changes
may occur in adults who consider themselves to be otherwise in
perfect health, and in whom, except for the radiographic findings,
there would be very little reason to suspect syphilis. The skiagram,
however, shows such definite inflammation as to make a more
crifical examination of the body imperative, and some other sign
of long-standing syphilis will then be found.

The inflammation of the bone runs a very chronic course in
these cases ; it is osteoplastic in character, and may lead to anky-
losis if it ocours near a joint. There is no doubt that in the absence
of a skiagram, or without an unusually careful examination of the
body, these cases of syphilitic osteomyelitis occurring very late in
inherited syphilis are usually looked upon as rheumatic or tuber-

D2






SYPHILITIC OSTEOMYELITIS 37

healthy children, his wife had never miscarried, and he had never
been under treatment for any previous illness so far as he could
remember. He was a well-grown man, of dark complexion, with
good teeth. But the characters of the ulcer in his neck, the puffy
swelling on the side of his head, and the gummatous nature of
the osteomyelitis made a diagnosis of syphilis inevitable. He was
therefore ordered the hospital mixture of perchloride of mercury
and potassium iodide. It contains a drachm of the solution of
corrosive sublimate and five grains of potassium iodide. The ulcer
on the neck healed quickly, the puffy swelling on the head dis-
appeared, and the movements of the elbow became so free that
the patient was able to resume his work, declaring that he could
use both his arms equally well.

There is very little doubt that this was a case of syphilis
acquired very early in life in which a slight injury to the arm was
the determining cause of a gummatous osteomyelitis, and that
when once the syphilitic virus became active again its effects were
manifested in parts remote from the seat of injury.

It was not possible to determine in this case whether the
spirochaete causing the gummatous inflammation was born with
the patient—true inherited syphilis—or whether he had acquired
it by inoculation at or shortly after birth—acquired infantile
syphilis. The latter seems the more likely explanation ; indeed,
one of the difficulties of accepting the spirochaete as the cause
of syphilis lies in the difficulty of believing that the organism is
passed from father to child without wvisible infection of the
mother.

The older textbooks of surgery give detailed accounts of very
serious cases of osteitis with which we are quite unfamiliar at the
present time, and their accounts are borne out by the specimens
which are preserved in all our older pathological museums. These
cases of chronic osteitis ended in the formation of large sequestra,
or in extensive caries associated in some parts of the bone with
rarefaction, and at other parts with sclerosis. Amputation was
performed, or the patients died of septic infection.

The disappearance of this severe form of osteitis was attributed -
to the more careful use of mercury, but an examination of the
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specimens makes it certain that this was not the only cause. It is
due to the general improvement which has taken place in the
physical surroundings of the poor in every large town in the
kingdom. When these cases were most common the poor were
infamously housed, worse fed, and mostly drunken. The elements
of sanitation were unknown. Bread was dear and gin was cheap.
Their bodily condition, therefore, was extremely bad. Hospitals,
too, were hotbeds of disease, and septic inflammation ran riot in
every ward. Inflamed bone, a debilitated constitution, and the
free access of pyogenic organisms converted a simple into a chronie
inflammation, and it is more marvellous that so many escaped,
than that our museums contain such admirable examples of the
effects of chronie suppurating osteitis.

Better hygiene, greater temperance, and the striet application
of Lister’s teaching to the treatment of wounds have almost
banished the worst cases of bone disease in connexion with
syphilis. But not quite, for occasional instances are still seen,
and here is a case in point which was recently under my care
at St. Bartholomew’s Hospital :—

The patient was a girl of 16, who was not more developed
physically ‘or mentally than a child of 10 years old. She had
suffered from an attack of interstitial keratitis at the age of
14, When she was 8 years old she bruised her left leg, and
a painful lump formed upon her shin. She was admitted to
St. Bartholomew’s Hospital when she was 9 years old, and the
notes state that the left tibia was then an inch longer than the
right, and that the bone was thickened in its central half. The
thickened bone was removed by gouging, the wound healed, and
the patient was able to walk without pain until she was re-
admitted to the hospital at the age of 155. The leg was then
painful and the foot was becoming everted. Examination of the
leg showed that the left tibia was two and a half inches longer
than the right, and that it measured an inch and a quarter more
in circumference. The left foot was pushed outwards, and was
everted by the overgrowth of the tibia. The skin covering the
shin was destroyed by ulceration of long standing, leaving a huge
and foul uleer, at the bottom of which lay the shaft of the tibia.
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The tibia itself was ulcerated. It was soft and porous, with great
masses of stinking and caseating material; patches of dense bone
intermingling here and there with sequestra. The epiphyses of the
tibia and the whole of the fibula seemed to be healthy. I there-
fore removed the whole of the diseased shaft of the tibia, leaving
the epiphyseal ends of the bone. The wound granulated well, but
in process of time the epiphyses became diseased and the fibula
inflamed. I amputated the leg three months later, and the patient
made a good recovery.

The skiagram (Plate XIV) shows that the stress of the disease
has fallen upon the bone itself, so that the case was one of true
osteomyelitis, the periosteal inflammation in that part of the shaft
which has escaped destruction being of a simple type.

Syphilis affects the vertebral column both in the acquired and
in the inherited forms. It is found, therefore, in adults as well as
in children. The inflammation is gummatous in character, and
affects the cervical more often than the dorsal vertebrae, and the
lesions are sometimes multiple, several healthy vertebrae inter-
vening between the separate foci of inflammation.

The signs of the disease are obscure, and for a long time the
patient may only complain of stiffness and vague pains. Should
he show evidence of syphilis and be treated, these symptoms
quickly disappear. More usually, however, the gummata caseate,
and a humpback is produced very rapidly, even in the course of
a few days. The caseation is often associated with the formation
of an abscess.

Spinal disease is thought to be rarer in syphilis than it really
is because it is usually mistaken for tubercle, or perhaps more
correctly it is often associated with tubercle. In children the
syphilitic form occurs earlier than the tuberculous ; in adults it is
definitely associated with other syphilitic bone lesions. The effect
of treatment, too, is almost diagnostic, for when cod-liver oil and
rest have failed the administration of mercury and potassium
iodide sometimes causes a marked improvement.

The treatment consists in rest and drugs rather than in the
use of any apparatus. The patient should be put to bed as soon .
he complains of pain in his back, and he should remain there
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until all rigidity has disappeared. In the case of a child, skiagrams

taken from time to time will give useful information about the
progress of the disease

EPIPHYSES

The epiphyseal changes taking place in the intermediary
cartilage of infants born of syphilitic parents have been most care-
fully studied (see also vol. i, p. 333). The long bones in newly
born children show a double change as a result of inherited
syphilis. The periosteal bone is increased in amount and there is
a thickening of the calcified cartilage at the epiphyseal line. The
thickened periosteum develops additional bone, which is either
deposited irregularly as an outgrowth on the surface of the bone
or is laid down circularly to form a thickening round the bone.
The new bone is spongy and is mingled with the results of the
gummatous inflammation to which it is due. These changes are
found in children born alive as well as in those who are stillborn.

Further changes take place between the ages of a few weeks to
three months. The cells of the intermediary cartilage multiply
more rapidly than in the healthy child, whilst they calcify more
slowly. An area of irregular thickening is therefore produced at
the line of the intermediary cartilage, and a section through the
extremity of the bone shows a reddish-yellow zone of degenerating
tissue at the point where the epiphysis joins the bone. The vascular
supply is interfered with partly by these changes, but chiefly by the
changes in the walls of the vessels themselves ; the inflammatory
products caseate and the cancellous tissue in the neighbourhood
of the epiphysis is seen to be filled with a soft yellow material
which also shows a tendency to caseate. This gelatiniform degene-
ration, as it is called by the French writers, leads to a separation
of the epiphysis with parts of the intermediary cartilage from the
shaft of the bone, and the pseudo-paralysis is associated with the
slipping of the epiphysis upon the shaft.

When suppuration takes place at the intermediary cartilages
in very young children the epiphyseal cartilage may be penetrated
by the inflammatory products, and a suppurative arthritis may

be caused by the direct entry of pus into the joint. It is not
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unusual, therefore, to find a spontaneous suppuration in the larger
joints of marasmic children. The suppuration is not very virulent,
for it soon clears up if the joint be drained and mercury adminis-
tered, and the joint regains its full use even in those cases which
at first seem most unpromising.

The processes described above continue if the patient be left
untreated, and by the time the child is six months old the bones
may be so softened as a result of decaleification and rarefaction
that the case may be considered as one of rickets.

The epiphyseal changes may affect any of the joints, and they
are often multiple, but the arms are more often affected than the
legs, and the distal joints more frequently than the proximal ones.
The affection is often symmetrical, though one side is more
seriously involved than the other.

The inflammatory changes in the neighbourhood of the
epiphyses are usually associated with pain and tenderness, so that
the baby cries out when the joints are handled, though pain is
not an invariable or even a marked symptom, as there may be con-
siderable swelling which alone draws attention to the condition.
When the intermediary cartilage is the seat of gelatiniform
degeneration the limb hangs limp ; it is useless and motionless,
and if it be lifted and allowed to drop it falls heavily, a condition
to which Parrot gave the name ° syphilitic psendo-paralysis’. In
such cases the attitude of helplessness assumed by the child is
very characteristic, especially if, as sometimes happens, all four
limbs are affected. The arms lie alongside the trunk and are
pronated, whilst the legs are stretched out straight, and when the
baby is lifted they hang loose and sway from side to side.

Suppurative arthritis, secondary to the epiphyseal changes,
often occurs during the first year, or even within the first month,
after birth, generally in the knee or the shoulder. The joint
becomes flexed and is held stiff ; movement is limited, there is
pain, and the joint rapidly fills with pus. In a short time the
capsule yields and the abscess bursts externally, though the skin
may not appear reddened until the abscess points. Such secondary
arthritis occurs in children who have other signs of inherited
syphilis to render the diagnosis easy. Pathologically the suppura-
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(Suppurative arthritis.

Hydrarthrosis.

Symmetrical serous synovitis or Clut-
ton’s joints.

—

Inherited . .
Gummatous synovitis.
Chondro-arthritis, ulcerating or Von
| Gies’ joints.

ARTHRALGIA OR NEURALGIA.

The earliest sign of joint trouble in acquired syphilis may
be a neuralgia, or more properly speaking an arthralgia, occurring
a few weeks after inoculation, and in some cases even before the
appearance of any other secondary symptoms.

The patient complains of a neuralgic pain which is sometimes
diffuse and at other times is localised to various points in
a joint. The pain is often felt in several joints, and although
the larger ones are usually affected the smaller ones do not
escape. The joints are more painful at night than in the day-
time, and are most painful on getting out of bed in the morning.
Pressure may inecrease the neuralgia, or may excite it when it
18 absent. Similar neuralgic pains are often felt in the muscles,
tendon sheaths, bones, and bursae near the affected joints.
A careful examination of the joint usually fails to show any
adequate cause for the pain, as there is neither swelling, redness,
nor heat; but in a few cases there iz evidence of a very slight
synovitis with some oedema of the surrounding connective
tissues.

Syphilitic arthralgia occurs in people who live in damp and
warm climates more often than in England, and it is therefore
treated as rheumatic in origin until the appearance of other
signs of syphilis gives a clue to the correct diagnosis. The pain
in the early morning, its limitation to the joints first affected,
the absence of fever, and the failure of the salicylates to give
relief, should lead the surgeon to doubt his diagnosis of rheumatism
as a cause, and ought to make him cast about for some other _
explanation of the symptoms. Gonorrhoeal arthritis will natura.lly
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occur to him as a possible explanation, as soon as he ascertains
that the patient has been exposed to a risk of venereal infection.
But gonorrhoeal arthritis is usually more acute and painful.
The pain, too, is felt on movement, is not necessarily worse at
night, and does not wear off in the course of the day. Gonorrhoeal
inflammation is generally limited to a single joint, and it is worse
than a mere neuralgia, for the jointis swollen, the synovial mem-
brane is thickened, and the skin may be reddened. It is also
a more intense inflammation, and may lead to disorganization of
the joint. Arthralgia like that due to syphilis is sometimes an
early symptom in scarlet fever and in diphtheria, and in each of
these diseases it seems probable that the neuralgic pain is
caused by the action of the toxins produced by infective agents
acting upon nerve-endings in the synovial and connective tissue.

Left untreated, or treated incorrectly, the neuralgia lasts in-
definitely, though it wears itself out in process of time like the
other symptoms of early syphilis, without leaving any permanent
evil effects. The administration of mercury in the usual medicinal
doses speedily cures it, and even the local application of mercurial
ointment, under the mistaken notion that it is of a tuberculous
nature, may accidentally give relief.

SYNOVITIS.

Synovitis occurs under at least two forms during the earlier
period of acquired syphilis. The one is intermittent and pain-
ful, the other chronic and painless.

Intermittent synovilis is characterized by the rapid effusion of
fluid into one of the larger joints, generally the wrist, knee, or
elbow, more rarely into the hip. The pain is often considerable.
It is worse at night, and is not increased on movement. The skin
may be slightly reddened over the affected joint, but it is usually
natural in colour. The perisynovial tissues may be thickened
and the tendon sheaths inflamed, so that the outline of the synovial
membrane is not seen so clearly as in a case of simple synovitis,
whilst the tissues surrounding the joint feel thickened by the
oedema. But in spite of this the movements of the affected
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joint are smooth and easy, and as the effusion is not plastic no
crepitation or stickiness is felt on passive movement. The
swelling sometimes disappears from one joint as rapidly as it
appeared, another joint becoming affected. Several joints may
be affected simultaneously.

