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THE SURGERY OF THE AUDITORY LABYRINTEH.

By Cmarues M. Stewarr, M.D.,, M.R.C.S. (Exc.)

Assistant, Ear, Nose and Throat Department, Toronto General Hospital; Late
Senior Resident Surgeon, the Throat. Hospital, Golden Square, London.

Although there has been operative interference on the audi-
tory labyrinth since 1897, when Jansen gave his classical paper
on this subject before the Medica! Congress at Moscow, vet it
is only within the last few years that deliberate and planned
operations have been deseribed for the relief of symptoms pro-
duced by labyrintkitis. To-day we have mirutely described
such operations as superior vestibulotomy, infericr vestibulotomy,
double vestibulotomy, sequestrotomy, extirpation and curettage.
For the scientifie establishment of labyrinthic surgery, we owe .
mueh to J. D. Richards, of New York; Richard Lake, of London,
and to Jansen himself.

My personal experience in this work is very limited, having
only to do with four ecases. The reason for selecting this subject
was not that I have anything new to bring forth, but only that
the paper might stimulate diseussion and interest in Jabyrinthine
work. I feel sure that a great many fatal mastoid cases have
been lost on account of the surgeon neglecting to search for
labyrinthine disease when he was doing the radical mastoid
operation.

A most exact knowledge of the anatomy of the internal ear
is essential before any surgical interference is undertaken. This
can best be obtained by chiselling out a few labyrinths on the
cadaver. The physiology of the internal ear is rather unsettled,
particularly the vestibular part. The labyrinth is eomposed of
two main parts—the cochlea, which contains a membranous
strueture, wherein is a specialized epithelium essential for
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hearing; the vestibule and semi-cireular canals, which also con-
tain a specialized epithelium connected with static and dynamie
equilibrium.

The labyrinth is situated in the petrous portion of the tem-
poral bone. To its inside is the temporo-sphenoidal lobe of the
cerebrum, covered by the meninges of the middle cranial fossa;
behind is the cercbellum, covered by the meninges of the pos-
terior fossa. The dome of the jugular fussa is directly below
the vestibule and posterior semi-circular canal. The internal
carotid artery lies directly in front and below the cochlea. On
the inner side. lies the fundus of the internal auditory canal.
with its meningeal prolongation. and so bringing the subarach-
noid space in intimate relation with the modiolus of the cochlea.
The vestibule is an ovoidal space. with the following dimensions:
1-5 in. x 1-5 in. x 1-8 in. In its roof, posterior wall and floor
are the openings for the semicircular canals, while in front and
externally is the first turn of the cochlea. The outer wall of the
vestibule corresponds to the promontory on the inner wall of
the middle ear, the tympanic part of the Fallopian canal and
the two foram.na, namely, ovale and rotundum.

Facial Nerve—After the facial nerve leaves the fundus of
the internal auditory meatus. it passes outwards and slightly
forwards for 1-8 inch. Here it has an enlargement on
it, called the genicnlate ganglion. From this point. 3t passes
backwards and downwards at right angles to the first part. and
at an angle of 15 degrees with the horizon. This seecond part
of the nerve is about 1-2 in. long. The middle portion of this
part of the aqueduct is visible in the middle ear. Often this
portion of the canal is incomplete. thus exposing the nerve in the
tympanum. Below the nerve at this juneture is the foramen
ovale; above it is situated the ampullae of the external and
superior semicircular canals; to its inner side is the vestibule.
The last 1-8 in. of this second portion of the facial nerve is
buried in the posterior wall of the tympanum. and is just above
and behind the pyramid from which emerges the stapedius
musele. The third part of the nerve passes downwards and a
little outwards and backwards, making an angle of 120 degrees
with the second part of the nerve. The third part of the nerve
is in relation to the deepest part of the posterior meacal wall.
The nerve leaves the skull at the stylo-mastoid foramen.

Pathology—The v stibule is the scat of the greatest patho-
logical activity. Infection takes place in two principal points.
namely, the foramen ovale, and from an erosion in the external
semicireular eanal, as it lies in the inner wall of the aditus.



AUDITORY LABYRINTH. 539

Inflammatory conditions in the labyrinth are due to the same
variety of organisms that are found in middle ear suppuration.
When it is a very virulent infection, the germ is usually the
streptococeus pyogenes. Cholesteatomatous conditions are ocea-
sionally met with in the labyrinth. and tubercular labyrinthitis
is fairly comraon in tuberculous suppuration of the middle ear.
Caries and necrosis follow labyrinthitis, depending on the acute-
ness of the inflammation. Sequestra sometimies form. the
cochlea may form one, but the vestibule usually goes with the
semicireular canals. Death in labyrinthitis is due to intra-
cranial complications—ecither meningitis or abscess "of the
brain. The tract of infection is usually along the filaments of
the auditery nerve, and in this way the subarachnoidal space
beeomes infected. Hezold has estimated that labyrinthitis occurs
in 1in 500 eases of chronic suppuration of the middle ear. This
seems a very small pereentage, but this may be accounted for in
that tke cases most frequently oceur in children. and as the
syvmptoms are very vague at best, they are especially se in young
children. In children the bone separating the labyrinth from
the middle ear is thinner and less dense than in adults. thus
explaining why labyrinthitis is more common in the first decade
of life. In children with acute otitis media. you may suspect
labyrinthitis when there is marked systemie infection.

Sympiloms—It is impossible to definitely diagnose laby-
rinthitis before operation. Symptoms which we consider point
to labyrinchine involvement may be well marked, and yvet when
we do a radieal mastoid operation, the labyrinth is found per-
fectly intact. On the other hand, fistulous openings may be fonnd
in the labyrinth when we least expeet them. Itis a serious matter
to explore a healthy labyrinth in an infective area. such as in
a mastoid operation. So it is good practice not 1o open a
labyrinth that shows no external signs of disease. When doing
a radical mastoid operation, the external wall of the labyrinth
should always be carefully seairched for fistulac. The use of
adrenalin greatly facilitates a good view being obtained of the
ficld of operation. A strip of gauze. previously soaked in
adrenalin, and then packed in the tympanum and mastoid
cavity, and left there threc minutes will blanch the parts thor-
oughly. Carvefully examine with a probe the foramina ovale
and rotundun), also the promontory. The external semicirenlar
canal. just opposite the aditus. is a commm seat of a fistulous
opening.

Symptoms which ave useful in labyrinthine diagnosis arc
nystagmus, vertige and disturbances in equilibriun.
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Nystagmus.—The patient is never conscious of this eondition,
so this symptom must always be sought for by the surgeon.
Pressure on the stapes will produee nystagmus. if the labyrinth
is healthy. Bariny has worked out a calorie test for finding out
whether a labyrinth is funetionating or not. It is this, when
syringing a middle ear with eold water, the eyes turn to the
opposite side from the disease. and with warm water to the same
side as the disease. In gross lesions of the labyrinth, it is finpos-
sible to produce nystagmus by heat or cold. Oeccasionally, fol-
lowing an ordinary radical mastoid operation, we note that
nystagmus has developed, vertigo and disturbances of equi-
librium. This is due most likely to luxation of the stapes, or
injury to the external semiecircular canal.

Vertigo—This condition is produced by abnormal stimula-
tion to the specialized end organs in the maeculac and cristae of
the vestibule and semiecircular canals. Deaf mutes and animals
who have had their labyrinths removed have no vertigo. Patients
suffering with vomiting and vertigo, who have suppuration in
the middle ear, is very suggestive of labyrinthine involvement.
Cochlear lesions do not produce vertigo. Cochlear disease is
manifested by deafness, which is a constant symptom; tinnitus
is an occasional symptom.

This labyrinthine giddiness must be differentiated from the
giddiness produced by cerebellar disease. This can usually be
done by examining the eyes and noting the pulse.

Rombiergism.—Patient standing on onc foot, and eyes shut,
sways or falls to the side of the diseased labyrinth.

Gait.—The gait is often characteristic. The patient walks
with feet widely apart. sways considerably. and has a tendency
to go to the affected side.

These symptoms are all marked for a few days when a
healthy labyrinth has been interfered with; but when the laby-
rinth is gradually encroached upon by discase. the change is so
gradual that the other organs in the body which contribute to
keep perfeet equilibrium take on the function of the discased
labyrinth.

Facial paralysis oceurring in a case of suppurative otitis
media is not uncommonly due to destructive changes in the
aqueduct of Fallopius, and wonld be very suggestive of laby-
rinthitis.

There is no labyrinthine localization.

The following four cases I have notes of::

1. Tubercular labyrinthitis.

Woman aged 31 years. Suffered from chronie suppurative



AUDITORY LABYRINTIH. 541

otitis media in left ear for many years. Radical mastoid opera-
tion done. Result good; cavity dermatized and dry in seven
weeks afterwards. In two years afterwards, patient developed
phthisis, and shortly afterwards the ear began discharging
again. In the pus were found tubercle bacilli. Facial paralysis
developed, and the nerve.could be seen when the ear was
mopped out with absorbent cotton. The nerve became disinte-
grated and disappeared, due probably to the irritation of the
pus, and to the spirit drops that were used. The patient was
ineapacitated by vertigo. The labyrinth was extirpated—semi-
eircular canals, vestibule and a portion of the cochlea removed.
Vertigo persisted for about ten days. Ear healed up perfeetly.
To-day patient is living, and looking very well. Vertigo is all
gone. The facial paralysis persists.

2. Man aged 19 years. No previous history of labyrinthine
trouble. In the course of performing a radical mastoid opera-
tion, a fistulous epening was discovered in the external semi-
circular canal; pus was oozing out of it. The canal was opened
up to the ampullae and curetted. Not followed by vertigo.
Second day afterwards patient sat up in bed and had ear dressed.
No giddiness. Reecovery uneventful.

3. Woman aged 36. Radieal mastoid operation was being
performed. Stapes seen in foramen ovale, and was very loose.
Caries around the opening. Stapes vemoved. Inferior vesti-
bulotomy done. Vertigo followed operation for about two weeks.
Hearing destroyed.

4. Woman aged 41. Suffered with otitis media for twelve
yeavs. Facial paralysis for three weeks. Radical mastoid opera-
tion done. Large sequestrum picked out of the labyrinth. It
was composed of portions of the vestibule and semicireular
canals. Recovery uneventful. Facial paralysis persisted. but
was necarly gone one yecar afterwards.

Opcrations—The radical mastoid operation must alwavs be
previously done. The upper part of the skin incision should he
made well forward, so that the auricle may be pushed well
forward and downward. The facial ridge must be lowered as
much as is eonsidered safe for the nerve.

Operations on the cochlea are much more serious than on
any other part of the labyrintk. The danger lies in injuring
the modiclus, and se opening up microscopical channels for in-
fection to be earried to the meninges. The coehlea should not
all be removed. Only the lower two whorls at most should be
removed, and speeial care taken not to injure the modiolus.
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Both Jansen and Richards lay special stress on this point.
Proceed to the cochlea by way of the promontory.