This form of synovitis occurs less frequently, and at a later
period in the course of secondary syphilis than the arthralgia, and
on account of the pain and the attendant constitutional disturb-
ance it is very likely to be looked upon and treated as rheumatism.
But syphilitic synovitis is nearly always associated with such
other signs of the disease as a rash, mucous patches, enlarge-
ment of the lymphatic glands, falling out of the hair, or even
iritis. There is no valid excuse, therefore, for making a mis-
take, and the more especially as the symptoms are in no way
relieved by the usual remedies which are so useful in the treat-
ment of rheumatism,

The inflammation is very amenable to treatment by mercury
given alone or in combination with iodide of potassium. It is
well, therefore, to put the patient upon a mercurial course and to
strap the affected joint with Scott’s dressing or some other oint-
ment containing mercury.

Chronic synovitis runs its course with so little pain that it is
often only discovered accidentally in the course of a medical
examination, or the patient mentions incidentally that the joints
are swollen. It is rather more common in women than in men,
the knees are most often affected, and the swelling is symmetrical.
Examination shows that there is considerable serous effusion,
but the affected joints are never tense nor are they equally
swollen. There is neither heat nor tenderness, nor is there any
great limitation of movement. The patient uses the affected
joints with considerable facility, and there is consequently very
little muscular wasting,

The prognosis is not quite so good as in the more acute form
of synovitis. The affection runs a very chronic course. Im-
provement takes place up to a certain point when mercury is
administered and the joints are treated locally by massage,
but even if all the symptoms subside it is uncommon to see
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recurrence as soon as the treatment is abandoned. Destructive
changes take place in the joint when complete resolution does
not occur, and ankylosis may lead to permanent interference
with the use of the joint. It is important, therefore, to adopt
more active surgical measures when the condition remains
stationary in spite of treatment, or when increased creaking on
movement gives evidence that the inflammatory changes are pro-
gressive. In such cases the joint should be opened, the synovial
fluid allowed to escape, and passive movement with massage
should be adopted as soon as the wound is healed.

The following cases which have been under treatment at
St. Bartholomew’s Hospital illustrate some points in the diagnosis
and treatment. I am indebted to Mr. Howard Marsh, Master of
Downing College and Professor of Surgery at the University
of Cambridge, for permission to publish them.

Case 1. Thomas T., aged 19, was admitted into St. Bartho-
lomew’s Hospital suffering from a stiff, swollen, and painful
knee-joint. He stated that he had contracted syphilis two years
previously, and that he had frequently suffered from various
secondary affections. Three weeks before he came under obser-
vation his right knee became swollen, stiff, and subject to shoot-
ing pains which were worse at night. Latterly the symptoms
had increased in severity.

He was an emaciated and cachectic-looking lad, with numerous
pigmented scars on his body and legs. There were recent and
painful nodes on his shins, and both testicles were enlarged by
syphilitic inflammation. The patient had only been treated for
syphilis for a few months after he had contracted the disease.
An examination of the right knee showed that it could not be
completely bent, and that movement caused pain. It was there-
fore kept straight. The joint was a little swollen and the synovial
membrane on either side of the patellar ligament was thickened
and pulpy, but the synovial membrane at the upper part of the
joint seemed to be healthy. No thickening of the tibia or femur
could be felt, and there was only a slight increase in the amount
of the synovial fluid in the joint.

The patient was ordered a twelfth of a grain of perchloride of
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mercury and three grains of potassium iodide three times a day.
The greater part of the swelling disappeared in a week, and in three
weeks the joint was quite free from pain and swelling and was
freely movable. The nodes on the tibia had disappeared and the
swollen testicles were smaller.

Case 2. A man aged 32 came to the out-patient room at
St. Bartholomew’s Hospital for the treatment of secondary skin
eruptions and a sore tongue, six months after he had contracted
syphilis. His right elbow-joint was partially stiff. It was painful
and was somewhat swollen, the swelling being due partly to
thickening of the synovial membrane and partly to the presence
of fluid. The skin over the joint was very slightly warmer than
natural. He was ordered a twelfth of a grain of perchloride of
mercury and five grains of iodide of potassium three times a
day, and under this treatment he improved steadily. The skin
eruptions disappeared in about three weeks, the ulcers on his
tongue healed, and his elbow became much less swollen and
painful. A fortnight afterwards the joint had returned to its
normal condition.

Six months later the patient returned with a node on his tibia,
renewed soreness of his tongue, and with the elbow again stiff
and painful, especially at night. Under similar treatment to
that adopted previously the node disappeared, the sores on the
tongue healed, and the patient ceased to complain of pain in his
elbow, which became less swollen, though the joint remained
rather stiff.

These cases show how small an amount of mercury is sufficient
to arrest the inflammation of the joints in these cases, and how
difficult it is to treat them adequately in the out-patient room of
a large hospital. The patient discontinues his attendance as soon
as he is relieved of present discomfort, and rarely allows himself
to be properly cured of his disease. The last case shows too that
a joint may become ankylosed as a result of syphilitic synovitis
lasting for a long time, the ankylosis being due to fibrous
thickening of the perisynovial tissues.

SYPHILIS IT B
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GUMMATOUS INFLAMMATION

Gummatous disease of the joints occurs under two forms:
the one in which the synovial membrane is chiefly affected ; the
other where the articular ends of the bones are more involved
than the synovial membrane.

Gummatous synovitis is more frequent in the later stages of
acquired syphilis than gummatous periostitis. It occurs as an
infiltration of the tissues beneath the endothelial layers of the
synovial membrane, the infiltration extending to the neigh-
bouring fibrous tissues, including the periosteum. The bone
itself and the cartilages remain unaffected and the intrinsic liga-
ments of the joint are not involved. The synovial hypertrophy
1s usually uniform, but gummatous nodules sometimes occur in
greater or less numbers,

The knee is most often affected, and the condition is generally
unilateral. The patient complains that his knee is swollen and
that it is awkward for him to walk, rather on account of limitation
of the movement than because it hurts him, but occasionally the
pain is severe.

Examination of the joint shows that it is enlarged uniformly
as in a case of tuberculous synovitis, and that the enlargement is
limited to the synovial membrane. Several points immediately
strike the observer and should make him question the cause of
the enlargement, for he will naturally think at once of tuberculous
synovitis. First, the ease with which the patient moves the joint ;
secondly, the absence of wasting of the limb above the swelling,
for there has been no disuse ; and thirdly, the absence of displace-
ment in the direction of the triple deformity even when the
history relates that the swelling has lasted for a long time. A
careful examination of the joint shows either that the enlargement
of the joint is due to a uniform thickening of the synovial mem-
brane, for there is very little fluid in the joint, or that the synovial
membrane is thickened in patches. When gummata are present
they may be more easily felt in the synovial pouches beneath
the quadriceps extensor than in other parts of the joint. They
oceur as masses of varying size and shape which may be moved
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a little between the fingers, but they should not on this account
be mistaken for hypertrophied synowvial fringes or for loose
bodies in the joint due to osteo-arthritis, even though there should
be a little creaking when the joint is flexed.

Gummatous inflammation of the joints is often associated with
other evidence of syphilis, which makes the diagnosis easy, for
there may be rupia, nodes, gummatous uleers, ecaries, or necrosis.

The following is a good case of gummatous synovitis of the
knee in which we were fortunate enough to obtain the joint;
and as the patient was in the hospital for more than a month before
his death, the history is unusually full :—

W. W., a wire-worker, aged 24, was admitted into St. Bﬂfth(}h}-
mew’s Hospital suffering from a great swelling of the right leg
and thigh which had increased gradually for the previous five
months. He confessed to being a drunkard, and although he had
contracted syphilis about three years since he had never been
treated regularly.

On admission to the hospital the whole of the right leg and
thigh were found to be enormously swollen and tense, as a result
of venous and lymphatic congestion. The right knee-joint was
bent and immovable, and a large tumour could be felt beneath
the muscles in front of the lower part of the thigh. The limb
was not tender, but was the seat of a dull and constant pain.
His temperature was 99.6° F. The patient also had ptosis of
the left upper eyelid, the left eyeball did not move as freely as the
right one, and the left pupil was the more dilated. Gummata were
present in the upper lip and face, and whilst he was in the hospital
he developed extensive necrosis of the upper jaw, his left testicle
became swollen, and shortly before death he suffered from a
phagedaenic ulceration of the left leg and foot.

When the right knee-joint was opened at the post-mortem
examination it was found to contain several ounces of blood-
stained pus, and after this had been washed away the appearances
seen in Plate XV were observed. A gummatous deposit had
taken place all round the lower portion of the femur beneath the
- muscles in such a way as to lead to thickening and chronic inflam-
mation of the periosteum. The gummatous inflammation had
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also involved the upper and outer parts of the synovial mem-
brane, which projected into the joint in the form of lumps and
ragged fringes, some of which had ulcerated. The bone lying
beneath the thickened periosteum was superficially inflamed,
but the bulk of the changes were confined to the fibrous tissues,
for the articular cartilages were healthy. The other joints were
unaffected, and no traces of gummatous inflammation could be
found at the base of the brain to account for the ocular dis-
turbance observed during life.

The treatment of gummatous inflammation consists in the
administration of potassium iodide until the pain and swelling
have subsided, after which the patient should be put upon
a prolonged course of mercury. Strapping the affected joint
with a mercurial ointment, or massage, will assist the action of
the potassium iodide in causing absorption of the more recently
formed inflammatory products. But when the disease has been
allowed to continue untreated for a long time the connective
tissues in the neighbourhood of the joint become so thickened
with inflammatory products that very little can be done to restore
movement. In such cases the affected joint may be protected
by a leather splint, it may be massaged, and it may be submitted
to the action of dry heat.

Just as in tuberculous disease of the knee the stress of the
inflammation falls sometimes upon the articular ends of the
bone and sometimes upon the synovial membranes, so in syphilis
the epiphysis and the shaft in the immediate neighbourhood of
the epiphyseal line are sometimes more affected than the joint
itself. In such cases the joint alters in shape and becomes
globular, the altered outline being due clearly to the bone, for
there is no increase of fluid in the joint and the synovial mem-
brane does not seem to be thicker than it is in the unaffected
joints. The knee and elbow are most often affected, and the
inflammation is generally limited to the joint of one side. The
swollen parts are neither tender nor painful, but the patient often
suffers from osteocopic pains. The swelling may increase rapidly,
and the diagnosis is easy because there is plenty of other evidence
of a severe attack of syphilis. The swelling ends in chronic perios-
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titis, in the formation of fistulous tracts which open from the bone
through the skin without involving the joint, in general suppura-
tion of the joint, in ankylosis, or even in a flail joint. I believe
that the suppurating cases usually occur in patients who are
also tuberculous. It should not be forgotten that tuberculous
arthritis may occur in patients who have had syphilis, and that
a syphilitic inflammation may be modified by subsequent infec-
tion with tubercle and the pyogenic micro-organisms which so
often accompany it.

Here is such a case: A man aged 38 was admitted under my
care at St. Bartholomew’s Hospital on January 15, 1907. He
was the night porter at an hotel, and came to the hospital saying
that he was quite well until eight weeks ago. He then had a rigor
followed by pain in his knuckles, fingers, wrists, and knees.
This attack was probably due to influenza. All the joints
recovered except the right knee, which remained red, swollen, and
painful. Many years ago he had syphilis, and both his parents
had died of consumption. The temperature of the patient was
normal, and no evidence of tubercle could be found in his lungs.
Examination of the right knee showed that the greater part of
the swelling consisted of thickened synovial membrane, though
there was a little excess of fluid in the joint. The thickening of the
synovial membrane was not uniform, for a distinct band of less
inflamed tissue ran transversely across the joint just above the
upper border of the patella. The movements: of the joint were
free and smooth, and the bones were not enlarged. I examined
the joint through an incision on January 24. There was a little
turbid synovial fluid ; the whole synovial membrane within reach
of the finger was irregularly thickened, the cartilages were healthy
and smooth. A piece of thickened synovial membrane was
submitted to the pathological department, and in due course
a report was received that the thickening was not tuberculous,
but the arteries showed evidence of extensive inflammation of the
internal and middle coats, which in some places had caused com-
plete obliteration of the lumen. No improvement followed the
operation, and the joint became stiffer and stiffer until it was
partially ankylosed. The patient was unable to follow his
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Professor Charcot first drew attention to the condition in
1868, and not only described the symptoms but correlated them
with the degenerative changes taking place in the spinal cord, to
which the names locomotor ataxy and tabes dorsalis are given.

A single joint is usually affected, though the changes are some-
times bilateral. The knees, ankle, hip, and tarsal hones are more
often affected than the shoulders, elbows, and wrist. A few cases
are recorded where the articulation of the lower jaw has been
involved. Men suffer rather more frequently than women, and
the arthropathy may occur at any time in the course of the disease,
for Kredel found that in 132 cases of tabes with arthropathy the
joint lesion occurred

21 times during the premonitory period of tabes.
38 times between the first and the fifth years.
32 times between the fifth and the tenth years.
41 times after the tenth year.

The affection is never painful, and the first signs usually take
the patient by surprise, though he may have felt some lightning
pains near the joint, or there may have been a little crepitation
or some transient swelling. The onset therefore always seems
abrupt, and it may be so sudden that a patient falls owing to
his legs giving way beneath him whilst he walks, or he comes
complaining that he has put his shoulder or his elbow out of
joint without knowing how the accident happened.

An examination of the joint shows that it is swollen, and if it
is seen early the swelling is limited to the joint, though the whole
limb becomes swollen and sometimes so rapidly as to make it
probable that the capsule of the joint has given way and has
allowed extravasation of the synovial fluid into the cellular
tissues. The swelling reaches a maximum in a few hours or a
few days, and the skin then feels firm, whilst the tissues do not
pit on pressure. The skin is pale and often shiny ; the veins are
dilated, but there is no sign of inflammation; haemorrhage is
rare and suppuration hardly ever occurs.

The swelling of the limb diminishes after a period varying from _
days to months, disappearing last from the neighbourhood of



56 THE SURGERY OF SYPHILIS

the joint, and when it has subsided, or when an X-ray photograph
is taken, the joint is found to be completely disorganized, partly
from absorption of the articular heads of the bones and partly
from the disintegration of the ligaments. The joint can there-
fore be moved in many abnormal directions so freely that it
is sald to be ® flail-like . 1In spite of this abnormal mobility the
patient goes about with comparative freedom, at any rate in the
earlier stages, only complaining of the weight of the limb and that
he is easily tired. Very little muscular wasting occurs, therefore,
during the earlier stages so long as the limb is used. But the
inco-ordination, the shortening, and the weakness of the limb make
the patient bed-ridden in the later stages, when the hip, knee, or
ankle is involved.

A pathological examination shows that every part of the joint
is altered in a case of tabetic arthropathy of long standing (Plates
XVI and XVII). The ligaments are converted into fibrous tissue
and are greatly elongated. The capsule of the joint is thickened or
even calcified in parts, whilst in other parts it is so greatly thinned
that it easily gives way. The synovial fringes are increased in
size and become pedunculated in the manner which is seen so
often in chronic osteo-arthritis. The cartilages undergo vertical
fibrillation and wear away, whilst ecchondroses or calcified masses
spring from the points where the cartilage becomes continuous
with the synovial membrane. But the most characteristic
changes occur in the articular ends of the bones, which become
ground down so that in the case of the knee, hip, and shoulder
the distal bone slides upon the more fixed one, and at the knee the
articulating surfaces become oblique instead of transverse. The
portions of bone which remain at the joint show signs of osteitis
and may become markedly increased in size.

The process of erosion and absorption is sometimes replaced
by a more conservative change, especially when the shoulder is
attacked, so that the head of the humerus becomes concave
and surrounded by osteophytes, whilst the glenoid surface of the
scapula becomes convex.

There is also an atrophic form of Charcot’s joint which is seen
much less commonly in England than the hypertrophic variety
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just described, though the two types are sometimes seen in
different joints of the same patient. In the atrophic form there
is more or less complete wasting of the cartilage and of the articular
surfaces of the bone. The wasting is so complete in some cases
that a considerable portion of the shaft may disappear, leaving
only pointed extremities to represent such bones as the humerus,
the radius, and the ulna. The atrophic form of tabetic joint does
not seem to be very uncommon in France, and is seen more
frequently in the shoulder, elbow, and hip than in the knee or
ankle.

The pathological appearances are well seen in Plate XVII,
taken from the left knee of a woman who was under my care in
St. Bartholomew’s Hospital in July, 1907. She said that she
was 45 years of age, and that whilst she was engaged as a cook
in Canada, some three years ago, her left knee suddenly swelled
without any cause. It was not painful, but it was so weak that
it often caused her to fall. A plaster of Paris splint was put on
in Montreal, and this enabled her to continue her occupation until
the summer of 1906, when she came to England and was admitted
to the hospital under the care of my colleague Dr. Howard
Tooth, CM.G. For the last ten or twelve years she had suffered
from ° lightning * pains in the legs, and during the last six months
she had lost control over her bladder. She was married at the
age of 33 to a soldier who had just completed twelve years’
service in India. She had one child by him who died of con-
vulsions at the age of nine months, but she had no miscarriages,
nor had she suffered from any rash or sore throat. Her husband
died of consumption in 1904.

The patient was a thin and anaemic woman with good sight.
The movements of the eyeballs were perfect and the pupils reacted
naturally both to light and accommodation. The thoracic and
abdominal viscera seemed to be healthy. Both legs were wasted
and the knee-jerks were absent. The left knee was greatly
swollen and the joint contained free fluid. The joint was so
disorganized as to be ‘ flail-like ’ and the patella was displaced
to the inner side. The edges of the articular surfaces of the femur
and tibia were lipped (Plate XVI), osteophytes were present in
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the immediate neighbourhood of the joint, and there was much
grating on movement. There was well-marked analgesia all over
the left leg, and to a slighter extent in the right, but the right
knee-joint and all the other joints of the body seemed to be
natural. During the patient’s stay in the hospital her pupils became
unequal, the left being always larger than the right, but they
continued to react both to light and accommodation.

For nearly a year I resisted her entreaties to remove the left
leg on the grounds that some of the other joints were sure to
become affected, that the extensor muscles of the left thigh were
too weak to allow of her using an artificial limb, and that T did
not know what course wounds took in persons affected with this
form of locomotor ataxy. But as she was determined to lose
her leg, and as after several months’ watching and treatment she
remained very much in the same condition as when she was first
seen, I amputated in the lower third of the thigh. The operation
was performed on July 25, the wound healed by first intention,
and the patient left the hospital on August 14. I heard after-
wards that she died suddenly in the following December of some
cerebral affection, probably a haemorrhage.

Subsequent examination of the knee showed the appearances
represented in Plate XVII. The synovial membrane was
thickened and villous ; the articular cartilages were worn away
in many places, leaving inflamed and bare bone on the patella,
femur, and tibia. The remaining articular cartilages were shaggy
from fibrillation. There were many ecchondroses, some of which
were pedunculated, and all were densely calcified. The edges of
the condyles of the femur were markedly lipped, and there were
irregular calcified masses in the fibrous tissues surrounding the
joint. The weakness of the knee and the inward displacement of
the patella were easily explained by the condition of the internal
tuberosity of the tibia, which was so worn away behind that
the articular surface slanted backwards instead of being on the
same plane as the external tuberosity. The crucial ligamerits
were stretched, but neither they nor the interarticular fibro-
cartilages had undergone any material change.

The differential diagnosis of tabetic arthropathy is not difficult,
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though it has to be distinguished from osteo-arthritis and syringo-
myelia. The absence of pain and of the patellar reflex, the
iridoplegia, in which the pupil acts in accommodation but does
not respond to the stimulus of light, are the negative signs,
whilst the apparently rapid onset and the swelling of the affected
limb are positive indications of the tabetic arthropathy, even
if it occurs before there is any inco-ordination of movement or
gastric crises.

In syringomyelia the shoulder, elbow, and wrist are much
more often affected than the hip, knee, or ankle. There is a great
alteration in sensibility, muscular wasting is a marked feature
in the disease, and there are other trophic lesions besides those
of the joints, so that ulcers and whitlows are not uncommon.
Suppurative inflammation of the affected joints is usual in patients
suffering from syringomyelia ; it is veryrare in the cases of tabetic
arthropathy.

The treatment of Charcot’s disease can only be palliative.
Whilst the limb is swollen in the earlier stages massage and passive
movements may be employed to relieve the inconvenience caused
by its size and weight. The patient may be allowed to take
a moderate amount of exercise. Complete rest and application
of a well-moulded leather splint to the affected limb are often
useful in the later stages, and for a time the condition of the
limb may seem to improve. Operative measures do not help the
patient, because a careful examination nearly always shows that
several joints are involved although the changes are only noticed
or complained of in a single one. I have never yet seen a case
in which all the conditions seemed to me to warrant amputation
of the affected limb, and in doubtful cases I was deterred from
recommending such a method of treatment—except in the case
just mentioned—in view of the opinion expressed by older
surgeons that such an operation is very likely to be attended by
an unfavourable result, and that excision is equally to be avoided,
for in neither case can sound repair be anticipated.



60 THE SURGERY OF SYPHILIS

TEE JoixTs 18 HEREDITARY SYPHILIS

It is doubtful whether syphilis ever affects the joints primarily
in very young children. The nearest approach to an early
inherited syphilitic arthritis is the suppuration occurring in the
knees and ankles of marasmic babies only a few weeks old who are
the offspring of syphilitic parents of the out-patient class at
hospitals. But suppuration and inflammation of the joints
secondary to inflammatory changes in the neighbouring epiphyses
are by no means uncommon in infants, whilst later in life the
joints are affected in at least three different ways: in the form
of symmetrical serous synovitis ; by gummatous synovitis, which
is often a combination of syphilis and tubercle; and by an ex-
tremely interesting form of chondro-arthritis, which appears to
begin as a syphilitic inflammation of the articular cartilage.

SYMMETRICAL SEROUS SYNOVITIS

Mr. H. H. Clutton first drew attention to the occurrence of
symmetrical serous synovitis in children in the year 1886, and
showed that it was associated with syphilis. All surgeons in
charge of a children’s hospital are familiar with patients affected
in this manner. Von Hippel has published an account of forty-
three cases which occurred in his own practice; and Dr. G. H.
Melville Dunlop of Edinburgh has published an excellent account
of the cases which have come under his personal observation.

The average age of children affected with symmetrical serous
synovitis is thirteen years, and they are usually between the ages
of eight and fifteen. The knees and shoulders are affected most
frequently, but the ankles and wrists are sometimes involved.

The synovitis is characterized by its symmetry, freedom from
pain, long duration, and the power of movement which remains in
the joints throughout the whole course of the attack.

Symptoms. The patient complains of stiffness in one joint, which
is found on examination to be full of fluid, though it is never tense.
Further examination shows that the opposite joint is also swollen,
but to a less extent than that of which complaint is made. If the
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patient is seen early the opposite joint may be free from fluid at
first, but if the nature of the case is not recognized, and the patient
is not treated with mercury, it sooner or later becomes affected.
The skin is not hot and is natural in colour, whilst the limh above
and below the joint is not wasted. The appearances are well
shown in Plates XVIII and XIX. Iam indebted to the kindness
of Dr. Melville Dunlop for Plate XVIII.

The swelling may remain for many months unchanged, and
neither the application of splints nor prolonged rest seems to
relieve the condition. From time to time the chronic character
of the swelling is interrupted by periods of active increase with-
out any apparent cause, and even when the patient appears to
be cured relapses may occur.

An important feature in these cases is that they are often
associated with other symptoms of inherited syphilis. Inter-
stitial keratitis accompanies or precedes the synovitis in a large
proportion of cases, and as a rule the joints are involved first and
the keratitis comes on afterwards. The patient, too, is often
deaf and may present nodes on the long bones near the affected
joints. Of the sixteen cases seen by Dr. Melville Dunlop, twelve
developed keratitis, four had periostitis, three suffered from deaf-
ness, but only two had Hutchinson’s teeth. This bears out Von
Hippel's statement that syphilitic joint trouble is much more
common than the development of syphilitic changes in the teeth,
and he thinks that the occurrence of effusion into the joints
should always be inquired about when an attempt is made to
establish a history of inherited syphilis.

Pathology. A considerable proportion of the cases of sym-
metrical serous synovitis show definite pathological changes when
the joint is examined. The synovial membrane is infiltrated and
studded with gummata, and the membrane is everywhere thickened
and much more vascular than normal. Villous processes grow from
the endothelial aspect of the synovial membrane, and the synovial
fringes are especially infiltrated, hanging down into the joint and
filling its cavity with a soft, gelatinous, and poorly developed
material resembling that seen in tuberculous joints. It presents
a soft, reddish, elastic appearance, and in the centre it is greyish
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movement, less wasting of the limb, as well as by the slighter
tendency towards suppuration and fungation. The cartilage
remains unaffected for a long time, and there are consequently
no starting pains to awaken the patient when he falls asleep and
cause the ‘ night sereaming ° which is so characteristic a feature
in tuberculous arthritis of the knee and hip.

These cases of gnmmatous synovitis respond very readily to
treatment by mercury, even though the patient be allowed to go
about his ordinary work, whether at school or in business.

The following case shows how easily a patient suffering from
gummatous synovitis may be diagnosed erroneously :—

A boy aged 14 came under my care on January 31, at the
Victoria Hospital for Children, to be treated for an inflammation
of the right knee. He had suffered from diphtheria four months
previously, and a month later sores appeared on his body. He
had been limping for a month before I saw him. His younger
brother had had an ankle-joint excised, presumably because the
surgeon thought he had tuberculous arthritis.

My patient’s complexion was muddy, and scattered over his
trunk, limbs, and scalp were patches of superficial ulceration
covered with thick scales or with black and raised crusts. His
voice was husky, but his teeth were healthy, and there was no
evidence of keratitis or of iritis, either present or remote. The
glandulae concatenatae on both sides of his neck were slightly
enlarged.