Vestibulofomy.—The vestibule may be opened by way of the
external semicireular canal. and above and behind the facial
nerve. This method is ealled superior vestibulotomy. Or it may
be opened by way of the foramen ovale. which is below and in
front of the facial nerve. This method is ealled inferior vesti-
bulotomy. Although inferior vestibulotomy has the best position
for drainage, yet superior vestibulotomy is the preferable opera-
tion. for the following reasons:

1. The region is more aceessible.

2. There is less hemorrhage.

3. You obtain a better view into the vestibule.

4. You can explore the external semiecireular canal at the
same time,

Between these two openings into the vestibule is a ridge of
bone. and in it is the faciai nerve. Milligan has called this the
bridge operation. The two operations should practically always
be done together. The operation then is called double vestibul-
otomy. It is better not to expose the facial merve, for in the
after-treatment it is likely to become injured by the discharge
from the granulations. Facial paralysis usually occurs if it is
exposed. This may clear up in time. provided the nerve does
not become disintegrated.

Sequestrotomy.—This was the first deseribed operation on the
labyrinth. Facial paralysis was the usual rvesult. This was due
cither to discase or to the destruclion done by removing the
sequestrum. Suspeet a sequestrum where granulations persist-
ently re-form. Never remove a sequestrum forcibly. Tf neeces-
sary, chisel away healthy hone, so that the sequestrum may he
picked out of its bed.

Exlirpation of Labyrinth.—When this operation is donc. it
is usually for tuberculous conditions.

Indications for Operation:—

1. Labyrinthitis, as evidenced by one or more fistulous open-
ings or other signs of disease in the external wall of the
labyrinth.

2. Luxation of stapes. Jansen recommends operation after
24 hours if there is nystagmus, disturbances of equilibrium in-
creasing, tongue coated and temperature going up.

3. Méniére’s discase—labyrinthine apoplexy. Patienls suffer
with marked vertigo, intense nausea. severe tinnitis and absolute
deafness. Richard Lake has reported five cases avhere he has
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done an ablation of the vestibule. He operated for vertigo. The
cases had never suffered at any time with otitis media.

4. A patient suftering with suppurative otitis media, and
having vertigo, vomiting, nystagmus and disturbances of equi-
librium, should have a radical mastoid operation donec ai once,
and careful =earch made for labyrinthine mischief. In such a
condition, a Heath’s mastoid would be contra-indicated.

It is interesting to note that there is no weakness in the
muscles of the body after operative interference with the vesti-
bule and semicireular ecanals. Ewald experiments on animals
showed that the labyrinth was responsible for the tone of the
skeletal museles. These operations support Crum Brown’s
theory, given many years ago, that the labyrinth is concerned
in giving information as to the position of the head and body
after rotation.

142 Carlton Street.



“VILLUS TUMOR AND RUPTURE OF THE
BLADDER.”*

By HapLey WinLiams, M.D., LoNpon.

The two cases discussed in this paper are so rare that a
physician may practice for twenty years and never sec either,
yet both conditions are among the most serious the surgeon is
called upon to treat. Tumors of the bladder, though rare, are
somewhat commoner than is supposed, sinee they give symptoms
which are often mistaken for other disei.cs and, econsequently,
may be overlooked. It is not the intention of this paper to take
up the pathology of the various forms or to discuss the diagnosis
at any length more than to give the facts and enough of the
symptoms to warrant the operation whieh was performed. Briefly,
more than 509 of these tumors are malignant and next comes.
in frequeney, the villus papilloma which is often multiple, either
sessile or pedunculated and from the size of a marble to an
orange. Bleeding is nearly always profuse from the loose float-
ing papillae of the growth, in fact, hemorrhage from the bladder
is alarming. Even after removal they are said to recur in the
majority of the cases and hence may be classed more with the
malignant than with the benign tumors.

Mr. A. M. was a man 55 years old; by occupation a gardener;
born in Suffolk, Eng. Family history negative. He admitted
ague and gonorrhea twenty years previously.

In 1903 patient noticed blood in the urine on two occasions,
but suffered no pain or other symptoms referable to the bladder.

In 1905 the bleeding recurred and lasted a week.

In January. 1907, he experienced a similar attack lasting the
same length of time. A physician passed a sound which caused
no pain or increase of bleeding, and the patient felt perfectly
well during the intervals.

In October, 1907, the hemorrhage started again, and, with
the exception of two intervals of a week each, kept up till
February, 1908. The same physician again passed a sound
without pain, but with a copious flow of bright red blood.

In February of last year patient consulted Dr. S. Agar, of
Chatham, who wrote me concerning the case. ‘‘From the appear-
ance of the urine and some shreds of tissue which came away,”’

*Read at the meeting of the Ontario Medical Associntion
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said the doctor, ‘‘and from the fact that there is no evidence of
kidney trouble, no enlargement of the prostate and no caleuli, I
am satisfied that the patient is suffering from some growth in
the bladder.”

Early in February (in consultation at St. Joseph’s Hospital,
Chatham) the patient appeared a well nourished individual,
bright and intelligent, slightly anemic and, though ill a long
time, very brave as to the outlook. He had two marked symptoms
and two only. )

1. Profuse and constant bleeding.

2. Sudden stoppage of urine on a few occasions during
micturition.

Indeed, he assured us that otherwise he felt perfeetly well.

Operation was advised by Dr. Agar, Dr. Sullivan and myself
and immediately accepted. Ether was the anesthetic. Twelve
ounces of boric solution was allowed to be retained in the bladder
after irrigation, and a supra-pubic incision made. Exploration
of the bladder with the finger, a large, soft, spongy growth was
felt on the left side, with a pedicle as large as the thumb, spring-
ing from the mucous membrane some two inches from the
urethral opening. The bladder immediately filled with blood
and there was some difficulty in stopping the flow. A good
view of the interior was out of the question. The pedicle was
clamped by a stout pair of pile forceps and the blood washed
away, yet in spite of this the fingers still remained the organs
of sight. The tumor was then deliberately twisted off, and proved
to be as large as a medium sized orange, its papille spreading out
in water, waving and moving like the arms of an octopus, and
once again the bladder was filled with blood. Water, at a
temperature of 135°, was poured into the ecavity and the
hemorrhage ceased immediately. Small tags of tissue were pared
with scissors, a prostatectomy tube inserted, large enough to
irrigate clots and debris which might afterwards form; a piece
of gauze drained the prevesical space, and the upper angle of the
wound was sutured with interrupted fish gut. Dr. Agar, who
had full charge of the case, wrote six weeks later on my arrival
home from Bermuda: ‘“The patient had some uriuary fever on
the tenth day and a phosphatic scale came away three-quarters
of an inch in length. There have been no other bhad symptoms
. to speak of, except a great deal of mucous and sandy debris;
the wound is now healed; urine, 50 ozs. a day; sp. g. 1012, acid
in reaction, normal in ecolor, and there has been no bleeding
since the operation.”” The palient left the hospital on the 20th
of Marveh, six wecks almost to the day.
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To date, fifteen months after, there has been no bleeding and
no signs of reeurrenee.

There are many dangers attending a supra-pubic cystotomy.
Cystitis, 1f not already present (and it is present in the majority
of cases as a result of the very condition for which the operation
is performed), almost inevitably oceurs; muecus colleets in large
quantities. gravel often deposits and sticks to the edges of the
wound. the fatty tissue breaks down, the fasvia dies and tears
away in pieces, and in old people especially with selerosed arteries
and some kidney complication uremia earries them off.  For thes
the character of the tube is often to blame. It should be large
enough to allotw free irrigation and soft enough to cause no
pressure on the sides of the wound. TUrotropin is dangerous in
10 or 15 grain doses. It seems te cause sloughing of the wound
and painful irritation of the skin. Tf given at all, 5 grain doses
are sufficient.

There are three pertinent questions regarding this case:

1. The vaiue of injections. astringents and the like, to allay
hemorrhage or cause shrinkage.

2. The value of the actual cautery to the base of the tumor
or excision and ligature.

3. The drainage of the bladder afterwards.

Regarding tumors of the bladder when, from their size or
position. a supra pubic opening is insufficient to properly deal
with them. the peritoneal cavity should be opened and the blad-
der slit backwards a sufficient depth to properly deal with the
case. always remembering the danger of septic peritonitis from
contamination of the peritoneum at the time. or from subsequent
leakage of the wound, to say nothing of the added shock to th>
patient from a more prolonged operation. The other case T wish
to bring before you is one where the bladder was ruptured by a
blow on the abdomen.

Rupture. of the bladder is either intra- or extra-peritoneal.
The former coniains from 80% to 90Y% of the cases, and
when it occurs, the tear is said to be very extensive. From what-
ever the cause, the bladder is wusually full when a sudden
blow is most likely to cause rupture. TIn a large proportion of
cases, it results fatally, especially in the intra-peritonecal
variety. and, in the absence of proper surgical interference, the
extra-peritoneal likewise. Prior to 1893. thirty-two cases gave
a .mortality of 649, while, sinee this date. twenty-two cases
give only 287% ov nearly 509 on the total.

Mr. A. W. was a man 32 years old, who worked in a box
factory, was of exemplary habits, and always perfectlvy healthy.
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On September 19th, 1907, he retired at 11 pan. At 5 aun. on the
morning of the 20th, while on his way to the bathroom (and
scarcely yet awake), he took the first turning. which happened
to be the wrong one, and fell headlong downstairs, the rounded
top of the corner post of the landing striking him a severe blow
immediately above the pubis. The bladder was full when he
started, but when he picked himself un a few minutes iater, all
attempts at micturition were ineffectual. Dr. Brnest Williams.
his physician, was called and ordered him to bed. There was
very little pain, and shock was not a marked feature. Dulness
was present about the pubis, but a soft rubber ecatheter only
produced two ounces of bloody urine. In consultation at 5 pm..
there was marked dulness over the bladder. extending well above
the pubis and laterally. and was somewhat irregular in outline.
This was marked with ink. A catheter produced only three
ounces of bloody urine.

We passed a marked quantily of borie solution into the
bladder, and found we had lost three ounces. We tried again
with six ounces, and left two ounces unaceounted for. The
dulness over the lower part of the abdomen inecreased corres-
pondingly above the indelible line. Dr. J. B. Campbell, who
administered the chlorvoform later, concurred in our diagnosis,
and the need of urgency.

Patient was immediately moved to the operating room. and
a supra-pubic incision made in the usual way. After separating
ihe recti. and pushing aside much adipose tissue. urine welled
up into the wound and was mopped up with pads. The finger,
inserted into the wound. entered a rent in the fundus of the
bladder. torn transversely near the veflection of the parietal
peritoneum, quite an inch or more in length. The superficial
dulness immediately disappeared. No attempt was made to
suture the somewhat ragged bladder wall, but a half-inch tube
was inserted. and a smaller one into the lateral space. also a
picce of gauze prevesical. The upper part of the superficial
wound was sutured with interrupnted fishgut. a No. 8 soft rubber
catheter tied.in the bladder. and the patient put to bed in the
Jrowler position. There was practically no suppression of urine.
In five days the tubes were removed, alse the catheter.