The right knee was affected with synovitis. It measured
12} inches over the centre of the patella, whilst the left one only
measured 10} inches in circumference at the same level. There
was a little synovial fluid in the left knee. The synovial mem-
brane in both joints appeared to be thickened, and this was
especially marked at the sides. The patient occasionally had
some throbbing pain at nights, but unless the knee was moved
he did not complain of pain, and he had never been awakened
by any starting pains.

The boy was brought by his mother, who presented such
obvious signs of tertiary syphilis that he was at once ordered
one-grain doses of grey powder. In ten days’ time his complexion



64 THE SURGERY OF SYPHILIS

had cleared and his voice was less husky. There was also less syno-
vial effusion in the right knee, whilst the left appeared to be healthy.
This improvement continued until March 7, when the patient
was allowed to go home with his right knee in a plaster of Paris
case. He returned on March 26 complaining of much pain in both
knees with increased swelling. A plaster of Paris bandage was
put round each knee, but he returned again on April 2 with in-
creased swelling of both knees and with some synovitis of both
elbows. He then confessed that, boy-like, he had not taken his
grey powders for a fortnight. He was made to understand that
medicine was necessary for his cure and was ordered to continue
the one-grain doses of grey powder three times a day. His elbows
were less swollen and painful on April 9, though his knees still
remained enlarged. He was then given half-drachm doses of the
solution of perchloride of mercury with five grains of iodide of
potassium three times a day. A week later he returned saying
that his elbows were well, his knees better, and that he had
suffered no pain since he began his new medicine. He increased
in weight from 64} lb. on April 16, to 71} 1b. on April 30.
I kept him under observation for two or three years, treating him
with intermittent courses of mercury, and during the whole time he
remained well and worked uninterruptedly as an errand-boy.

CHONDRO-ARTHRITIS

Chondro-arthritis is that condition in which the articular
cartilages are destroyed by a process of serpiginous ulceration
which involves the bones secondarily, and is generally associated
with gummatous periostitis. It is, fortunately, very rare, and
it occurs as one of the last manifestations of inherited syphilis.
Professor Bertarelli has succeeded in demonstrating the presence of
the Spirochaete pallida in the affected tissues. Professor von Gies,
in 1881, first drew attention to the occurrence of syphilitic joints
in which the cartilage was chiefly affected, and in 1884 Professor
Virchow deseribed them more fully.

The following case occurred at St. Bartholomew’s Hospital




CHONDRO-ARTHRITIS 65

a few years ago, and I am indebted to my colleague Mr. A. A.
Bowlby, C.M.G., for permission to use his description of it :—

A boyaged 16 was admitted into St. Bartholomew’s Hospital
on November 20, 1882, on account of ulceration of the left leg.
He had been in good health until three years before his admission,
when he first had an attack of synovitis of the left knee. A year
later swellings appeared on his shins, and after several months
one of these swellings burst, some bone came away, and an ulcer
remained. The patient had no evidence of congenital syphilis,
but the appearance of the shins was so suggestive that he was
treated with mercury and iodide of potassium and the ulceration
was cured. A year later he was readmitted to the hospital for
an ulcer of the right shin. This ulcer proved most intractable,
and it was only after six months’ rest in bed and several gouging
operations that the ulceration healed.

The patient was then sent to a convalescent home, and whilst
he was there the joints began to show signs of inflammation, and
a sharp attack of synovitis of the left knee and of both elbows
obliged him to return to the hospital. The affécted joints
contained a good deal of fluid and were rather painful, but under
treatment by Scott’s dressing the fluid was quickly absorbed
and the patient was discharged in March, 1885. He returned
again on September 1, saying that he had noticed a swelling on
the left side of his forehead and on his right arm for about three
weeks, and that the ulcers on his shins had broken out again soon
after he left the hospital.

An examination of the boy showed a swelling attached to the
right humerus about its centre and on the outer side; the skin
being red and hot, and the swelling fluctuating. The surrounding
bone was thickened. Over the left eyebrow was a lump as large
as a walnut, firm and attached to the subjacent bone. The shins
were ulcerated, the tibiae were thickened, and there was con-
giderable effusion into each knee-joint, There was also effusion
into the left elbow, but none of the affected joints were painful.
The swelling in the arm was incised and pus with caseous material
was removed, leaving bare and rough bone. The general health
of the patient steadily got worse. He began to cough, an effusion
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occurred in each pleura, his liver and spleen became greatly en-
larged, and he died with the signs of amyloid disease five months
later.

A post-mortem examination of the right upper extremity
showed that the articular cartilage of the head of the humerus
(Plate XX VI) was thinned in almost its whole extent and was of
a bluish colour. On the posterior aspect of the head, near the
anatomical neck, was a deeply cut groove, extending for an inch
or more towards the centre, after which it turned towards the
great tuberosity and ramified over the greater part of the posterior
surface of the head. The posterior portion of the articular
surface looked as if portions of the cartilage had been gouged
away, leaving irregular tracts with crescentic margins. Islands
of cartilage remained intact here and there. Where the cartilage
was most deeply destroyed the ulceration had involved the bone,
which had undergone the same gouging process as the cartilage.
A thin membranous layer covered the bone and was closely
attached to it. When this was peeled off the bone was found to
be rough and softer than usual. This membrane was cellular
and was continuous with the synovial membrane, fading gradually
as it reached the centre of the cartilage. In other parts the
cartilage was thickened and lumpy, its thickness being at least
twice as great as that of normal cartilage. The synovial mem-
brane was more vascular and thicker than usual, but otherwise it
appeared to be natural. The shaft of the humerus was thickened
and misshapen by the deposit of porous new bone, which in parts
was tolerably firm, but in other parts was soft and crumbling.
There were some deposits of inspissated pus beneath the peri-
osteum. The lower two-thirds of the shaft were more affected
than the upper third, and at the centre of the shaft, at a point
corresponding to the external ulceration, there was a considerable
destruction of bone with the formation of a deeply excavated cavity.

The right elbow-joint contained much thickened synovial fluid.
Part of the cartilage covering the trochlear surface of the humerus
was converted into fibrous tissue, whilst the cartilage over the
capitellum was fibrillated and pitted, but the bone was not

exposed.
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The posterior surface of the right olecranon fossa was rough
and carious, and the periosteum was separated by caseating
inflammatory products. The cartilage on the articular surface
of the olecranon was partially destroyed, whilst the bone was
exposed and roughened. The articular surface of the coronoid
process was in a similar condition, and between the olecranon and
the coronoid processes the bone was grooved longitudinally in
the manner seen in osteo-arthritic joints.

The left shoulder-joint contained some thickened synovial
fluid. The cartilage of the glenoid cavity was normal and the
scapula did not seem to be diseased.

The shaft of the humerus was natural, but the head presented
appearances similar to those seen in the right shoulder-joint.
The articular cartilage was thinned over the greater part of its
surface, the thinning being less marked at the centre than towards
the circumference. There were deeply excavated tracts near the
anatomical neck, the bases of which were covered by a fibrillated
membrane continuous with the thickened synovial membrane.
A process of the synovial membrane extended forwards and fitted
accurately into the excavated surface, though it was not adherent
to it. From the lower portion of one of the excavated surfaces
the ulceration extended downwards along the shaft of the humerus
into the substance of the bone. The synovial membrane was
thickened and fringed as it is in cases of osteo-arthritis.

The right knee-joint (Plate XXVII) contained a considerable
quantity of viscid fluid, and its synovial membrane was everywhere
thickened and congested. The patella was surrounded by a mass
of fringes, some very pedunculated, others almost sessile; some
large and resembling masses of fat, others delicate and filamen-
tous. The external condyle was deeply grooved, the groove
extending down to the bone, which was covered by a membrane
similar to that which lined the ulcerated or grooved portions of
the shoulder-joint. This groove became shallower at the upper
and anterior part where an island of cartilage remained intact.
The cartilage on the upper part of the condyle was rough and
fibrillated and it was greatly increased in thickness. There was
a large nodular outgrowth of cartilage on the upper part of the
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joints and tonic treat-n;.tent with good hygiene may give him
some relief.

The whole question of syphilitic inflammation of cartilage
stands in need of scientific examination at the present time. It
is probable that there are several varieties of joint disease asso-
ciated with syphilis in which cartilage is affected. The changes in
the form described above are due to fibrillation of the matrix over
considerable areas. In other cases rounded pits appear in the
articular ends of the cartilage, whilst in yet other cases there is
scarring of the cartilage, which differs from that seen in osteo-
arthritis because it does not take place at the point where the
pressure within the joint is greatest, nor is it associated with
eburnation of the exposed bone.
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with function seems to depend rather upon the pain than upon
any gross lesion. Wryneck, the stiffness characteristic of lum-
bago, inability to walk even short distances without excessive
fatigue, and impaired movements of the hand are the results of
this form of m}rnsalgia'., or syphilitic rheumatism, as it is sometimes
called.

The treatment consists in the administration of mercury, with
the application of stimulating applications over the affected
musecles. A Turkish bath often relieves the pain, which in any
case is usually transient, and disappears even without treatment.

Diffuse gummatous infiltration or interstitial myositis is best
known as oceurring in the biceps and in the hamstring muscles,
about the end of the first year after infection with syphilis.
Anatomieally it is a primary change in the interstitial connective
tissue with secondary degenerative changes in the muscle fibres.
The infiltration has also been noticed in the flexor muscles of the
forearm, the pectoralis major, the sterno-mastoid, the masseter,
and the rectus abdominis. The affected muscles undergo a slow
and painless increase in size, whilst at the same time they shorten.
When the biceps and the hamstrings are involved the elbow and
the knee are partially bent, and the tendons stand out in sharp
relief though the muscle is not contracted.

The onset is very insidious, and the patient has only suffered
a little cramp from time to time, until he suddenly realizes that
he is unable to straighten his arm or leg. Examination of the
joint shows that it is fixed at an open angle, and that any attempt
to straighten it causes pain. The overlying skin is healthy. There
is no alteration in the shape of the muscle, nor is it harder than
usual, but there is a marked increase of tension when it is put upon
the stretch. It reacts less to mechanical stimulation than a
healthy muscle, and it responds badly to galvanism. The change
is nearly always unilateral, or if it is symmetrical the corresponding
muscles are affected successively and not at the same time.

The prognosis is good, as the patient generally recovers with a
perfectly useful arm, although the stiffness may have lasted four or
five months, but the improvement is only gradual.

The treatment consists in the local inunction of mercury with
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subsequent massage of the affected muscle. Iodides should be
given at the same time.

Prof. Fournier calls attention to other changes taking place in
the muscular system during the earlier stages of syphilis. He has
often noticed a progressive weakening of the muscular power as
measured by a dynamometer, and he alludes to an irregular and
intermittent trembling which sometimes attacks patients suffering
from the secondary manifestations of syphilis, when as yet they
have not been treated with mercury. Both these conditions, as
well as the progressive wasting of the muscles which is seen
occasionally, are due rather to a neuritis, or to the general effects
of the syphilitic poison, than to any local action upon the muscles
themselves.

The muscles are affected with a localised gnmmatous inflamma-
tion during the later stages of syphilis, generally within three to five
years after infection, often later, sometimes much earlier. The in-
flammation is either a general infiltration of the muscular tissue, or
else localised gummata are produced ; very frequently the two
forms occur in ecombination. One or many muscles are involved—
the triceps, rectus abdominis, and muscle of the tongue most often ;
but cases are reported where the inflammation has attacked the
gluteus maximus, the vastus externus, the sartorius, the levator
ani, the trapezius, the sterno-mastoid, the intrinsic muscles of the
larynx, and even the external sphincter of the anus. When the in-
flammation assumes the form of localised gummata the individual
swellings may be felt; but when, as is usual, the gummata are
associated with diffuse inflammatory changes the muscle is in-
creased in size, it becomes globular, flattened, fusiform, or irregular
in outline, firm and resistant to the touch, the alterations in its
character being felt more easily when it is relaxed than when it is
contracted. The swellings slowly increase in size until whole groups
of muscle may be involved. The inflamed muscles after a time
become adherent to the surrounding tissues, and the use of the
muscle is then impaired. The gummatous masses may soften and
discharge through the skin, leaving an ulcer which readily heals
under treatment. The end of the inflammation, if it be untreated,
is not known, but it is suggested that a shortened and useless
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muscle may be left, or that calcification and even ossification may
take place.

The prognosis is very good, because the inflammatory changes
are easily arrested by the administration of potassium iodide
even when they have been allowed to proceed for a long time.

A localised swelling in the sterno-mastoid muscle of newly
born children is not uncommon, and it has often been ascribed
to syphilis and described as a gumma. I have never been able to
satisfy myself that such swellings bore any direct relation to
syphilis, and it has always appeared to me that they were better
explained as the result of injury to the muscle at the time of birth,
with subsequent inflammatory changes within the sheath of the
muscle. The inflammation is interesting, because it sometimes
leads to a slight form of wryneck.

Gummatous inflammation of the muscles also occurs as a result
of inherited syphilis, when it may be one of the latest manifesta-~
tions, as it occurs from the fifth to the twentieth year of life.