On the sixth day there were some severe chills, the tempera-
ture ran up to 105 F.. and some pus was irrigated from the
wound. ‘Warm boric acid solution was used daily by irrigation
through the urethra. On October 20th (one month later). the
wound closed. the patient left the hospital and made an unevent-
ful recovery.
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The points to be considered in a case of this kind are:

1. An carly diagnosis.

2. Urgent surgical interference.

3. A proper after-treatment.

The diagnosis is not inferred, alone, from absence of urine in
the bladder, because shock may be so scvere as to cause suppres-
sion; neither from a rise of temperature or blood in the urine,
because these conditions are often present when no rupture has
taken place; but that dulness was present above the pubis, even
after the catheter had been used, and that measured quantities
of borie solution flowing into the bladder failed to return when
called upon, and not only failed. but increased the dulness
previously marvked out, was all evidence of the strongest charac-
ter that rupture of the bladder had occurred.

Some advise the injection of air as au aid to diagnosis. but
it secems a risky thing to foree urine through a possible rent in
the wall into the peritoneal cavity, when a mild aseptie solution,
such as boric acid, answers equally well.

My reading of several cases of rupture of the bladder satis-
fies me that some of the fatal cases were those in which the
surgeon endeavored to do too much rather than too little. A
case is recalled to me, where a patient was operated upon for
right inquinal hernia for the fifth time. Evidently adhesions
had formed extensively, for the bladder was caught in the grasp
of one of the sutures. Five days later, the peritoneal cavity
gradually filled up with urine (two gallons. if a tablespoonful).
The wound was reopened by the attending physician, a tub-
inserted and the patient recovered. to he operated upon again
for the sixth time, doubtless, by ~ome aspiring and adventurous
doctor.

If this case of rupture of the bladder had been intra-peri-
toneal, the same immediate operation would have been necessary,
double suture of the bladder wall. dry mopping of the peri-
toneal cavity with sponges, and retention of a catheter in the
bladder.



UTERINE CONDITIONS DEMANDING OR JUSTI-
FYING THE USE OF CURETTE.*

By Dr. Cnas. J. €. O. Hasrinags, ToroNTO.

One feels like offering an apology for presenting a paper
or rather opening a discussion, on a subjeet so familiar to ali
cugaged in obstetric or gynecological practice. The prevailing
opinion scems to be that curettage, or scraping out of the uterus,
is a useful, simple and positively safe operation. To the former,
let me attach a green light, and to the latter a red one; and for a
confirmation of the necessity of these danger signals, we réquire
to glance but for a moment at the appaling list of casualtics
traceable to this operation, a report of which would afford a
most profitable half-day’s reading.

To what extent human life has been sacrificed and suffering
intensified by the unskilled and injudicious use of the. curette
no one can say. I look upon curettage as one of the most for-
midable operations, and the one demanding the most serupulous
care of any operation on the female generative organs; yet the
most inexperienced physician considers himself qvite competent
to perform it, and when about to perform any operation about
the pelvis, the fact that the patient is under an anesthetic scems
sufficient excuse for curetting the uterus. Herman, in an ad-
dress or a lecture to the Polyelinie, in London, cited a very good
example of this, even in a well recognized gyneecologist, who
had sent him a pamphlet deseribing what he considered a new
operation for eystocele. in which he began by saying, ‘I first
curette the uterus. ete.”” However, there are conditions that
demand and justify the use of the curctte, but I feel assured
that the consensus of opinion of this section is that it should bhe
more vrestricted than it is.

The use of the curette is demanded in persistent menorrhagia
or metrorrhagia, both for curative and diagnostic purposes, als:
in suspected cases of malignant discase of the body of the uterus.
The information derived from the seraping of the uterus, and
the microscopical examinations of the serapings enables us to
determine whether the uterine hemorrhage is due to endo-
metritis, glandular hyperplasia, the remains of an abortion,
tuberculosis of the endometrium, carcinoma, or sarcoma.

*Read at the meeting of the Ontario Medical Association.
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On the value of the curette in the foregoing, I presume. there
is no difference of opinion, for, in addition to the fact that it is
indispensable in these cases, its use, with reasonable ecare, is
comparatively free from danger. These are the conditions
demanding the usc of the curette. It is when we come to consider
the use of this instrument in the puerperal uterus that we ad-
visedly ask the question, When is its use justified? When one
considers the pathological anatomy of puerperal infection, onc
naturally shudders at the sight of such headings as ““ The Sur-
gical Treatment of Puerperal Sepsis,’” and ‘‘The Use of the
Curette in Acute Puerperal Sepsis,”” ete. That the curette may
be safely used to clean out the uterine cavity in carefully
selected cases. after miscarriage or after the removal of an ad-
herent placenta. T am willing to admit; but even these cases ean
be done quite as efficiently and much more safely in the majority
of eases, with the finger.

It is diffienlt to econceive of more dangerous teaching than
the indiseriminate use of the eurette in the treatment of puer-
peral sepsis. T am sure that no one who has had any experience
in the treatment of these cases has failed to notice the aggrava-
tion of the symptoms following any form of intra-uterine
manipulation. Even the simple uterine douche is not infre-
quently followed by a severe chill and a rise of two or three
degrees of temperature.

The danger of perforation of the uterine wail. resulting in
general septie peritonitis. Cases are cited where loops of intes-
tine havé been caught by the curette. as has also the omentum.
Mann. of Buffalo. reports an interesting case of this kind. in
which a loop of the bowel was drawn down and torn across by
the curette,

The greatest danger of the use of the curette in these cases,
and the one, in my opinion, enough to condemn its use, is the
almost absolute certainty of causing a gencralized infection 2s a
result of the tearing down of the so-called leucoeyte zone. the
opening up of new fields for absorption, exposing the mouths
of blood vessels and lymphaties. ‘

One reads, with fear and trembling, such papers as that
presented by XKnyvett Gorden on the treatment of severe cases
of puerperal sepsis by active disinfection of the uterus by means
of the curette and the use of izal, in which he eclaims to
serape away the entire endometrium down to the muscle. He
then paints the interior of the organ with undiluted izal, and
then packs the uterus with gauze soaked in a one-in-two-hundred
izal solution.
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He compares eighty cases treated thus with seventy-nine
cases treated by genmeral means and antiseptic intra-uterine
douches. He reports a mortality of 20% of those actively treated
as against 46% of those passively treated. In referring to the
leucocytal zone, he makes the statement that in sneh severe cases
as these such a barrier is not formed.

Before passin |, on, let us weigh earefully, or examine ecare-
fully some of Dr. Gorden’s statements. In the first place, he
claims to scrape away the entire endometrium. Post-mortem
examinations in France and Germany of the curetted puerperal
uterus have demonstrated that this is impossibie, and this is the
view held by most reliable obstetricians to-day. Next, the
writer claims to have a mortality of 20% in those treated with
the curette, as against 46% in those treated in the passive way.
Such an appalling death rate is difficult to explain.

Ricard, of Paris, has recently estimated that the entire death-
rate of severe puerperal infection is not more than 10%, drawing
his conelusions from records of 2,640 cases.

Thirdly, the writer makes the statement that, in these severe
cases, no leucocytic defence is put up. This opinion I don’t
think Dr. Gorden will find endorsed by many. I think it is
gencerally conceded that, in all cases the wall of defence is put
up, but the more virulent bacilli penetrate it. This is especi-
ally true of the streptococcus. Bumm has found that the strepto-
eoceus penetrates the uterine wall at the rate of 2 e¢m. in six
hours. '

These are the very cases that even some of the most ardent
advocates of the eurette look upon as unsuitable for this method
of treatment.

I do not wish to single out Dr. Knyvett Gorden in connce-
tion with the operative treatment of aeute puerperal sepsis, as
there have been many able papers presented on this subject
during the past five ycars; yet it seems to me, if we appeal to
our own unbiased judgment in the trcatment of thesc cases,
after reading these papers, one is impressed with the application
of the statement made by the late Dr. Fothergill, when called
in consultation by one of his pupils. While they were waiting
in the reception-room, the young physician gave a very complete
summary o the old doctor of the wonderful results he had had
from the use of the various new remedies, to which he replied
in a very fatherly way. “My young man. by the time you have
been in practice as many years as I have, you will be surprised at
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the number of cases that will recover, notwithstanding the im-
prudent interference of the physician.” ’

As you are all aware, it would be impossible, in the time
allotted us for this subject, to give even a brief summary of the
arguments advanced pro and con. The object of this paper is
to obtain an expression of opinion of this Association on a
subject of most vifal importance.

‘We must therefore consider the subject inost carefully, as
there are strong supporters of the use of the curette, as well as
opponents of it. It is our duty to give a decided expression of
opinion after carefully weighing the dangers and the possible
advantages.



PAPILLOMATA OF THE LARYNX.

——

By D. J. GisB Wismarr, ALD., L.R.C.P. Lox~p., ToroxTo.

Senior Surgeon, Oto-Laryngological Department, Torounto General Hospital ;
te Senior Surgeon, Oto-Laryngological Departient,
Hospital for Sick Children, Toronto.

F. L., Male, aged 3 1-2 years, entered the Hospital for Sick
Children in Deeember, 1905, for examination under an anes-
thetie, because of hoarseness and suffocative attacks, from which
he had been suffering for some weeks. Upon admission, the boy
was thin, pcorly nourished, anxious in expression, and coughing
frequently. Examination revealed, in addition to enlarged
tonsils, numerous warty growths about the rima glottidis. A
few of these were removed by means of a small sponge attached
to a laryngeal probe, and an intubation tube inserted. The res-
piration being improved, he was discharged and kept under
observation. In about four wecks he was re-admitted. as” the
breathing had become more labored, the temperature clevated.
and bronchitie rales were abundant. Intubation gave immediate
relief, and a few days later, when the general symptoms had
improved, a tracheotomy tube was inserted in order to place the
larynx at vest. with the expeectation that this measure would
result in a shrinking of the papillomatous outgrowths. Marked
improvement followed for three weeks. affer which the lung
svmptoms again caused uneasiness, and it was not until tavo
months later (May, 1906) that removal of the tonsils became
possible. Although. during the next four months, in addition
to as complete voice rest as could be obtained, thorough tonie
treatment of every variety. and residence at the Island Home
were emploved. repeated examinations of the larynx revealed
no change in the size of the growths, the chest sounds remained
unsatisfactory, and bloody mueus was intermittently expelled
from the tube. There was improvement, however. in the gencral
physical eonditions.