TENDONS AND THEIR SHEATHS

Tendons and their sheaths may be affected with syphilitic
inflammation either separately or together, but if the inflammation
is at first limited it soon spreads until both parts are involved.

Teno-synovitis oceurs in two forms, in the earlier period of
secondary syphilis as a simple serous inflammation leading to
effusion, or as an oedema associated with plastic effusion which
may lead afterwards to impaired movement owing to the formation
of adhesions. During the later periods of syphilis the inflammation
is of the usual gummatous type, either interstitial or localised.

Serous teno-synovitis has been most frequently observed in the
tendon sheaths at the back of the wrist, and in those of the front
of the ankle, peronei, and hamstrings. The tendon sheaths of
the biceps and supinator longus are sometimes involved in the
front of the arm.

The swelling begins rather rapidly and is painless. It does not
interfere materially with the movement of the neighbouring joint,
and the attention of the patient is drawn to it by the soft crackling
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sensation felt accidentally on movement. Sometimes the onset
is more acute, and it is then attended with pain on movement,
some impairment of movement, and a reddening of the skin. But
even if it be left untreated this subacute form soon settles down
and runs the same indolent course as the serous teno-synovitis.

The oedematous form of teno-synovitis is most often seen on
the back of the wrist, where it causes a triangular swelling with
the base directed towards the fingers, the apex following the
course of the extensor tendons as far as the dorsal ligament of the
wrist, where the inflammation ceases. Left untreated the swelling
pursues a peculiarly indolent course. It continues almost inde-
finitely, and the movements of the wrist are either hampered by
adhesions or weakened by the play of the tendons in the distended
sheath.

This condition of syphilitic teno-synovitis must be distin-
guished from tuberculous disease of the wrist, for which it is
often mistaken. In the syphilitic form the inflammation is really
due to a teno-synovitis, whilst in the tuberculous form the inflam-
mation of the tendon sheath is associated with, and, perhaps, is
always secondary to, inflammation of the synovial membrane or
bones of the wrist. The swelling in the syphilitic form, therefore,
is limited to the back of the wrist, whilst in tuberculous inflamma-
 tion there is a swelling on both the dorsal and palmar surfaces of
the joint, though that on the dorsal aspect may be the more evident.
The tuberculous inflammation, too, is associated with much more
wasting of the fingers, and the wrist quickly becomes more useless;
the disease progresses in tubercle, whilst in syphilis it remains sta-
tionary. Syphilitic teno-synovitis improves rapidly under treat-
ment by mercury, whether applied locally or administered by the
mouth, whilst the tuberculous form usually goes from bad to worse.

Gummatous teno-synovitis is of more common occurrence than
the secondary form just described, though many of the reported
cases should rather be classed as instances of perisynovial
inflammation than of true teno-synovitis. The inflammation
begins either as a deposit infiltrating the tendon sheath for a con-
siderable distance or as a circumscribed mass, small, single and
discrete at first, but later becoming multiple, the separate masses
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fusing to form an irregular and lumpy nodule to which the skin
preséntly becomes adherent. The swelling then softens, ulcerates,
and discharges, leaving a tertiary syphilitic ulcer with serpiginous
edges, which is often so chronic that it lasts for years as in the
case represented in Plate XXI.

Gummatous inflammation of the tendon sheaths occurs late
in the course of the disease, and often in those whose general
health has become greatly enfeebled. The prognosis is good even
in an advanced state, for the ulcer heals rapidly under treatment
with a lotion containing mercury and the internal administration of
potassium iodide, especially if a tonic regimen be adopted at the
same time. Occasionally the tendon in the affected sheath may
slough as a result of the inflammatory processes, and its use may
thus be destroyed.

TENDONS

The tendons, being less vascular than their sheaths, are not so
liable to undergo inflammatory changes, and only a gummatous
inflammation has been described in connexion with them. The
largest and strongest tendons are most prone to inflammation,
which is either superficial and infiltrating, or deep and circum-
scribed.

The infiltrating form of gummatous inflammation merely leads
to thickening of the tendon and may end in its calcification.
It is rarer than the form which occurs in the later stages of
acquired syphilis as slowly growing nodules which are painless
and do not interfere materially with movement. The nodules
disappear readily enough under treatment and rest, but if they are
neglected the inflammation tends to involve first the tendon

sheath and afterwards the surrounding tissues, until it ends as
a gummatous ulcer.

BURsAE

The bursae are sometimes enlarged quite early in the course of
acquired syphilis, and as a part of the general toxic process which
leads to widely spread manifestations of serous inflammation
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throughout the body. Prof. Fournier has given the name ‘syphilitie
pseudo-rheumatism’ to this condition, because the patient is
generally treated with salicylates as the real cause of the inflam-
mation is overlooked. An examination of the bursae in the
neighbourhood of the painful joints will show that in these cases
they are swollen and tender, though if they be watched the
swelling is found to be very transient. The inflammation often
disappears spontaneously, or it yields readily to a course of mer-
curial treatment.

The bursae are also subject to a gummatous inflammation,
which either occurs about the latter half of the second year after
infection or as one of the latest manifestations of acquired syphilis
in those whose health is completely broken down and who show
evidence of severe syphilis in the form of rupia (Plates XXVIII and
XXIX), nodes on the skull, or extensive inflammation of the soft
palate. The earlier manifestation occurs as a sharply defined
tumour which is indolent and painless ; in the later forms the
swelling is hard, tense, and elastic, attaining to a considerable
gize. It may remain for a long time in a chronic condition until
it softens, ulcerates, and ends in a typical gummatous ulcer as
a result of an injury in association with some cause which leads
to a lowering of the general health of the patient.

Any bursa may be the seat of gummatous inflammation, but
it is commonest in those which are more especially exposed to
irritation and injury, and it is often symmetrical. In women it
is most frequently seen in the bursa over the patella ; in men it
is not uncommon in the bursa situated over the tuber ischii, espe-
cially in cabmen and car-drivers. It is thus almost a trade disease,
for it appears in miners over the olecranon and in earpenters on
the radial side of the first phalanx of the right index-finger, where
they often have an adventitious bursa. Tt is sometimes seen as
a bunion in the bursa over the metatarso-phalangeal joint of the
great toe.

Mr. Jonathan Hutchinson has described a gummatous in-
flammation of the perisynovial tissues in the epitrochlear hollow
at the elbow, which is interesting because it may involve the ulnar
nerve, causing a neuritis marked by lancinating pains correspond-
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different tissues in different individuals. Sometimes the bones
are chiefly affected, sometimes the blood-vessels, and some-
times the nervous system. In like manner, a patient may have
a perfect set of teeth although he bears marked evidence of
inherited syphilis in other parts of his body, and it is thought by
some that patients with inherited syphilis who show a special
tendency to phagedaenic ulceration rarely show any signs in their
teeth. On the other hand, Mr. Jonathan Hutchinson, to whose
acumen we owe much of our knowledge on this subject, points
out that typical syphilitic teeth are often associated with
deafness and interstitial keratitis. Syphilitic changes in the
teeth must not, therefore, be expected in every case of inherited
syphilis, though they form valuable corroborative evidence ; neither
must every case of imperfect teeth be considered as syphilitic.

Syphilis does not exercise any very marked effect upon the
milk-teeth. The children of syphilitic parents often cut their
teeth earlier than healthy children, and it is by no means uncom-
mon to find one or two teeth present at birth, which soon fall out,
owing to the want of development of the root and the alveolar
process. Peg-shaped, deciduous teeth have occasionally been seen
in children who have inherited syphilis, but the stress of the
disease falls upon the permanent teeth.

The Imncisor Teeth. The changes in the permanent teeth occur
in the upper and lower incisors, the first molars, and more rarely
the canines. The teeth are altered in size, in shape, and in texture.
Mr. Hutchinson, who described them first, says: ‘At or after the
age of puberty the recognition of the subject of inherited syphilis
may sometimes be made with great certainty ; at other times it
is surrounded with difficulties. Our most valuable aids are the
evidence of past disease, more especially of inflammations which
may have occurred in infancy. A sunken bridge of the nose caused
by long-continued swelling of the mucous membrane when the
bones were soft, a skin marked by little pits and linear scars,
especially near the angles of the mouth, the relics of an ulcerating
eruption and protuberant frontal eminences, consequent upon
infantile periostitis, together with a silky softness of the skin and
absence of colour, are amongst the points which go to make up
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teeth merely remain shorter and more convergent than they
ought to be.

The Molar Teeth. Mr. Henry Moon, of Guy’s Hospital, has pointed
out that the first permanent molars also exhibit a change of form
in the subjects of inherited syphilis. The crown of the molar
fails to expand, so that the sides fall together and produce a sort
of dome rather than the normal flattened surface. It is, in fact,
the counterpart of what happens in the central incisors, where an
arrest of the development of the middle denticle leads to a falling
together of the sides of the tooth, which becomes narrow where
it should expand. These peculiarities in the first molar teeth are
far less easy to recognize, and are less definite than the notching
and dwarfing of the incisor teeth which have just been described.
The permanent central incisors, therefore, must remain ° the test
teeth for hereditary syphilis °, but in cases in which from early decay
or other causes they cannot be employed, valuable corroborative
evidence may be obtained by observing whether or not the patient
possesses dome-topped first molars in the permanent dentition.

Minor Changes. 1ll-health of the mother during the period of her
pregnancy, when the germs of the permanent teeth are beginning
to assume a definite form in the foetus, and ill-health of the newly-
born child may lead to faulty development, or to molecular absence
of some of the tissues of the teeth. These errors usually affect
the enamel, but they may extend to the dentine. Syphilis is one
of the causes of such ill-health, but many other conditions may
produce similar appearances in the teeth, so that minor dental
defects must not be placed in the same category for purposes of
diagnosis as the changes in the incisors and the molars described
by Mr. Hutchinson and Mr. Moon. Chief amongst these minor
changes are the erosions and furrows to which the name of hypo-
plasia or honeycombing has been given by dental surgeons, and
the changes in the teeth which are often noticed in those who have
suffered from rickets.

Honeycombed or hypoplastic teeth are due to faulty develop-
ment of the enamel and dentine. The enamel is indented by
small pits or grooves, which are usually arranged transversely and

in rows, although they are sometimes vertical. The erosions
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occupy exactly the same level in each tooth, and the appearances
produced are much as if a line had been stretched horizontally
across them. The enamel covering the pits and grooves is ex-
tremely thin, and in some instances may be entirely absent,
although between the rows of erosion the enamel is usually well
formed and healthy. The dentine also shows signs of imperfect
development by containing a large number of interglobular spaces.

The dental erosion is most frequentlyseen in the first molars, the
incisors, and the canines, which appear rugged, pitted, and dirty-
looking (Plate XXII, Fig. 2). The premolars are not affected,
because they are new teeth which are not even present in rudiment
when the inflammatory conditions leading to hypoplasia attacked
the other tooth-germs. Sometimes only the edge of the incisors is
affected, and as the central portion of this edge is developed before
the sides, it is affected earlier and becomes the sooner worn down by
use, so that the teeth show a well-marked notch which must be
distinguished from the crescent of syphilis. Hypoplasia affects
the milk teeth as well as those of the permanent set, and the
dwarfing of the teeth is an important characteristic in distinguish-
ing hypoplasia from syphilis. Hypoplastic or honeycombed teeth
are dirty and notched, but they are of normal size, whilst syphilitie
teeth are stunted as well as being badly developed in point of
gize and structure.

Mr. Hutchinson gives me the following note of the patient from
whom the drawing represented in Plate XXII, Fig. 2, was taken.
The patient, aged 11, was the second of a family of eight, and was
brought to the hospital on account of a cataract. None of the
other children were known to have suffered from cataract, but
a first cousin of the mother had defective sight from early life.
‘ The patient had lamellar cataracts, which, however, were unusual
in presenting the densest part of the opacity in front. The discs
were healthy. She regained good sight after needling.” The inci-
sors and first molars are craggy from defective enamel. The patient
has a tendency to bronchocele, and she is rather small for her age.

The eldest sister, aged 13, has a large bronchocele, but is well
grown, and has perfect teeth. There is no evidence of fits, or of
mercury having been administered.
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The teeth of rickety children are also often affected by disease,
in consequence of malnutrition at the time of dentifion. Any of
the teeth may give evidence of this rachitic condition. They
taper more than well-developed teeth should do, and often show
a slight notch in the centre of the cutting surface of the incisors
which bears a superficial resemblance to the syphilitic notch, but
the teeth themselves are not dwarfed, though they easily decay.
The enamel, too, in rickety persons is very smooth, and is often
of a bluish translucent appearance.

It is not uncommon to see serrations at the edges of normal
incisors. The serrations vary in number and in the degree of
their distinctness, but they are not connected either with syphilis
or rickets, and the teeth are easily distinguished from the dwarfed
and discoloured teeth described above, because they are natural
in size, and have a coating of well-formed enamel.