Thyrotomy was now determined upon, and on the 10th of
December. accordingly, the larynx was opened in the middle
line. The growths were found projecting from the length of
both chords, and massed up against the base of the epiglottis in
the anterior commissure. These were ecarefully removed. the
latter masses being pushed into view by the pressure of the
finger applied through the mouth, and the basal tissue seared
with pure chromic acid. At the same time a few granulation
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warts were removed from tie lower edge of the tracheotomy
_wound, and chromic acid applied. The thyroid flaps were accu-
rately coapted with chromiecised gut, and the tracheotomy tube
left in place. The wound showed a tendency to slough, but
healing was completed in about four weeks, although granula-
tions below the trachea wound were very troublesome. When the
tube was closed with the finger, the laryngeal breathing appearved
quite free; but when the tube was removed, spasm and cyanosis
ivere marked, due apparently to extreme nervousness on the
part of the patient. On October 26th, the larynx was examined
under anesthesia, and a large, pedunculated mass was found
above and in front of the left arytenoid. Because of the unsatis-
factory chest condition and elevation of temperature, operation
was postponed. and at the end of a week the larynx was again
opened, a mass the size of a bean removed. and lactie acid
applied. As the pulse became almost impereeptible, and complrte
collapse was threatened. the operation had to be hastily com-
pleted; and as the larynx had shown evidence of stenosis, an
intubation tube was inserted and the tracheotomy tube omitted.
The tracheal wound was entirely healed by the 20th of Novem-
ber. but dyspnoea again supervened, and was found to bhe due
to the recurrence of a small growth upon the right aryteno-
epiglottic fold, which fell over the mouth of the intubation
canula with every inspiration. and which was removed through
the mouth.

For the next few weeks the ehest symptoms gave rise to great
anxiety ; the temperature rose as high as 104 deg., and the
patient was losing flesh. On the 28th December, the intubation
tube was found firmly embedded by papillomatous growths. and
a tracheotomy tube was again inserted. For the ensuing three
nonths, the temperature chart showed an average daily varia-
tion of above 1% deg.. but the physical condition improved.
However, further examination on the 2nd April revealed num- ~
crous papillomata, ecompletely filling the larynx. The general
condition of the patient continued about the same during the
summer, with the same variation in daily temperature; but in
July the boy contracted searlatina, and was transferred to the
Isolation” Hospital.

In October, the bronchoscope was used to examine the larynx
and trachea, and an excellent view was obtained. The left
arytenoid was visible, but warty growths obsecured the other
parts, and similar obstructions presented themselves on the
tracheal wall below the opening for the canula. The patient was
allowed to reside at home, reporting regularly at the Outdoor
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Serviee, and on the fourth of October, 1907, the following report
was made: ‘““Small fistula still present at the lower end of the
neck wound, through which air escapes on coughing, ete.: no
papillomata seen; the left ventricular band is large and uneven,
and the right is apparently normal; the voeal chords are not
seen; the interarytenoid space is white and smooth; voice is a
coarse whisper; general physical condition improved.

At frequent intervals during his stay in hospital, the sputum
was examined, but never was it possible to isolate tubercle
bacilli. The bronchitic symptoms were distributed over both
lungs, but especially in the sub-clavicular and the basal spaces,
where coarse, moist and dry rales were heard.

It was never possible to examine the larynx without a general
anesthetie, and this was always administered with difficulty. the
resultant depression being very great, while on the other hand
the irritability of the respiratory tract rendered it almost im-
possible to proceed unless the anesthetic were pushed.

This case foreibly illustrates the great difficulty met with in
dealing with laryngeal papilloma in the young. Neither pro-
longed rest of the larynx, by tracheotomy and voice rest, nor
complete removal of the growths by thyrotomy were effective
in retarding the growths, or preventing their return when re-
moved. Possibly, if the time of wearing the tracheotomy tube
after its first insertion had been prolonged to a year, instead of
six months, the result of the rest treatment might have become
more beneficial ; but at the time it scemed best to test the value
of thyrotomy. A further communication upon this casc will be
given.

47 Grosvenor Street, May 12, 1909.



Selected Afticles.

THE OCHSNER TREATMENT OF APPENDICITIS.

By James U Barsnn, M., Conomsus, OHIO.

The great majority of physicians understand Dr. Ochsner’s
postulates, and ‘¢ thousands of surgeons faithfully follow
them 7’ in treating appendicitis. The treatment has been pub-
licly endorsed by the Mayos, Murphy, Morris, Matas, Richard-
son, Rodman and many others. Nevertheless, we hear it fre-
quently stated that the treatment is misunderstood, that it is
made the excuse by many physicians, for advising against opera-
tion, and that when carried out it often results in defeating
an operation for the reason that the patient, feeling himself
relieved, refuses to submit to the removal of the appendix.

At the last meeting of the American Medical Association, in
1908, R. T. Morris, in closing the discussion of his own paper
on ‘‘ Appendieitis,”” said, ‘‘The Ochsner treatment is one of the
greatest points ever made in the history of appendicitis, but
the Ochsner treatment, as comprehended by the average phy-
sician of New York, is damnable,’” C. . Thompson said, in
the same discussion, ¢‘ The Ochsner treatment means, to the
general country practitioner, do not operate; many of these
practitioners have : Tways been opposed to surgery, and now they
assert that a great surgeon in Chicago is saving nearly all of
his cases by not operating on them. The treatment has been
misunderstood, and has thus been the cause of filling many
untimely graves.”

In the above statement of Morris we have the highest testi-
mony of the value of the Ochsner treatment, together with his
condemnation of the misuse of it by the average physieian.
‘While we do not believe there is such a lamentable misconeep-
tien of the treatment here as Dr. Morris would lead us to believe
exists in New York. yet I feel that there is such a degree of
misunderstanding in reference to it as to justify a brief consider-
ation of the subject at this time.

Ochsner deseribed his treatment in full before the Chicago
Medical Association, October 10th, 1900, giving in this original
paper the results of eight years’ employment of the treatment.
At that time he set forth certain propositions in reference to
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the treatment which were very widely quoted in medieal jour-
nals. Greater prominence was given to his method when he
presented it in his Chairman’s address before the Section-on-
Surgery at the Fifty-second Annual Meeting of the American
Medical Association at St. Paul in 1901. e deserves great
eredit for systematizing the results of his own observation and
experience, for calling attention to the admirable protection
which nature affords the appendix by its anatomical surround-
ings, and for the danger occasioned by peristaltic motion in the
small intestine. In his second paper he described (a) the
attempt on the part of nature to close the ileo-ceecal valve to
prevent the passage of the infestinal contents into the in-
flamed arca, (b) the movement of folds of the omentum toward
and around a seat of injury, (¢) the increased peristalsis ocea-
sioned on the introduction of food into the stomach, (d) the
cxudate and new formation thrown out by the peritoneum to
wall off the inflamed appendix, (e) the harmful influence which
catharties exert by disturbing the inflamed tissves, and by
carrying infectious material to other parts of the peritoneal
cavity, (f) the toxie character of stomach contents, and (g) the
danger of operation at the acme of septic intoxication.

‘We may best deseribe the treatment by giving his conclu-
sions or postulates:

1. Patients suffering from chronie recurrent appendicitis
should be eperated upon duaring the interval.

2. Patients suffering from acute appendicitis should be
operated upon as soon as the diagnosis is made, provided they
come under treatment while the infeetions material is still con-
fined to the appendix, if a competent surgeon is available.

3. Aside from insuring a low mortality, this will prevent
all serious complications.

4. In all cuses of acute appendicitis, without regard to the
treatment contemplated. the administration of food and cath-
arties by mouth should be absolutely prohibited, and large
enemata should never be given.

5. In cases of nausea or vomiting, or gascous distention of
the .abdomen, gastrie lavage should be employed.

6. In cases coming under treatment after the infeetion has
extended beyond the tissues of the appendix. especially in the
presence of beginning diffuse peritonitis, fasting and gastric
Javage should always be employed until the patient’s condition
makes operative intervention safe.

7. In case no operation is performed. neither nourishment
nor cathartics should be given by mouth until the patient has
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been free from pain and otherwise norimal for at least four
days. The same practice should be followed after operation.

8. During the beginning of this treatment not ceven water
should be given by mouth, the thirst being quenched by rinsing
the mouth with cold water and by the use of small enemata.
Later, small sips of very hot water, frequently repeated, may
be given, and still later small sips of cold water. There is
danger in giving water too freely. and there is great danger in
the use of large enemata.

9. All practitioners of medicine and surgery. as well as
the general publie,. should be impressed with the importance
of prohibiting the use of cathartics and food by mouth, as well
as the use of large enemata, in cases of patients suffering from
acute appendicitis.

10. It should be constantly borne in mind that even the
slightest amount of liquid food of any kind given by mouth
may give rise to dangerous peristalsis.

11. The most eonvenient form of rectal feeding consists in
the use of one ounce of one of the various concentrated liquid
predigested foods in the market, dissolved in three ounces of
warm normal salt solution, introduced slowly through a soft
catheter inserted into the rectum a distance of two or three
inches.

12. This form of treatment cannot supplant the operative
treatment of acute appendiceitis, but it can and should be used
to reduce the mortality by changing the class of cases in which
the mortality is greatest into another class in which the mor-
tality is very small after operation. '

To conelusion 8 are now regularly added the method, intro.
duced by Murphy, of administering a continuous enema of nor-
mal salt solution, and, in case of diffuse peritonitis, th: Fowler
position.

The clearness of statement in these conclusions should be a
guarantec against misconception or misunderstanding, and the
soundness of the prineciples upon which they are based should
secure for them general recognition.

One misconception relates to the extent to “thh the treat-
ment applies. Physicians generally seem to assume that the
Ochsner treatment refers to fasting and rest, without reference
to other phases of the treatment. They fail to note that the
second postulate recommends early operation, when practicable,
in all cases, and that other postulates cover indieations for
treatment of the severe as well as the interval cases.

Therc is no suggestion in these postulates that this treatment
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is to serve as a substitute for operation. It is, from beginning
to end, surgical, or a preparation for surgical measures. The
starvation part of it should perhaps be called Ochsner’s prepar-
ation rather than his treatment; for his treatment proper in-
cludes operation. We should bear in mind that the treatment
includes preparation, operation and after-care.

It is diffieult to aceount for the persistent misinterpretation
of the author’s clear statement of every detail of this treatment.
The harm that some attribute to its employment is the result
of its misuse rather than of any inhevent defect in the treat-
ment itself. Here, as in many other questions relating to medi-
cine and surgery, good judgment is a sine gua non. Defective
judgment, as we know, may make shipwreck of any treatment
and of all opportunity.

Ochsner distinetly states that all persons who have suffered
from an attack of appendicitis will sooner or later come to
operation. The fasting and rest so strongly emphasized in the
treatment has been of very great advauntage to all surgeons,
whether they operate early or late, for, as pointed out by
Ochsner, many patients have rccovered after operations because
their surgeons have learned to give neither food nor cathartics
after abdominal operations, so it may be said that they receive
the treatment notwithstanding the operation. It is evidently
to this phase of the treatment that Morris refers when he says
that he prefers the quick operation, with fasting, leaving the
patient to his opsonins and phagocytes.