Differential Diagnosis. Mr. Hutchinson gives the following
memoranda by which to distinguish developmental errors in the
teeth due to inherited syphilis from those due to other inflamma-
tory causes attacking the tooth-germs at an early period, causes
which, though they may be syphilitie, are not necessarily or usually
due to this disease :—

‘ No special peculiarities are to be looked for in the milk teeth,
because the permanent set alone show any reliable features. It
is not in cases in which any conspicuous defects are present that
syphilis is most to be suspected. Craggy teeth and many forms of
imperfect teeth due to early stomatitis are far more conspicuously
deformed than are those of syphilis. There can be no more serious
blunder than to imagine that bad teeth in proportion to their
badness of form are to be suspected of syphilis.

‘The uﬁpﬂr central incisors of the permanent dentition are the
teeth which should chiefly be looked at, because they are the only
ones which afford evidence beyond dispute. The other teeth,
and those of the lower set, the lateral incisors, the canines, and
the first molars, often afford corroborative testimony, as they are
frequently peculiar in form, but they are not to be trusted alone.
“The chief peculiarity is a general dwarfing of the tooth, which
18 both too short and too narrow. Its sides slant, and it tends
therefore to become pointed. The tendency to point is always
defeated by the cutting off of the end of the tooth by a line curved
upwards so as to produce a single shallow notch. The enamel at

bottom of the notch is defective, and the dentine is exposed,
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CHAPTER VI

THE MOUTH AND TONGUE
LEUKOPLAKIA

SyPpHILIS exercises a marked but intermittent effect upon the
epithelial cells derived from epiblast, chiefly by interfering with
their nutrition, owing to the changes produced in the blood-vessels
and lymphatics, partly also by the direct action of the toxins upon
the cells themselves. The changes are more readily observed in the
moist epithelial cells of the mucous membrane than in the thick
and horny layers of the skin.

Leukoplakia is the general name given to these inflammatory
conditions, owing to the white patehes of epithelium which mark
the affected epithelial areas. Leukoplakia was synonymous
originally with a mucous patch, but it has long since lost this
special significance, and a leukoplakic inflammation now denotes
a special pathological condition of the mucous membranes which
is usually syphilitic in origin, though it is sometimes due to other
causes. The condition of leukoplakia is always associated with
chronie irritation of the epithelium, and it is therefore seen most
commonly in the mouth and upon the tongue, though it also
occurs on the mucous membranes covering the larynx, vulva,
cervix uteri, prepuce, and anus.

Leukoplakja has received a variety of names at different times,
for it is sometimes called ‘ mucous tubercles ’, - mucous patches,’
‘ condylomata,” ‘ rhagades,” “ flat tubercles,” ‘ moist pustules,’
and * flat pustules >.  The older authors called every skin eruption
pustular when it occurred in the course of venereal disease, and
it is not remarkable, therefore, that the exact description of
leukoplakia, or mucous patches, in the early stages of syphilis,
does not date back much beyond the time of Ricord (1800-1889),
although Nicolas Massa (died 1569) appears to allude to them in



86 THE SURGERY OF SYPHILIS

1532, when he says, speaking of the signs of syphilis : * demonstra-
tiva sunt pustulae cum quadam duritie, aut eminentii, et malo
calore in capite toto, vel fronte eirea originem capillorum, vel in
aliis corporis partibus, et maxime in angulis oris, et hoc saepe in
infantibus accidit, et in adultis quandoque, quae sint eminentes,
humidae’ (* The diagnostic signs of syphilis are pustules with some
induration or raised feeling and of bad colour situated all over
the head or on the forehead near the roots of the hair or in other
parts of the body, but chiefly at the corners of the mouth, and this
often occurs in babies, sometimes in adults too; these pustules
are raised and moist.’)

Pathology. The pathology of leukoplakia has been very care-
fully studied by many observers, and it has been shown that the
changes are due to the increased formation of keratin in the super-
ficial layers of the epithelium, with a general thickening of the
mucous membrane until it closely resembles the skin in microseopic
appearance. The deeper layers of the true skin are infiltrated
with many small round cells.

A microscopical examination of a patch of leukoplakia shows
that the cells of the stratum mucosum are swollen and inecreased
in number (see vol. i, Plate XIX). The intercellular substance
is oedematous, and the protoplasm of the cells themselves has
undergone such micro-chemical changes as to modify the staining
reaction to a very considerable extent. The stratum corneum and
the stratum granulosum remain unaffected in the earlier stages,
but in the fater stages the stratum corneum is much thickened
and the rete mucosum may contain the ‘cell-nests’, which are so
familiar in squamous epitheliomata, though they are also found
in rapidly growing and inflamed squamous epithelium. There is
no change at first in the true skin, but after a time the corium is
invaded by a small celled growth, which appears to start from the
immediate neighbourhood of the lymphaties and smaller arteries.

The result of these histological changes is the formation of
bluish-white, pearly-white, or greyish-white patches on the
mucous membrane, which looks just as if it had been touched with
nitrate of silver (see also vol. i, p. 209). The patches are some-
times thin and level with the surrounding mucous membrane,
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at other times they are thickened and raised above it. The
leukoplakic patches vary greatly in shape, for they may be
rounded, reticular, or stellate; sometimes they form bands, more
rarely they occur in thick layers. They undergo varioussecondary
changes, for they may become eroded, the erosion deepening until
ulceration takes place. Cicatrization of the small celled infiltration
in the deeper layers of the mucous membrane often leads to the
formation of fissures and sclerosis, with or without previous
erosion and ulceration. There is a remarkable tendency for these
diseased mucous membranes to develop epithelioma, and it is
probable that if the exact nature of the changes undergone by
a leukoplakic patch were known the origin of cancer would be
elucidated.

Leukoplakia bears a very intimate relationship to syphilis,
and although it is not yet possible to state that every case of
leukoplakia is syphilitie, it is remarkable how few other causes of
chronic irritation produce this particular change in the mucous
membranes. Dr. Milian, in his official report upon leukoplakia made
to the International Congress of Medicine held at Lisbon in 1906,
arrived at the conclusion that ‘ idiopathic leukoplakia starts from
syphilis’. He supports his conclusion by arguments drawn partly
from pathology, partly from clinical experience, and partly from
the result of treatment. But there are other factors besides
syphilis in the causation of leukoplakia, and foremost amongst
these is undoubtedly chronic irritation. Smokers, and those who
drink strong alcoholic liquids, suffer so frequently from leuko-
plakia of the tongue that the condition is often alluded to as
“smoker’s tongue’; whilst leukoplakia is very rare in women,
partly because they smoke less, partly because they attend more
carefully to the cleanliness of their mouth and teeth. But even
this is not the whole truth, and there must be some other cause
besides the lessened irritation to account for this difference between
men and women. Zambaco-Pacha, of Constantinople, states that
cigarette smoking is so habitual in the East that women and
even girls of ten and eleven years old have become slaves to it.
Many women in the upper classes of society smoke as many as sixty
cigarettes a day. They suffer from indigestion, their teeth are
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blackened, their throats are congested, their fingers and thumbs
are stained with nicotine, yet he has never geen any lady with
mucous patches in her mouth, though men have them frequently,
but not so often as amongst the Western nations. On the other
hand, some of the most typically leukoplakic tongues which have
come under my observation have occurred in women who have
inherited syphilis, and have afterwards died of phthisis.

Treatment. The general treatment of leukoplakia resolves
itself into prophylactic, curative, and palliative.

The preventive treatment should be commenced as soon as the
patient is known to be suffering from syphilis. It depends for its
efficacy on the fact that there is a distinct relationship between
chronic irritation and the development of patches of leukoplakia.
Smoking, bad teeth, the irritation of food and drink are the
usual causes of the inflammation, and the patient should be
warned against them. The warning may further be emphasized
by pointing out that leukoplakia in its earlier stages is one of the
most common means of transmitting syphilis, and that if he gets
these patches inside his mouth he must refrain from kissing, and
be scrupulously particular in avoiding the introduction into his
mouth of anything which may be used afterwards by other persons.

The curative treatment depends upon the cure of syphilis and
the relief of the inflammatory processes. The cure of syphilis is
effected solely by mercury, and the patient is therefore placed
upon a mercurial course as soon as the leukoplakia is discovered
if he has not already been submitted to it ; and if erosion or ulcera-
tion appears, the addition of iodide of potassium will give better
results and more quickly than if mercury alone be used.

The inflammation in the earlier stages is best controlled by
local applications of a stimulating nature. The patches should
be carefully dried with a piece of blotting-paper, and should then
be touched with a solution of chromic acid of the strength of ten
grains to the ounce ; nitrate of silver, thirty grains to an ounce
of distilled water ; bichromate of potassium, 1-50 ; or a saturated
solution of lactic acid. The application should be made daily, and,
if necessary at first, twice a day. The patient should afterwards
wash out his mouth with warm water.
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The leukoplakia soon disappears, but it reappears as readily if
the patient commits any indiscretion which irritates the mucous
membrane, and if leukoplakia once becomes chronic it is impossible
to cure it, and there is a marked tendency for it to become epithe-
liomatous in course of time. Palliative treatment can alone be
adopted in the later stages of leukoplakia, when the inflammation
has lasted for years and the products of irritation in the deeper
layers of the affected tissue have become converted into scar
tissue. The process of cicatrization interferes with the nourish-
ment of the surface epithelium so that the epithelial layer becomes
thinned and unhealthy, whilst the shrinking of the fibrous tissue
leads to puckering and scarring of the surrounding tissues. No
cure, therefore, can be expected, though the inflammation may
be relieved, and the process of cicatrization may be retarded.

The administration of potassium iodide will promote the
absorption of the more recently formed inflammatory products,
whilst the application of the more powerful caustics at appropriate
intervals may relieve the more acute symptoms by temporarily
increasing the blood-supply to the surrounding tissues. But, as a
general rule, the indications are rather to soothe the chronically
inflamed tissues than to irritate them still further. The judicious
use of a Paquelin’s cautery or the application of acid nitrate of
mercury to a tongue which is painful, bleeding, and fissured, as a
result of chronic leukoplakia, is sometimes followed by the greatest
relief, but, as a general rule, the milder methods detailed at page 111,
with the use of a mouth-wash of Vichy water or of a solution of
magnesium chlorate of the strength of twenty grains to the ounce
is the better practice. It will be found as a matter of experience
that magnesium chlorate is less irritating, and consequently gives
better results as a mouth-wash than the chlorate of potassium
which is generally prescribed.

Mvucous PATcHES

The earliest form of leukoplakia occurs as * mucous patches ’
or ~mucous syphilides’. They are amongst the most common
signs of syphilis, and they are important not only on account of
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spreading from the circumference, or by putting out processes,
which join one with another until they may be mistaken for
diphtheria. The mistake seems, at first sight, to be impossible, but
a mucous patch on the tonsil with an accidental sore throat, or an
attack of laryngitis, may simulate diphtheria very closely, especi-
ally when it occurs in a young married woman who is ignorant that
she has contracted syphilis. It is well, therefore, in such doubtful
cases to examine the rest of the body to ascertain whether there
are other signs of syphilis, and the presence or absence of a rash
may be used as the first guide.

Differential Diagnosis. Accidental injuries to the tongue or
lips may produce appearances like mucous syphilides when they
are in process of healing, but these points of injury are always
surrounded by a zone of inflammation, they are usually single, and
they do not occur at the places where mucous patches are most
frequently seen.

Aphthous palches may easily be mistaken for a mucous syphi-
lide, but an aphthous patch is yellow and has not the opaque
appearance of a mucous patch. It is more circumscribed, more
raised above the surface of the epithelium upon which it is grow-
ing, and always more painful, for it has an inflammatory zone all
round it, at any rate in its earlier stages.

Hydroa of the mucous membrane of the mouth resembles a
mucous syphilide very closely. Hydroa stands midway between
herpes and pemphigus. It occurs in paroxysmal attacks upon the
surface of the skin and mucous membranes. The diagnosis from
syphilis is made by finding an eruption on the skin which has
many of the characteristics of that in the mouth. The spots
begin as papules, which show a distinct tendency to form
vesicles, and there is often a definite collar of inflammatory indu-
ration round each gpot. The rash on the skin is to be looked for on
the back of the hands and wrists, and on the knees, whilst in the
mouth it occurs on the mucous membrane inside the lips, and
upon the back of the tongue.

Herpes. Many syphilitic patients whose general health has
become reduced suffer from herpetic eruptions which may attack
the mucous membrane of the mouth, and more especially the sides
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be necessary to paint them with a solution of chromiec acid, ten
grains to the ounce, or of a saturated solution of lactic acid.

The patient must always be placed upon a mercurial course,
but it is of no advantage to give potassium iodide unless ulceration
occurs ; the mercury must be continued long after the mucous
patches have disappeared, or else they will certainly return, and
the treatment will have to be recommenced both locally and
generally.

SYpHILITIC INFLAMMATION OF THE Lips

The lips, like the tongue, are liable to become inflamed,
ulcerated, and thickened during the later stages of syphilis. Such
an affection is detailed in the following case, for the notes of
which T am indebted to Dr. S. Hartill, the dresser in charge of
the case :—

A. 8., married, aged 37, the mother of seven children, first
attended St. Bartholomew’s Hospital as an out-patient under my
care in 1903, complaining of a sore throat and a rash. She was
treated with mercury, and as the sore throat soon improved she did
not come again until May, 1907, though she had a lump on her
forehead which broke in 1905, and a swelling on her head in
February, 1907. She said that her husband was alive and well
except that he had  boils * on his left arm and shoulder like the
ulcerated gummatous patch on her forehead. .