During the eight years prior to Ochsner’s first publication
there were no uniform plans of treatment in reference to any
of the types of appendieitis. And since that time the greatest
difference of opinion and practice has prevailed. Many dis-
tinguished surgeons have helped very materially in establishing
certain principles of treatment; some have emphasized the ad-
vantages of quick operation, with small incision, for a certain
class of cases; others, the advantages of the intermusecular
opening; while others have insisted upon early operation for
all cases; but no one except Ochsner has succeeded in formulating
Tules applicable to so many eclasses and conditions of appendi-
citis. In his conclusions there are. of course, no rules assumed
to be applicable to all cases, but certain important principles
are enunciated which have a very general application, and
which give to the treatment a distinective character.

‘We may illustrate the advance made by Ochsner over much
of the teaching of the day by a brief comparison of opinions
on a few important points. Compare, for instance, his positive
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and rational postulate that all cases seen in the first twenty-four
or thirty-six hours, should, if practicable, be operated upon, with
the teaching of the International Textbook of Surgery by
‘Warren and Gould, which says that in many mild cases operation
should be delayed until the acute attack has passed; or, with
Robert’s Surgery, which says, ‘“ If the symptoms show little
increase in severity during the first twelve hours it is probable
that the case will do well and that operation will not be re-
quired’’; or with the English surgeon, Walsham, who says that,
‘“in mild cases he would not follow the American dictum, to
operate always within the first twenty-four hours, but wait and
operate in the interval ’’; or with Vaughan’s advice that, ‘¢ if
for any reason it is decided not to operate in the early stages
of the disease, the patient should be freely purged with sulphate
of magnesia’’; or with Tiffany, who says that ‘‘ the medical
treatment should consist, among other things, of free purgation,
and the appendix, provided the disease is advancing, should be
removed, preferably within the first two or three days’’; or
with DaCosta, that, ‘‘in an crdinary mild case it is best to
defer operation, experience showing that purging by means of
Epsom or Rochelle salt is beneficial *’; or with the Ameriean
Textbook of Surgery, which says, ¢‘ in cases of mild type, seen
at the start, the treatment should consist, among other things, in
moderate purgation by calomel in fractional doses, followed
by salines or by eastor oil and enemata.’”” It will be seen from
these brief quotations that in the matter of early operation, he
is more radical than many of the so-called radicals, and infinitely
saner in refraining from the use of purgatives and in the with-
holding of food.

A few quotations from the same authors will further illus-
trate the truth of the latter statement. Thus, Robert’s textbook
says nothing about dieting or fasting; Von Bergmann says only,
that “‘ the diet should be restricted *’; Brewer, that ¢ catarrhal
appendicitis which has passed the acute stage may be treated
by rest, ice-bag, catharsis and an opiate, if necessary, until the
attack has subsided ”’; and Warren, who says that ‘‘ when
nausea and vomiting has ceased nourishment may, of course, be
given.”’

The contrast between Ochsner’s treatment of perforative and
gangrenous appendicitis and that prevalent a few years ago,
still advocated in most of our current textbooks and practised
by many surgeons, brings the advantages of the former treat.
ment into relief.

Von Bergmann recommends for these cases with pyrexia,
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uniform distention, tenderness and rapid pulse, ‘¢ operation,
preferably not later than the sccond or third day ’’; DaCosta,
“if there is marked tympanitic distention, operate at once ’’;
Walsham, ¢ In acute perforation, with gangrenous appendix,
immediate operation gives the only chance, and in suppurative
cases operate at onee ’’; Rose and Carless, ‘“ In case of perfora-
tion in the first, second or third days, provided it is advaneing,
operate.”” American authors are not so ready to recommend
prompt operation in this condition as they were a few years
ago, doubtless largely due to Ochsner’s teaching on this subject.

To review briefly the Ochsner treatment:—In all cases of
acute appendiecitis, all food, water and cathartics by mouth are
prohibited. If nausea persists, gastric lavage is repeated once
or twice at intervals of two or four hours. In all cases seen
within thirty-six hours, which give no evidence of perforation
or diffuse peritonitis, immediate or early operation is per-
formed. In cases in which recovery seems doubtful, the opera-
tion is to be postponed and the Ochsner starvation preparation
carried out, and in such cases a late operation is to be performed,
with complete removal if infection is counfined to the appendix,
or if circumscribed abscesses have developed they are to be
opened and drained. The advantage of this treatment is that
there is almost no mortality. The patients are promptly cured,
suffering is reduced to a minimum and complications are not
liable to oceur.

Another class deriving great advantage from this treatment
includes those suffering from gangrenous or perforated appen-
dicitis. These patients usually have high temperature, marked
tympany and rapid pulse; there is complete obstruction of the
passage of gas or feces, nausea or vomiting, and marked meteor-
ism; the pulse is small and quick, respiration rapid, parietes
over appendix tense. ‘‘ The patient.”” says Ochsner, *‘ is in the
condition in which I formerly operated at cnce—day or night—
as a last resort, only to find that it was too late in more than
one-third of the cases, the mortality increasing with the time
that had elapsed sinee the beginning of the attack.”” This is
the class of cases of which Richardson has said, they are ‘‘ too
late for an early and too early fo~ a late operation.”

In cases of perforative or gangrenous appendicitis, with and
without abscess, concerning which there is perhaps the greatest
diversity of opiniou, the Ochsner treatment has succeeded in
greatly reducing the mortality. In a series of a thousand con-
secutive cases of appendicitis, reported by him, there were 55
cases of perforative or gaugrenous appendicitis, with abscess,
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belonging to this class; all treated by the starvation preparation,
and subsequent operation without a death. In all of these
cases food by mouth and catharties were prohibited, gastrie
lavage was cmployed, exclusive rectal feeding was instituted
and continued for one week or longer, until they were normal
as regards temperature, pulse and absence of pain in the region
of the appendix.

The operation was performed in most cases within four days
after admission to the hospital; in others the period of prepara-
tion treatment was longer. In all cases the appendix was com-
pletely surrounded by omentum and new wall formation, effectu-
ally urcumscubmg the infectious material.

In the same series there were 117 ecases of acute perforative
or gangrenous appendicitis, with peritonitis and abscess. ad-
mitted to the hospital after the third day from the beginning
of the attack. There were but four deaths. All of these patients
had received, prior to coming to the hospital, cathartics and
some food.

The mortality in these 172 cases of acute perforative or
gangrenous appendicitis was only 2.9 per cent. It is in this
class of cases that we formerly had such a high mortality, vari-
ously estimated from twelve to eighteen per cent.

Of twenty-six cases of acute appendizitis, with diffuse peri-
tonitis, on entering the hospital, treated by this method and
operated upon, there were but three deaths, a mortality of 11.5
per cent., against the very high mortality from the most favor-
able statistics of cases operated as soon as the diagnosis is made.

Of one thousand cases thus treated by Ochsner, from July
1, 1901, to April 1, 1904, ineluding the cases reported above,
the mortality was but 2.2 per cent. This list included seven cases
of diffuse peritonitis not operated upon because they were in
a dying condition when admitted to the hospital. Omitting these
cases, there were 993 cases operated upon, with but fifteen
deaths, a mortality of 1.5 per cent. Leaving out the 540 cases
of chronic appendicitis and interval operations, Dr. Ochsner’s
percentage of mortality for operations, both early and late, in
acute appendieitis is 2.6. Since then the mortality rate has
been still further reduced.

About the time of the publication of Ochsner’s report, Rich-
ardson reported his elaborate study of 750 cases in which opera-
tion for acute appendicitis was done by the rules then generally
in vogue, showing a mortality of eighteen per_cent.

My own results in applying this treatment have been most
satisfactory, and have convinced me that the Ochsner treatment
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of appendicitis is founded upon sound surgical principles—
prineiples which apply in some measure to many other inflam-
matory processes. .

The more carefully we study these principles, and the more
clearly we sce them worked out in actual practice, the more
will we realize their truth and vital importance. The postulates
should be studied as a whole, and they should be studied in
conncetion with Ochsner’s other classical and epoch-making
papers and reports on this subjeet. Thus will the misconception,
which to the shame of the profession is quite too general in
reference to this treatment, be corrected. Then shall we realize
that the QOchsner treatment is not a medical treatment, but. sur-
gieal from beginning to end; that to withhold food aud lavage
the stomach is to sceure rest and conserve strength ; that to limit
the peristalsis and thus give the inflamed appendix and its
environment a rest, is just as rational as to splint a fracture or
to exclude a light from an inflamed iris or retina.

Then shall we understand that the Ochsner treatment is no
substitute for operation, but includes both preparation for
operation and the operation itself, and that preparation here
is just as essentially surgical as the preparation for other opera-
tions, albeit less mechanical. 'We shall then realize that the
points urged in these postulates have a broad application, and,
taken separately or collectively, are of vital importance, no
matter what plan of treatment is followed.

Then we -shall realize, too, that Ochsner is not timidly con-
servative but safely radieal, for he declares, in these postulates,
that patients suffering from acute appendicitis should be oper-
ated upon as soon as the diagnosis is made, providing they come
under treatment while the infectious material is still confined
to the appendix, and he is progressive and bold enough to delay
operation in perforative and gangrenous ecases until nature ean
wall oft the infected area and raise the patient’s power of re-
sistanee, while others are maintaining that immediate operation
gives the patient his only chance.

And he is staunch enough and loyal enough to his convie-
tions not to be persuaded into operating at an unfavorable time
simply for fear that the patient, if relicved of pain, may refuse
operation later.

At present almost all appendicitis patients have had food
and catharties before coming under the surgeon’s eare. This
was true of Ochsner’s one thousand cases. The physician secs
them a day or two before the surgeon, and this is admittedly
a ecritical time. With this treatment, notwithstanding the dam-
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aging influence of food. water and cathartics, early operations
have reduced the mortality to less than one-half of one per cent.;
and in all cases it has reduced it approximately from 12 to 2o
per cent. How much more might we veduce it if physieians
generally as well as surgeons would all apply the principles of
this treatment in the eritical hours before the patient enters the
hospital, as well as thereafter. Is it not rational to believe that
we should thus still further reduce the mortality from this
discase ?—adAm. Journal of Surgery.

MEDICAL EXPERT TESTIMONY.*

By Sanmcen P Goupamax, Esq., oF e NEw York Bar.

The subject of medical expert testimony and its abuses, be-
cause of the prominence of certain supposed miscarriages of
Justice within recent days, has been brought all too prominently
to the attention of the public. That there are abuses is now
beyond question, but the general dissemination of meagre infor-
mation on the subject should not lead to hasty, ill-advised, or
poorly considered criticism. The laity naturally look to lawyers
to remedy the abuse. Suggestions have been made in numerous
quarters. Judges in the various States have put in concrete
form their proposals of legislation upon the subject and it seems
to the writer that the time is npw ripe for a ecalm consideration
of the subject and all its circumstances, to the end that some
definite and practical step may be taken whieh will attack the
abuse, if not in its entirety, at least in its most virulent form.

It will be noted first that medieal expert testimony is used in
cases other than ¢riminal prosecutions. In a large class of liti-
gations, such as will contests, actions to establish wills under the
Code, partition suits and ejectment suits, well known to the eivil
law, the competency of a person to make a valid testamentary
disposition of his property comes into question. In these cases
the courts allow evidence to be given of acts and declarations of
tiwe deceased, and then upon a hypothetical question, embodying
a fair resume of the evidence presented to the Court, a medieal
expert may be asked whether or not in his opinion the aets so
testified to were or were not rational. In some eases, again, lay

* Read at the Medico-Lega? Society at the Waldorf-Astoria Hotel, on March 17, 1904,
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witnesses are permitted to answer an interrogation relative to the
rational or irrational character of the acts and declarations of
the person whose mental capaeity is undev inquiry.

Again, in cases based upon a claim of fraud, duress or undue
influence. the eourts have allowed medical expert testimony ve-
garding the condition of mind of the person whose act is sought
to be voided. In these cases also the testimony has been limited
to the acts and deelarations of the person. and medical experts
have been permitted to characterize such acts and deelarations.
Of course. in both of the classes of litigations just mentioned.
where a physical examination of the subjeet has been had. the
medical expert making such examination has been permitted to
testify tfo what he observed at such time. and. upon laying the
proper foundation. he has been permitted to state the conelusions
which he drew from such observations.

The third important group of litigations in which medieal
expert testimony has heen employed is koown as aceident or
negligenee cases. Medieal experts have been permitted to testify
not only to their opinions as to the cffeet of speeifie injurvies
proven upon the trial. but. likewise. as to the character of these
injuries with regard to the permanent or temporary disablement
of the person injured.

In these civil eases medieal experts have been largely em-
ploved for many years. and there ean be no doubt that juries. as
well as judges. have been influenced. and perhaps largely in-
fluenced by their testimony. in the determination of the various
controversies before them. but it cannot be stated that this privi-
lege of preseniing expert testimony. or. move properly. this use
of expert testimony. has become an abuse. In the cases where
property rights are involved. the confliet has been no less keen
than in the criminal prosceutions to be referred to hereafter.
But it seems. and no doubt this siatement will be verified by the
majority of trial lawvers. that the ~mployment of this kind of
proof has worked out with sufficient satisfaction.

There are any number of reported cases to waich reference
might b» made upon this subject. The writer was fortunate
enough to be trial counsel in the matter of the contest of the will
of Caroline Rumpl. dececased. tried before Surrogate Thomas. of
New York County. a man of great ability as a jurist and of
known fairness and impartiality. Tn this ease but two medical
experts were ealled. and they. strange to say. on behalf of .ﬂm
proponents of the will. These experts were men of standing.
one of them a professor of general medicine at the Fordham
University Wospital and Medieal School.  They testified to their
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general observations and stated the conclusions whieh they drew.
The Court seemed to be very well satisfied with this testimony.
and declivered its opinion sustaining the will in a most decided
manner. An appeal has been taken from this decision. and is
now pending in the Appellate Division of the Supreme Court.
but there is no doubt that the Appellate Court will sustain the
Surrogate’s determination.

A case in which the writer was not interested. but which eame
under his observation, was the contest of the will of a lady of
extreme age. Medical experts testified before the Surrogate of
Kings County upon both sides of the question. One side declaved
absolutely that the woman was non compos menfis. and the other
side, with equal precision and decisiveness. testified that she was
compos mentis. The lawyers in this case. undoubtedly familiar
with the-ill repute intoe which medieal expert testimony has
fallen, sought some way of turning the scales in favor of either
of them. and they brought to conrt. not only the neighbors of the
deccased woman, but the tradespeople who dealt with her. the
cashier and teller of the bank with which she deposited her
money, and all persons who had come in contaet with her within
a reasonable period before the time of the execution of the will
and during a short time thercafter. These laymen were then
interrogated as to what they had observed. and in some instances.
characterized the acts to which they testified as rational or ir-
rational. This festimony was received by the Surrogate. and
was cvidently given censiderable weight.

Another case with which the writer is somewhat familiar is
the case of HMarrold vs. New York Elevated Railroad Co.. re-
ported in the 24th volume of Hun’s Reports. at page 186. This
was an action to recover damages for personal injuries. The
question before the jury was the permanency of the injuries. In
reviewing the case the General Term of the Supreme Court used
the following expression : ¢ The amount of damages to he awarded
depended upon the degree of eredence which the jury should give
to the testimony of the experts on the respeetive sides. No
question of the competency of these witnesses was raised. They
were all of them gentlemen of high professional repute; aud vet.
on the turning point, namely. whether the plaintiff had sustained
a permanent injury, the opinions expressed by the defendant’s
witnesses were diametrically oppesed to those to which the plain-
tift’s witnesses testified. This contrariety of opinion ought. cer-
tainly. to add to the acenmulating distrust of the testimony of
experts in cases of this kind.”

Tn spite of this apparently insoluble situation. juries scem to
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master the difficultics, and. as a general rule, render satisfactory
verdicts. The general notion undoubtedly is that where the con-
fliet becomes so great, as it was for instance in the Harrold case,
juries are apt to rejeet the testimony of experts altogether, and
to apply their eommon-sense to the determination of the issues
submitted to them.

The eommon-sense of juries is frequently derided by both
lawyers and litigants as a vague quantity, but that it should lead
juries occasionally to ignore medical experts entirely is no cause
for wonder. The attitude of the courts is well illustrated by the
case of Dobie vs. Armstrong. 27 App. Div. 520, where the Appel-
late Branch of the Supreme Court said:

‘“The experience of courts has demonstrated that the answers
of experts. though honestly given. to hypothetical guestions em-
bracing pages of assumed and isolated facts covering a long life-
time, about which facts the experts have no personal knowledge,
are the weakest and most unreliable kind of evidence in respeet
to the sanity or insanity of the person inquired about.”

So it comes to this. that in civil cases. thé use of medical
expert testimony. or its abuse, really regulates itself. Lawyers
recognize not only the growing distrust. but the aetual existing
distrust to such an extent that they never fail to bolster up their
medical expert testimony with such lay testimony as they know
or believe will appeal to the judge or the jury before whom their
cases are presented. Tt is now. therefove. only a truism to say
that the matter has regulated itself. so that legislation upon the
use of medical expert testimony in civil cases is hardly a neces-
sitv.

This situation. however, does not exist in eriminal prosecu-
tions. The belief. more or less prevalent in various sections of
the country. that under peeculiar cireumstanees one man may be
justified in taking the life of another man. has led to the elabora-
tion of a defence to eriminal proseeutions wholly without the con-
templation of the law. Private revenge ean play no part in the
jurisprudence of this or any civilized country. The moment a
code of assassination is established anarchy reigns supreme.

The most familiar form in which this subject presents itself
is what is known as the defenee of the unwritien law to a prosc-
cution for homicide. murder. Tts method of presentation is this:
As the law reeognizes no vesponsibility in an insane man, after
wreaking his vengeance, the defendant before the bar of justice
sets up the claim that at the moment of its commission he was
not mentally responsible for his wrongfu! act; that is. no matter
how sane he mav have been before he committed the aet, and no
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matter how sane he became after he committed it, at the time he
committed it his mind was in such a condition that he did not
know the moral quality of the act he committed; that he was not
able to judge between right and wrong, and, therefore, he should
not be subjected to the punishment preseribed by the Penal Code
for his transgression.

‘Whether or not it is necessary for a man whose dignity, whose
feeling, whose sense of justice, or what not, may have been out-
raged, to commit murder before he can recover his sanity may
be, or may become, an interesting investigation for psychologists.
Men dealing with practieal sociological problems, however, can
recognize but one standard, and that is that each member of the
community must exereise that restraint without which communal
existence is impossible. So we have this irreducible conflict. The
prisoner endeavors to shield himself behind the doctrine of the
eriminal law that one not mentally responsible may not be penal-
ized for his act; the State, on the other hand. presses vigorously
the proposition that this doctrine of the law has no application
to the defendant in the toils, because he was at the time of the act
mentally responsible.

The various forms in which insanity is presented as a defence
need not be gone into here in detail. Suffice it to say that the
most frequent form in whieh we hear of it is what is called temn-
porary insanity; that is. as heretofore stated. sane before the
act. sane after the act. but insane at the time of the commission
of the act. -

This is where the conflict of the experts comes in. and it has
not infrequently happened that a number of eminent and re-
spectable physicians will testify one way, and perhaps an equal
number of equally respeetable and eminent gentlemen will testify
to conclusions diametrically opposite.

Of course this is only the means by which the defendant is
permitted to introduce before the jury the facts by which ke
secks to justify his wrongful act. for, while the jury may not say
that murder by a sane man is justified. they may say that these
faets were caleulated to produce insanity in the defendant. that
they did produee insanity in the defendant at the time of the
murder, and that. therefore, their verdiet will be ““not guilty.”’

Now. the difficulty scems to lie very largely in this. that a
rich defendant is able to employ these expensive experts and the
public belicves or regards. in the language of Lord Justice
Campbell, in the Tracy Peerage Case (10 Clark & Frost. 154-191,
decided in 1839). that ‘“the skilled witnesses come with such a
bias on their minds to support the case in which they are em-
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ployed that hardly any weight should be given to their evi-
dence.” It has been said, and perhaps the statement is not
wholly devoid of truth, that the rich defendant gets experts and
the poor defendant gets justice. It is the employment of these
experts that now engages our attention, and the cfforts of the
learned gentlemen of the bar.in the various States of this Union
have been directed to abating the nuisance, for it is indeed a
nuisance, of having medical experts of ability, and even of
respectability, testify to diametrically opposed opinions.

The suggestion of the committee upon medical expert testi-
mony of the New York State Bar Association recently submitted
at its annual convention, is but one of the steps that have been
taken. The legislation there proposed requiring the appointment
of from ten to sixty medical experts in the four judicial depart-
ments of the State, would hardly seem to remedy the situation.
Supposing that the Appellate Division of the Supreme Court in
this, the first and most populous department of the State, ap-
points sixty mediecal experts; both the State and the defendant’s
counsel will undoubtedly be able to find one or more among these
sixty who will testify the opposite of what others will. This
probability of difference of opinion is not diminished by the fact
that the State is expected to compensate them. and in an extreme
case we ean well imagine all sixty of the experts being called to
court to give their testimony and opinion. Every defendant
charged with the commission of erime in English-speaking coun-
iries has the inalienable right to call witnesses of his own choos-
ing. and if there is a physician of ability and standing who has
not been fortunate enough to reccive the appeintment of the
Supreme Court as a medical expert. whose testimony would aid
the defendant. there would seem to be no doubt that his eon-
stitutional privilege is violated if he is not permitted to present
this witness and his testimony to the jury, upon the same plane
that the testimony of any of the sixty experts appointed by the
Appellate Division would be presented.  Again, as this bill per-
mits the defendant to eall such experts as he may choose. whether
appointed by the Supreme Court or not. it is difficult to see how.
any such legislation as is proposed will shorten the trial. In fact.
its effeet would seem more to the confusion of the jury than
otherwise.