An examination of the patient showed that she had a soft node
on her scalp, and an ulcerated syphilide on the forehead. Both
lips were greatly thickened, especially the upper lip, which was
the first to be affected. The upper lip was purplish-red in colour,
the overlying skin was cracked, and a brown crust of epithelium
covered the red margin. There were five raised brown patches
between the nose and the edge of the lip which had begun as
vesicles. A large inflamed mass covered by a scab occupied the
right corner of the mouth, whilst the inner side of the lip was
irregular, and in parts ulcerated.

The lower lip was overted, and presented the same general
appearances as the upper lip. A large ulcer had formed on the
left side of the lip about a quarter of an inch from the angle of
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the mouth. The edges of the ulcer were irregular and clean cut,
but not undermined ; the base was uneven, but fairly clean. A
brown ecrust of epithelinm covered the whole of the red edge of
the lip.

The tongue presented a deep longitudinal fissure running down
the middle, and from it two or three furrows branched out on
either side. Whitish patches of heaped-up epithelium lay along-
side the longitudinal furrow, and there were numerous small red
areas round the edge of the tongue; the areas were especially
numerous at the sides of the tongue, and they were clearly devoid
of epithelium.

The patient was ordered to take an ounce of the following
mixture three times a day, viz. solution of perchloride of mercury
5], lodide of potassium grs. v, caramel a sufficiency, chloroform
water to 3 j, and to wash her mouth out frequently with a decoction
of althaea. Within three weeks she was reported to me as cured
of her symptoms.

If the ulceration of the lips is allowed to continue without
treatment, it passes on into a condition of diffuse and chronic
inflammation leading to so much thickening of the lip that a con-
dition of macrocheilia is produced. The thickening iz in the high-
est degree unsightly, for the lips are everted, and the lower lip
presents a median fissure which is constantly becoming cracked
and painful. It is desirable therefore to treat syphilitic in-
flammation of the lips as early as possible by the administration
of mercury and potassium iodide internally, and by the local use
of the decoction of althaea (page 112).

Sloughing phagedaena of the lips still occurs from time to
time, and forms one of the most ghastly and disfiguring results
of late syphilis. I have had a case within the last three years
under my care in the person of an engine-driver, aged 57, who
had suffered from syphilis when he was a young man. The
ulceration began at the right-hand corner of the mouth as
a chronic inflammation which suddenly began to spread with
amazing rapidity. The patient was extremely ill, and I found it
necessary to scrape away the inflamed tissue under an anaesthetic
and thoroughly cauterize the whole of the inflamed surface with
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acid nitrate of mercury. The application was repeated more than
once. I ordered him five-grain doses of quinine every four
hours, intramuscular injections of half a grain of calomel twice
a week, and six ounces of brandy every twenty-four hours. The
spread of the inflammation was stopped, and in due course cica-
trization took place and left the patient with a condition similar
to that seen in Plate XXX. The patient was sent home
with instructions to have an injection of mercury once a week,
and six months later he returned to the hospital and I performed a
plastic operation on his lip with a considerable measure of success.

Plate XX X1 is a colour photograph from the wax model of a case
of sloughing phagedaena which is preserved in the Pathological
Museum at Guy’s Hospital. It represents the face of a woman
with a spreading ulceration of the lips and nose. The angles of
the mouth are so completely destroyed that they form two wide
ulcerating cavities with red, everted edges, and a floor which is
in part yellow, in part covered with black sloughs. The portion
of lower lip situated between the ulcers is swollen and everted,
but it is not ulcerated. The whole of the upper lip has been
destroyed. A sloughing surface extends directly from the gums
to the under surface of the nose, the tip of which is flattened,
and, having lost its support, has fallen in upon the sloughing
mass. The nostrils are completely destroyed, except the anterior
edge of the right nostril, the position of which can just be
distinguished. The ulceration also extends upwards on each
side between the nose and the cheek, forming a deep sloughing
cavity on the left side, whilst the diseased surface on the right
side is covered with a crust. The nose and the cheeks on the
right side are connected together by a little bridge of skin. The
margins of the ulcerated surfaces are deeply reddened and
swollen, but the skin shows no indication of having been the
seat of any new growth such as-would have been present
in lupus.

The patient from whom this model was taken was admitted
into Guy’s Hospital in 1830 under the care of Mr. Bransby
Cooper (1792-1853). She was about twenty-five years old, and
“she denied all knowledge of syphilis or mercury’. The nature
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syphilitic inflammation have been discharged, or it may be short-
ened by appropriate treatment. When the perforation is small,
it may close by a process of granulation in the same manner as
a cleft palate ; when it cicdtrizes, the palate is left scarred and
deformed, but the ulcerated tissues which hung loosely during the
period of active inflammation unite again, and the palate resumes
its arched shape, whilst the edges of the ulcer contract adhesions
to the walls of the pharynx. The communication between the
mouth and the nasopharynx may thus be shut off altogether or
may be very greatly narrowed. The perforation may continue
unaltered in shape and in size, its edges becoming a little more
rounded and indurated with the lapse of years.

Sumptoms. Diffuse syphilitic inflammation of the palate
occurs as often in women as in men, and the early symptoms are
so slight that a patient rarely applies for advice until the ulceration
is well advanced, or until the perforation is complete. He will
then say that he has had no symptoms of sufficient importance to
make him feel anxious about his mouth. He may have had a
slight sore throat, his voice has been rather thick, and his hearing
has been a little impaired. For a day or two there has been a
tickling in his throat, and he may perhaps have noticed that it
was not quite easy to swallow liquids, as they have regurgitated
through his nose, but the entire absence of pain has made him
guite unsuspicious of any serious change in the palate. Suddenly,
without warning, and from no assignable cause, he wakes up one
morning and finds that his voice is reduced to a whisper, or that
it 1s so nasal as to make his speech unintelligible, whilst solids as
well as fluids are returned through the nose instead of being
swallowed. He is thus debarred from society and has to cancel
all his engagements. Nor is the patient altogether to be blamed
for his seeming carelessness, for if he had examined his palate
before the onset of the uleeration he would only have seen that
it was rather more red than usual, and if he had felt the roof of his
mouth with his fingers it would merely have seemed to be irregu-
larly thickened.

Should the patient come early his anxiety can be relieved, for
he may be told that the inflammation yields readily to local and
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uleeration is phagedaenic in character it is always syphilitic.
Neither in lupus nor in syphilis are the neighbouring lymphatic
glands necessarily affected.

Tuberele. In tuberculous uleeration the area of inflammation
is shallower than in syphilis, it is more limited in extent, and it is
more ragged, with less sharply-cut edges, whilst the base is redder
and more granular. The Iymphatic glands beneath the chin
and the anterior cervical glands are often affected in tubercle.
Tubercle, too, causes more pain and functional disturbance than
syphilis. It rarely leads to perforation. Tuberculous ulceration of
the palate is generally associated with pulmonary and laryngeal
tuberculosis. It is not difficult to demonstrate the presence of
tubercle bacilli in this form of uleeration, and inoculation of a
fragment of the diseased tissue into a guinea-pig often gives
positive evidence of the tuberculous nature of the disease.

The administration of potassium iodide has no curative effect
in cases of lupoid and tuberculous inflammation, whilst in syphilis
there is a permanent improvement. In cancer the ulceration
is relieved for a few days by a diminution in the number of inflam-
matory cells associated with the cancerous process when iodide
of potassium is given, but the cancerous process continues with
unabated malignancy.

Syphilitic ulceration of the palate is of common occurrence as a
result of inherited syphilis, for Prof. Fournier observed it in thirty
cases out of 212 patients. It is most usually seen between the
ages of ten and seventeen, though it may occur at any time between
five and twenty-five years old. Syphilitic ulceration of the palate
is often overlooked in cases of inherited syphilis, or it is attributed
to other causes than the true one, because the patient is free from
other signs of syphilis. The teeth in such patients may be excel-
lent, and the facial appearance good, yet the palate may present
all the signs of syphilitic inflammation, and may become per-
forated. The error in diagnosis is the more important because it
prevents the administration of potassium iodide, the only drug
which is of use to prevent the ulceration spreading. So far as
I have seen this manifestation of hereditary syphilis, it has begun
more often as a rarefying osteitis of the hard palate, but in reality
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tip, less commonly on the sides or under surface. It appears as
a slight erosion, circular or oval in outline, the base smooth, regular,
and covered with a greyish muco-pus. There is also an ulcerating
form which involves the tissues more deeply than the erosion.
The chancre is sometimes fissured, and its full extent cannot be
seen until the sides of the fissure are separated ; lastly, the primary
sore may show itself as a widely-spread induration of the tissues of
the tongue, which makes it difficult to distinguish from malignant
disease. The deep lymphatic glands beneath the chin and the
deep cervical glands opposite the thyroid cartilage are always en-
larged at an early period, and usually only on one side of the neck.
The glands on both sides of the neck occasionally become involved,
even when the sore is not situated near the middle line of the
tongue.

Differential Diagnosis. The primary syphilide of the tongue
has to be distinguished from an ulceration due to injury, tubercle,
and malignant disease. The age of the patient, the rapid appear-
ance and extension of the ulceration, the induration, and the early
enlargement of the glands, as well as the subsequent appearance
of a rash and of mucous patches, are sufficient to identify syphilitic
ulceration.

Tuberculous ulceration of the tongue is more extensive than
primary syphilitic erosion, and is usually situated far back on the
dorsum. It is associated with other tuberculous lesions, and the
inflammation may spread upwards from the larynx. Scrapings
from the ulcerated surface should be stained for tubercle bacilli,
and a guinea-pig should be inoculated in every doubtful case.

Treatment. The treatment of a primary syphilitic sore on
the tongue does not differ essentially from the treatment of a
chancre elsewhere. The inflamed surface must be kept clean and
as free as possible from irritation, and the patient should be placed
at once upon a mercurial course.

Early Leukoplakia or Mucous Patches. The tongue is subject
toat least two forms of inflammation during the period of secondary
syphilis, mucous patches and a condition which is analogous to
syphilitic warts.

The mucous patches do not differ in their appearance, course,
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he had an attack of syphilis, for which he was treated and of which
he was apparently cured, for he has long been married, and has
had a healthy family. Such a man comes complaining that his
whole tongue is inflamed, and is so painful that he eats with
difficulty and can hardly speak. He attributes the inflammation
to some trivial cause which would be wholly insufficient to produce
the result in a healthy person, and as he speaks his lips are seen
to be covered with a bluish-white pellicle in place of healthy
mucous membrane. Examination of the tongue shows it to be
freely movable, and it can be protruded to a normal extent.
The tongue is swollen, is bright red in colour, and is often indented
at the edges where it has rested against the teeth. The dorsal
surface is devoid of fur, and the papillae have disappeared over
large surfaces, so that it looks raw and intensely inflamed. The
irritation leads to an increased flow of saliva from all the buccal
glands. The surface of the tongue, therefore, is unduly moist, and
there is some salivation. The patient flinches when the tongue is
touched, and gentle pressure shows that it is flabby and feels
uniformly thickened without any localised induration. The
Iymphatic glands are not enlarged. The diagnosis in these cases
depends almost entirely upon the appearances and the results of
treatment, for it is often inadvisable to inquire too closely into
long bygone illnesses about which it is probable that the patient
will not be quite candid. -

The treatment consists in the local applications of mild caus-
tics applied in the manner described on page 112; of a course
of potassium iodide and mercury for a week in full doses ; and of
the subsequent administration of grey powder without the iodides.
If the condition is allowed to continue it ends in true sclerosing
glossitis, to be described subsequently.

The superficial inflammation is more chronic in other cases, and
oceurs as isolated patches on the surface of the tongue, which are
often multiple and separated from each other at first, though they
afterwards fuse to form indurated masses of considerable size.
The masses on their first appearance are round or oval, of a deeper
cherry red than the natural surface of the tongue. They are
uniform in outline, devoid of papillae, and are frequently level
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It is ordered in the form of tabloids, each containing one twelfth
of a grain of the drug. One tabloid is allowed to dissolve in the
mouth after each meal, and six tabloids a day may be used. This
method of treatment is said to be highly effective, but it has the
disadvantage of blackening the tongue.

It is clear from the number of remedies employed that the
relief to be obtained in cases of advanced cicatrization of the tongue
due to syphilis is only temporary, though there is no doubt that
local applications judiciously selected and skilfully applied render
the inflamed tongue much less painful and irritable. And
although very little is to be expected from the administration
of either mercury or potassium iodide, these remedies should be
tried, at any rate when the case is seen early, and before the
sclerosing changes have advanced to any great extent.

LEUEKOPLAKIA ASSOCIATED WITH INHERITED SYPHILIS

The tongues of patients who have inherited syphilis or have
acquired the disease at birth or soon afterwards are sometimes
affected with leukoplakia, which may easily be mistaken for
the more common form which is due to the acquired disease.
The inflammation may be either of the sclerosing or of the gum-
matous type. It occurs so far as I have seen it in young adults—
men as often as women—and usually in well developed and attrac-
tive people, who show but little indication of the taint which they
have inherited. The condition has lasted for long periods of time
and it is not amenable to treatment. In two cases which I have
seen lately a tuberculous infection was grafted upon the syphilitic
inflammation, whilst in another case the patient developed cancer,
and a fourth remains in his original condition although he smokes.
The following notes of two cases will be sufficient to indicate the
main features of a condition to which very little attention has been
paid hitherto :— .