The remedy seems to lie in a wholly different direction. In
order that the jury may really be assisted in determining the
question. there must be some fixed standard of medieal expert
testimony ; it must be non-partisan ; the number of experts must
be limited. so that the trial will not be unnecessarily prolonged,
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and so that the jury will not be confused. and freedom and lati-
tude should be allowed for the exercise of the fairest and widest
diseretion in the regulation of the medieal expert testimony in
each case as it arises. To accomplish this purpose, it would seem
that an amendment to Section 658 of the Code of Criminal Pro-
cedure would be sufficient. The seetion, as it now stands, grants
the Court. in its discretion, the right to appoint a commission
of not more than three disinterested persons to examine the de-
fendant who pleads insanity. and report to the Court as to his
sanity at the time of the commission of the erime. (People vs.
MeIlvane, 125 N. Y..<109.) The proposed amendment makes it
mandatory for the'Court in which the indictment is pending to
appoint this commission, and requires that the commission shall
report with their opinion upon the sanity of the defendant at the
time of the commission of the ecrime. The opinion of the com-
missioners shall thercupon be presented to the jury. and both the
State and the defendant shall be given the privilege of cross-
examining such commissioners in regard thereto.

This proposed amendment would seem to embody a correetion
of most of the evils which surround the subjeet. The diseretion
of the trial judge as to the appointment of commissioners is not
confined to medieal men. although it is fair to assume that the
Court will select three physicians unless the case is peculiar and
calls for other sclection. Their impartiality will hardly be
brought into question, as they will be paid by the county in the
same manngr as commissioners are paid under Section 658, as it
now stands. Being appointed by the Court, they will not be
partisan, and not being the selected witnesses of either the prose-
cution or the defence, they will not be influenced by the fever of-
belligereney or the zeal of advocacy. Fortified with evidence of
‘this character, trial judges will be less prone to admit specious
and ill-considered testimony, and as the trial counsel contem-
plates the overwhelming effect of the judgment of such impartial
experts as are here proposed the temptation to proffer or coun-
tenance such specious testimony will be reduced to & minimum.

The limitation of the number of experts to be appointed by
the Court to three is, of course, wholly arbitrary and has heen
fixed upon after a consideration of a large number of cases of
publie interest within the last two decades. It is safe to say
that 2 mere multiplication of witnesses will not materially aid a
jury in-reaching a conclusion while it must be remembered that
if the view of these three experts appointed by the Court is dif-
ferent 1o the view of the experts of either the State or the de-
fence, testimony of additional experts will undoubtedly be pre-
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sented, so that the number of experts who may possibly testify
will be doubled or trebled.

The appointment of the experts by the trial court would seem
to have considerable advantage. The function of the Appellate
Division as a court of review should be maintained. When a case
is brought before them wupon appeal, it is but fair that they
should consider the testimony of the medical experts upon the
same plane as they would the testimony of other witnesses. And,
as it is only natural that the higher ecourt should look with more
favor on the testimony of its own appointees, such uniform con-
sideration might not always be given. Again, the selection of
medical expert witnesses by the trial court will undoubtedly
result in as good a choice as if made by a higher court. for the
opportunity of both the State and the defence to select the fore-
most physician as their own witness will undoubtedly keep the
Court mindful of the necessity of choosing such men only as may
fairly be ranked among the foremost in the profession, while
their service is assured by permitting the Court to fix their ecom-
pensation, just as it is permitted to do by Section 658, as it now
stands.

In conclusion it should be stated that it is not hoped by the
proposal here made to do away with the evils of the situation in
their entirety.- It is believed that so desirable a result is impos-
sible; at least, no proposal has come to our attention that would
seem to accomplish this end, but most of the evils can be obviated,
and as the legislation here proposed is believed to come nearest
to effectuating the purpose in view, it is hoped that this honor-
able and learned body will lend the great influence of its name
and sponsorship to its enactment.

AN ACT to amend section six hundred and fifty-cight of the
Cede of Criminal Procedure, in relation to inquiry into
the insanity of the defendant before or during the trial,
or after convietion.

The people of the State of New York, represented in Senate
and Assembly, do enact as follows:
Section 1. Seetion six hundred and fifty-eight of the Code of

Criminal Procedure is hereby amended so as to read as follows:

Sce. 6568. When a defendant pleads insanity, as preseribed in
section three hundred and thirty-six, the court in which the
indietment is pending, instead of proceeding with the trial of
the indietment, shall appoint a eommission of not more than
three disinterested persons to examine him and report to the
court with their opinion as to his sanity at the time of the com-
mission of the erime. The opinion of the commissioners may bHe
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presented to the jury, and the counsel for the State and for the
defendant may cross-examine such commissioners in regard
thereto.

If the defendant in confinement, under indietment, appears
to be, at any time before or after conviction, insane, the court in
which the indietment is pending, unless the defendant is under
sentence of death, may appoint a like commission to examine him
and report to the Court as to his sanity at the time of the
examination.

The commission must summarily proceed to make their exami-
nation. Before commencing they must take the oath prescribed
in the Code of Civil Procedure to be taken by referees. They
must be attended by the distriet attorney of the county. and
may call and examine witnesses and compel their attendance.
The counsel of the defendant may take part in the proceedings.
‘When the commissioners have eoncluded their examination they
must forthwith report the facts to the Court. with their opinion
thereon.

Sec. 2. This act shall take effect, ete.

The additions and changes are indicated by the dtalics.—
Medico-Legal Journal.

THE PATHOLOGIC ANATOMY AND PATHOGENESIS
' OF ACUTE APPENDICITIS.*

After several years of extensive and systematie study, As-
choff, one of the best-known pathologists in Germany, has
published a monograph on appendicitis* which is of great im-
portance because of its scope, its thoroughness and the apparent
finality of some of its teachings. It may be of interest to discuss
briefly some of the more striking results reached.

In the first place, Aschoff made a thorough study of the
normal appendix at various periods of life, using for this purpose
the most approved methods. In the new-born, the appendix
does not contain any lymph follicles in the submucosa, and the
lining is not folded, but during infancy and childhood the
lymphatic tissue in the submucosa greatly increases, the musecu-
laris mucose becomes better marked, and the mucous membrane
folded. In the adult the mucosa presents quite definite furrows,

*Die Wurmfortsatzentziindung, 1908.
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partly longitudinal and partly transverse, and the submucosa
consists of [ymphatic tissue with follicles of varying sizes and
numbers, these being most marked toward the distal end.

Anatomically, Aschoff regards acute appendicitis as always
one and the same discase, the different anatomie forms simply
representing various stages in development, or special ecomplica-
tions. A superficial catarrhal appendicitis is not recognized;
the attack is held never to begin as a diffuse surface inflamma-
tion, but always as one or several foci of primary infection in the
crypts and furrows of the mucous membrane, and in the sub-
Jacent tissue outside of the lymphatic follicles. The first change
is a subepithelial accumulation of neutrophilic leucocytes in the
bottom of a furrow, corresponding to which there is a small
defect in the epithelial lining. In this stage, bacteria are found
only about the defect, and not deeper down in the wall of the
appendix. There is also more or less diffuse leucocytic infiltra-
tion, which spreads out more broadly toward the serous coat
than towards the mucous side. Later, in the next stage, various
primary foei may coalesce, and the muscular and serous coats
now become more or less diffusely infiltrated with leucocytes and
serum. Most instances of acute appendicitis do not pass beyond
this stage, the stage of diffuse inflammation, but subside rapidly.

In case the inflammation progresses, smal abscesses form in
the wall, which may perforate into the lumen of the appendix
and thus give rise to ulecerations; or the perforation may take
place into the peritoneal cavity. In some instances, the sub-
mucosa may be so riddled with abscesses that the mueous mem-
brane is loosened (appendicitis dissecans). Uleerations arise
practically always from purulent softening of the mucosa, begin-
ning in the bottom of the furrows, and thence spreading, a
fibrino-purulent deposit being often present. The softening may
spread into the outer walls of the suppendix and give rise to
larger perforations. The necrosis preceding the softening is
caused partly by the toxie action of the numerous bacteria
present, and partly by thrombosis of the lymph and blood-
vessels. Quite typiecal ancmic and hemorrhagic infarets may
form, most often opposite the mesenteric attachment, because
the blood supply in this district is poorest. On entrance of
putrefactive bacteria the necrosis passes into gangrene.

Aschoff distinguishes three kinds of perforations of the
appendix; perforations of miliary intramural abscesses, perfora-
tions caused by more diffuse purulent softening of the wall, and
perforations associated with gangrenc, the latter being the
largest.
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IN CHARGE OF W. H. B. AIKINS, F. A. CLARKSON, AND BREFNEY
O’REILLY.

Primary Carcinoma of the Lungs.

Garbat reports one case, a study of which has convineed him
that while pulmonary alveoli and bronehial mucous membrane
show no ncoplastic tendency, there is conclusive evidence that
this primary carcinoma of the lungs originates from the mucous
glands of the smaller bronehi still containing cartilage. Several
clinieal features in his case deserve mention. The patient gave
a history of distinct hereditary predisposition to tuberculosis.
Several old tubereulous lesicns were found in the left apex.
This coexistence of tnberculosis and carcinoma of the lungs,
although denied in general by Rokitansky, is not at all rare
Wolff described 31 cases of carcinoma of the lungs, of which
23 were complicated by tuberculosis. Schwalbe deseribed 10
cases, of which 3 were compljeated by active tuberculosis. Ifur-
thernmore, Friedlinder, Hildebrand, Secigert and Ribbert de-
seribed- cases of carcinoma developing in tuberculous portions
of the lung.

The clinical diagnosis of tumor of the Iung was made rather
late in the disease. The probability of tuberculosis seemed so
great that one was inclined at first to favor this diagnosis rather
than that of carcinoma. The asymmetry of the chest, the dimin-
ished expansibility of the affected side, the bloody pleural fluid,
and the persistence of dulness after evacuation of the fluid,
speak for both tuberculosis and carcinoma. The fact, however.
that the apices remained practically clear while the process was
localized entirely at the right base, and in addition to this. the
absénce of tubercle bacilli. should have suggested strongly the
diagnosis of carcinoma. The sputum examination, too, proved
interesting. The sputum was examined almost daily, and the
only almost constant finding was blood. Naturally, it was pro-
fuse and mucopurulent. The -variously deseribed so-called
characteristic ‘‘granule cells’” (“‘Kernzellen’’) for ecarcinoma
of the Jungs were not found. As a rule, in 2 man over 50, pro-
fuse expectoration which almost constantly contains blood and
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no tuberele bacilli, associated with physical signs denoting some
abnormal lung condition, should always make one very sus-
picious of neoplasm.