An unmarried woman, aged 39, was admitted into St. Bar-
tholomew’s Hospital under my care on February 16, 1907, suffer-
ing from a sore tongue. She said that nine months ago she first
noticed a small and hard lump on the left side of her tongue. The
swelling was soon surrounded by a number of white spots which
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GUMMATOUS INFLAMMATION OF THE RECTUM 125

surfaces being covered with an abundant secretion of foul-smelling
pus (Plate XXXILI). The glands in the hollow of the sacrum are
soon enlarged, and, if the process of the ulceration be watched, the
individual ulcers are seen to spread and coalesce until the whole
circumference of the bowel is involved for a distance of three
or four inches from the anus.

The uleeration tends to become chronic and the lower part
heals, forming a band of cicatricial tissue just within the anus
(Plate XXXIII). The ulceration in all forms of syphilitic inflam-
mation extends along the lines of the blood-vessels and lympha-
tics, and as these run vertically in the rectum the process extends
steadily upwards.

So far as I have seen cases of chronie syphilitic inflammation
of the rectum, it has always occurred in young women who have
borne children in the course of the disease, and who have also
ghown evidence of tuberculous infection. I believe, therefore,
that the original syphilitic inflammation is aggravated by in-
flammatory processes taking place in the connective tissues as
well as by the tuberculous processes.

The following cases, clearly recorded by Sir James Paget and
by Dr. Dowse, give excellent pictures of the condition :—

Case 1. The specimen from which Plate XXXII is drawn
consists of the rectum and adjacent portion of the colon showing
syphilitic ulceration of the mucous membrane. The whole mucous
membrane of the rectum is destroyed, except one small patch,
which is thickened and opaque. The exposed submucous surface
is uneven, nodular, and thickened by infiltration. On the mucous
membrane of the colon there are ulcers round or oval in shape,
regular in outline, and measuring from one-sixth to two-thirds of
an inch in diameter. The edges are clean, sharply cut and
scarcely thickened. They are surrounded by mucous membrane,
which is either healthy or slightly congested. Their bases are
for the most part level, flat, or covered with low granulations
which rest upon the submucous tissue. The muscular coat of
the bowel is not affected and there is no marked thickening or
hardening below or around them. Branching blood-vessels are
~ een on some of the ulcers, whilst in others a small island of
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and, suffering from sickness and diarrhoea for some days,
she lost flesh rapidly. After her discharge she remained for
a fow weeks at home with her friends and was then brought to
St. Bartholomew’s Hospital. At this time she was in a state of
extreme emaciation and misery and was evidently suffering
from pulmonary phthisis, so that any expectation of affording
her permanent relief seemed hopeless. She continued to decline
and died on March 1.

At the post-mortem examination the lungs presented the
ordinary appearances of extensive ulceration around tuberculous
deposits, numerous cavities existed in the upper lobes, but no
syphilitic affection could be discovered ; the heart was normal,
the liver was rather large, pale, and tough, but it gave no reaction
with solution of iodine and exhibited no specific syphilitic altera-
tion ; the spleen and kidneys were normal.

The patient was under the care of Sir James Paget, who said,
in commenting upon it :—

The chief points of interest are in the characters of the disease
found in the rectum and colon, which may be studied as an
example of syphilitic disease of those parts.

The anus did not present more than remnants and traces of the
cutaneous growths which are generally significant of syphilis.
They had existed in her but had been cut away. They are

owths of skin grouped round the anus, in texture pinkish, soft,

eshy, and glistening ; moist and thinly secreting ; in shape
irregular, flattened as if by mutual pressure, or pressure between
the nates, sharp-edged or conical. If they must be compared
with something they may be likened to cocks’ combs. They
are not warts and they are not condylomata, and although their
presence 18 not absolutely distinctive of syphilis they are very
often found in association with syphilitic disease of the rectum,
and very rarely, if ever, as a result of other forms of rectal
inflammation.

The character of the ulcers in this case is worthy of careful
study, for thzﬂ must be distinguished from the allied condition
due to tubercle, since they are very different from any form of
catarrhal, follicular, typhoid, dysenteric, or cancerous ulceration
of the bowel.

_ The ulcers are limited to the large intestine and decrease in
gize and number from the rectum upwards, conditions which are
_rn.rely observed in tuberculous conditions of the intestine. There
is no trace of tubercle in the submucous or other tissues of the
intestine ; none in a Peyer’s patch or at the base or edge of any
ulcer or in the subperitoneal tissue below an ulcer.
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is often thickened. The ulcer is deeply excavated with sharp
edges and a fungating surface. The diagnosis is confirmed by
removing a portion of the growth for microscopical examination,
care being taken to obtain a piece from the very centre of the

I ass.

TREATMENT OF ULCERATION OF THE RECTUM

The early treatment of syphilitic ulceration and syphilitic
stricture of the rectum is important, because much can be
done in the earlier stages to cure, or at any rate to afford the
patient a large measure of relief, whilst in the later stages palliative
means can alone be adopted for a condition which renders life
well nigh unbearable. The local treatment of syphilitic ulcera-
tion consists of rest in bed, the proper regulation of the bowels,
repeated irrigation of the bowel, and the application of cauterizing
agents when the ulceration tends to become sluggish. The pain,
the profuse discharge from the ulcerated surface of the mucous
membrane, and the diarrhoea caused by the irritation are the
most troublesome features of these miserable cases. A mixture
containing tannigen, grains x ; chlorodyne, grains x ; oxycarbonate
of bismuth, grains xx ; and chloroform water to an ounce, is
sometimes useful in relieving the tenesmus.

The best irrigations are those which are least irritating. Saline
solution, nitrate of silver, 10 grains to a pint, boric lotion,
sanitas of the strength of one ounce to the pint or a weak
solution of Condy’s fluid are all excellent. They should be
given at a temperature of 105° F. and in quantities of two or
three quarts at a time, the solution being afterwards allowed
to run out before the tube is withdrawn. The patient should
lie on his left side with his knees drawn up and a macintosh
protecting the bed. The douche need not be placed at a greater
height than two feet as the irrigation should be made under a low
pressure, and it must be repeated at least twice a day.

When there is profuse discharge from extensive ulceration
the anus may first be stretched until the resistance of the
sphincter is overcome, or the tissues may be divided from the anus
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SYPHILITIC INFLAMMATION OF THE BREAST 161

a strange child, and indeed, the woman could give no cause for the
malady. The case was watched, and in about a week after I first
saw her the symptoms were more evident. The swelling and
induration were more marked, and the nipple became very painful.
The glandular affection in the axilla, too, became more extensive.
I asked permission to examine the husband, and this was done on
August 26. He had contracted syphilis four years before, and
though he had regular intercourse, he had never infected his wife
in the ordinary way. On the left side of the tongue was a
mucous plaque, and a similar condition existed at the angle of
the mouth. The case is a most interesting one as showing the
mode of syphilitic infection from a local manifestation. The
further progress of this case was typical of severe syphilis. The
history of late infection by the husband is very unusual, but
I ascertained the facts with care.’

The characteristic ulcer is not always present as the initial
manifestation of syphilis in the mammary region, for it may be
replaced by a shallow erosion, by a crack, or by a fissure. Some-
times the ulcer is large and excavated, or it may present a phage-
daenic type.

If the patient be suckling when the chancre appears the child
must be weaned, and the sore should be protected from irritation
and dressed with black wash or some mercurial preparation whilst
mercury is given in a suitable form (Chapters XII-XIX).

GUMMATOUS INFLAMMATION OF THE MAMMARY GLAND

Frangois Boissier Sauvages (1706-67), Regius Professor of
Medicine at the University of Montpellier, seems to deserve the
credit of recognizing for the first time ‘ venereal cancer of the
breast’. He says in his ‘ Nosologia methodica sistens morborum
classes juxta Sydenhami mentem et botanicorum ordinem ’, pub-
lished at Leyden in 1763 ;

¢ Puella 30 annos nata, a pluribus mensibus extracto hyoscyami

albi usa, patiebatur tumorem in utraque successive mamma ovi

: magnitudine, durum, tuberosum, immersum, cum

oloribus lancinantibus ab axilla ad mammam per intervalla

accedentibus. Cum autem simul acciperem ulcuscula oris et

vaginae adesse, quae syphilidis decennis erant vestigia, nec liceret

- uti hydrargyrosi, ad trageas Keiserianas more consueto confugi,

-~ iisque per mensem et semissem usurpatis tumor et dolor mamma-

 fum, atque omnia syphilidis symptomata, evenuerunt, neque
| usque reversa sunt.’
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There was no history of any pre-existing goitre. The middle line
of the neck from the hyoid to the sternum was occupied by a
prominent hard mass which moved slightly with the larynx on
deglutition. The skin over it was of a dull red colour, and at the
upper part was a deep, circular uleer at the bottom of which was
a hard, yellowish mass,evidently the isthmus of the thyroid gland.
The dyspnoea became so bad on the fourth day after admission
that a laryngo-tracheotomy had to be performed hurriedly. The
operation was difficult owing to the thickness of the tissue which
had to be divided before the cricoid was reached. The incision was
made through a thick mass of gummatous thyroid, most of which
afterwards sloughed away. The patient made a good recovery,
and left the hospital six weeks after admission. The wound had
practically healed, but there was still a little oedema of the larynx,
and the left vocal cord did not move quite freely. It seemed
probable that in this case there was some necrosis of the larynx as
well as syphilitic disease of the thyroid gland.

The Museum of the Royal College of Surgeons of England con-
tains a specimen (No. 2,906 ) of gummatous inflammation of the
thyroid gland which is described in the catalogue in the following
words :—

‘ Base of the tongue, larynx, and thyroid gland, showing gum-
matous infiltration of the thyroid. The sterno-thyroid muscle is
matted to the left lobe of the thyroid, which on section has a white
- fibrous appearance towards the periphery, while the centre more
- nearly resembles normal thyroid tissue. The upper end of the
~ trachea is distinctly stenosed, and it, as well as the base of the
tongue, shows the effects of past ulceration. Microscopic sections
showed a fibrous tissue richly studded with nuclei. From a
~ woman, about 60, who was brought into Guy’s Hospital dead.
There were gummata in the liver.’

INHERITED SYPHILIS

Inherited syphilis affects the thyroid either in the form of
localised gummata or as a diffuse inflammation leading to
goitre.

Demme mentions three cases seen by him at Berne in which
children with congenital syphilis had gummatous nodules in the
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THE ANCIENT METHOD OF ANOINTING 201

| purged very thoroughly, and afterwards dieted with considerable
 trictness. He was also bled, and the order was given, ‘ Let your
chamber be close and void of open air, and well rectified with sweet
. savours and smells.” The chief part of the cure consisted in anoint-
ing and sweating.

¢ The manner therefore to applie the unctions is thus : The
chamber being first provided, let the Patient be prepared to
bedde, and let there be made a good fire of coales, rather in a pan
than in a chimney, and before you anoint him or her, what-
. soever they bee, give him to drinke some good caudle, which will
comfort and strengthen the stomack, and is a good meane to
procure sweat the sooner, then next let him be anointed against
a good fire of coles and there they shall rub or chafe it well
in with their owne hands if it be possible and the places or parts
that is to be anointed is first the soles of the feete and so up to
his knees also his thighs, buttockes, loines, and share bones and
likewise anoint both the armes and under the arme holes and the
shoulder blades; but in anie wise as neere as you can touch
not the head, neither come neere anie other principall part with
the unction, neither yet may you touch the bellie, for thereby
trulie I have seene grievous accidents follow, and oft times death.

‘The anointing being thus finished, then let a warme sheete be
put round about the patient and a double kerchiefe well warmed
and bound about his head and do cover him in his bed with as
many clothes as he is well able to beare, but if there-with he cannot
sweate orderly, as you would require, then applie to the soles of
his feet, legges and thighs and to both his sides verie hot brickes
well wrapped in warm double clothes, or else bottles filled with
hot water or insteede thereof woodden boxes of twelve inches lon
and made round, with a lid at one end and hollow like a pipe, an
well plated in the inside, wherein you shal put a long round peece
of hot yron, so bigge as will easily goe into the boxe and then put
on the lid and wrap three or foure of these boxes in hot clothes
and applie them to the places afore said and this is a good meanes
and waie to procure sweate.

‘And note that when the patient beginneth to sweate that then
you have in readinesse a clock, watch or houre lasse that you be
not deceived of the time in their sweates and then halfe an hour
before they have sweat out the full time, be it either two or three
hours or more, as the case requireth, abate hig clothes by little and
little and so let him coole by degrees but not too sodainlie or
over hastilie ; and if it chance in the time of his sweating hee be

tlie desirous of drinke, then you may admit him to drinke of
warmed with a toast or else warme Posset Ale, being put into
a glasse which hath a long pipe and let it bee given him by his
keeper, for himselfe may not put his hand out of his bed to give
himselfe drinke for feare of colde. Moreover if he happen to Mgrow
faint in his sweating you may give him now and then of Manus
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