Two complications which arosc—the abscess of the lung and
the empycema of the gall bladder—masked the diagnosis in the
lungs to a great extent; but the fact that even after those opera-
tions, the patient did not get any relief, but became progres-
sively worse, spoke highly in favor of an underlying malignant
condition. When stenosis of the air-passages became sufficient
to produce symptoms, the diagnosis became more evident; but
this, as usnal. came late in the discase. Summing up the age
of the patient (64 years) the bloody pleural fluid, the persist-
ence of dulness after tapping., and the constant presence of
blood in the sputum without tubercle baeilli, there was enough
ground for making the diagnosis of carcinoma of the lung.—
Am. Jour. of Med. Scicices and J. A. M. A.

Carriers of Bacilli and Propagation of Typhoid Fever.
Although it is well established that most cases of typhoid arc,
due. not to the use of contaminated water, but to direct or in-
direct contagion by means of earriers of bacilli, Baumann
considers it opportune to make known the latest observations on
the subject. Bacteriological investigators are all unanimous in
showing that typhoid fever is a primary bacteriemia; that the
bacillus which produces it penetrates the gall-bladder, in which
it finds a suitable soil; thenee it is eontinually ecarried into the
intestine. The freces and the wrine remain for a long period
after the cure of the fever. contaminated by the bacillus of the
fever. One must also consider the eases in which the typhoid
infection has been so light as to pass unobserved, making these
cases the most likely oncs to earry infeetion. The author refers
to a man. 66 years old, in whose factory 16 persons had labored
or dwelt. These were all, in suceession, stricken down by typhoid
fever within a period of ten months. This man suffered from
hepatic colie, a frequent symptom in those who have once had
typhoid fever. From his dejections there was isolated the
bacillus of Eberth. Examining these 16 cases, it is quite evident
that there was no other source of infection.—Translated from
Giornale Internajionale delle Scienze Mediche, by Harley Smith.

Nitrous Oxid and Oxygen Anesthesia.

C. K. Teter, Cleveland, Ohio (Jowrnal 4. M. A., Aungust 7),
eives his experience with nitrous oxid and oxygen anesthesia. He
first gives a sketeh of the history of this method, crediting the
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first reported cases in which it was used to Dr. E. Andrews of
Chicago, who, however, did not use it to any great extent. It was
swudied by Paul Bert, but its extended use is more due to Dr.
FIW. Hewitt of London. Warming the gas improves its effects
and safegnards best against postoperative bronchitis or pneu-
monia, besides requiring 2 much less volume of gas to produce
the narcosis. The climination takes place prineipally through
the respiratory tract, and a patient with good circulation will
come out of the anesthesia very quickly. It has been advised
against in brain surgery, but with the proper addition of oxygen
he has never had any diffienlty with it. If air is used instead of
oxygen there is less asphyxia, but the auesthetic effeet is dimin-
ished. He reports cases in which the effeet on the brain was
directly observed, showing, in his opinion. that the diseoloration
and dilatation were not due to the anesthetie. but were purely
asphyxial manifestations. The asphyxia, moreover. is not dan-
gerous as compared with that from ether or chloroform. Several
cases are reported alse, illustrating points of speecial intevest.
suech as strength of narcosis, the cifeets of age of patient, physical
condition, primary shock, etc. He has kept a patient under this
anesthetic for several hours, and- considers it safer in this respeet
than any other of the general anestheties, without exception.
The aged as a rule are good subjeets, but in children it is best to
watch the symptoms closely, as the effects are very rapid. 1t is
not always best to continue with nitrous oxid and oxygen under
all circumstances, for, in some cases, it may be impossible to re-
tain the desired depth of anesthesia. In some cases it may he
better to change to a more stimulating or tolerable anesthetie.
either in combination or sequence. He has had a few casas show-
ing shock, probably more than would be neticed with other
agents, owing to the faet that the nitrous oxid was scleeted on
account of abnormal conditions present. He has had but one
fatality which he reports, and that was due to shoek and primary
cardiae failure. Ie emphasizes the importanee of continuous
auscultation and deseribes his method of performing it during
an operation with an improved Kehier stethoscope, which is
especially adapted for the purpose. One of the main objections
to nitrous oxid is the rigidity encountered in about 10 per cent.
of cases. and his best results in meeting this diffieulty were ob-
tained with an injection of from 1 to & grain of morphin sul-
phate and from 1-100 to 1-150 grain of atropin, injected half an
hour before the operation. He does not advise the use of mor-
phin as a preliminary, however, to anyone not experienced in this
method of anesthesia. The apparatus and the technic for this
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operation are deseribed, together with the variations required
when operating on the mouth and throat. The dangers are
cnumerated in some detail. The principle one is asphyxia. But
he believes tha’ nitrous oxid can produce death without the
asphyxial element coming into it at all. Ordinarily. the eyanosis
is not so severe as to be very objectionable, the principal result
being a postoperative headache. Another undesirable symptom
is tetanie eramps in the arms, hands, feet, and legs, but in every
~gse in which this was observed the patient’s physical condition
was either bad or he was of a neurasthenic temperament, or both.
Blood pressure is slightly raised during nitrous-oxid anesthesia,
and this point and other effects on the blood have been brought
out by Hamburger and Ewing. Their expevimenis, the author
thinks, prove that nitrous-oxid anesthesia dves not reduce hemo-
zlobin and thereby cause anemia; that it does not increase hemo-
Iysis. and that what apparent change it does produce is transient
and of ne clinical significance. and that nitrous oxid causes no
permanent effect of any signifieance from the standpoint of blood
vhanges. The advantages are the freedom from nausea and
vomiting, the better after-cffects. and fewer complications re-
jarding recueery.,

The Science of Clinical Medicine.

S. J. Meltzer, New York (Journal A. M. A., August 14).
thinks that elinieal medicine as a science should be taken up.
apart from the practice of medicine. by investigators who will
erive their whole time and attention to the subject. The objection
may be made that its conclusions cannot be verified by experi-
ments, and this he meets by asking whether the science of biology
or that of geology are not similarly disqualified from the rank of
pure seiences because some at least of their problems are not
amenable to experimental proof. and is not physiology itself less
preeise than physies and chemistry? The men who should carry
on the rescarches in the science of clinical medicine should have
thie seientifie spirit and training and devote the best part of their
{ime fo the cultivation and elevation of this field. Without the
development of sneh a department of clinical science. the offi-
«iency of the practice of internal medicine will lag behind. no
matter how progressive the allied seienees of medicine may be.
Taking up the actual state of affairs, as vregards the subjeet.
neither abroad nor here do we find a separate class of nvesti-
gatlors eonfining their activaty solely to the domain of clinieal
medieine.  Everywhere seience and practice go together. IHe
says, however, there is a vast difference in the status of medieal
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vesearch here and abroad, and he takes Germary, for example,
as an illustration of the keeping the main stem of medicine
seientifie in spite of its differentiation into the various specialties.
There the clinicians do not master the immense knowledge and
manual skill which contemporary clinical medicine demands, but
nearly all of them are themselves diligently adding new faets to
the store of medieal science. The secret of their scientific success
is that seience is the first and practice the sccond object of their
lives. 'With most of the leaders of medicine in Germany the task
of gaining and diffusing knowledge receives their first attention
and consultation and practice comes in last. The scientific spirit
rules their institutions and instruetion, and the government, nc
matter what its political ideals may be. never loses sight of the
fact that the cultivation of science is one of the greatest assets
of 2 people. Here. he thinks, the factors favoring the scientific
spirit are nearly all lacking, though in spite of this medicine has
risen to a certain commanding position, at least at certain
periods. Latterly, however, while the speeial sciences of medieine
have gaiped a strong foothold in this country, clinical medicine
has not advanced with an equal step; has, in fact. suffered from
the advance of the others. The brainy men now devote their
cnergies to the pure seiences or the specialties, and the greatest
evil of them all is the deplorable fact that in most instanees in-
ternal medicine is taught in this country by very busy consult-
ants, who can give only a small fraction of their time and mental
energy to this side issue of their lives. Teaching medicine and
furthering it as a science should be earried on by men who ave
ready to devote all or most of their time to it. The progress of
clinical medicine in thus country must be aceelerated again. He
would recall this obligation to the minds of those ealled to chairs
of medicine in important schools. They are not absolutely pro-
hibited from practice. but they should beware of its temptations.



SURGERY.

IN CHARGE OF EDMUND E. KING, GEORGE A. BINGHAM,
C. B. SHUTTLEWORTH AND F. W. MARLOW.

“A Review of Proctologic Literature from May, 1908, to
May, 1909. .

Dr. Samuel T. Earle. of Baltimore, Md., at the meeting of the
American Proctologic Soeicty.

Among the interesting conditions referred to in the review
by the author were the following: “*Congenital Idiopathie Dila-
tation of the Colon’ (Hirschprung’s Disease). In Dr. Finley’s
report of his case he reviewed the literature of the subjeet to
January 1st. 1908, and collected some two hundred and six cases,
after which he stated that while to Hirschprung belongs the credit
of having first called attention to this disease. a number of cases
i1ad been found in the literature antedating his classieal deserip-
tion. In the article Dr. Finley discussed the various hypothesis
as fo the efiology of the discase and some ten theories, which have
heen suggested from time to time, as the causation of the malady,
imcluding that of hypernutrition. which was the author’s prin-
vipal theory. His conelusions as to the etiology of the disease
were that no one theory apparently explained every case; that
cach one explains some.

The symptomatology was deseribed and a complete clinieal
pieture of the discase given. with a list of a series of cases dis-
cussed in the Johns Hopkins Hospital—eleven in all. Regarding
fhe treatment. the author concludes that mo one plan secms
applicable to all eases. and suggests the method employed in his
wwn case as perhaps the one most applicable to the large propor-
tion of cases. to wit: a preliminary enterostomy; then a colo-
~olostomy some months subsequently ; finally a complete exeision
of the affected portion. This artificial anus is left open until
after the suecess of the proceeding steps are assured when it
~hould be closed under cocaine anesthesia.

Another ease of interest reported was that of a ““Sarcoma of
fhe Rectum in @ Boy,”’ aged ten years, by Cecil Rountree.
(Proceedings Royal Society of Medicine, February, 1908.) The
nathological cxamination showed the tumor to be a mixed cell
sarcoma. Of five hundred and ninety-six cases analyzed in the
Cancer Research Laboratory, of the Middlesex Hospital Reports.
there were only six eases under thirty years of age—the age of
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the youngest, a boy of sixteen years, who had a sarcoma of the
reetum. There are likely to be many metastasis in sarcoma of
the rectum. This malady is rare at any age.

Attention was called to the article of Dr. Charles O. Files, of
Portland, Maine. (New York Medical Journal, Vol. 87, p.
1154), in which he considers that there are two important factors
that should be studied in connection with the ““Treatment of
Pruritus Ani.”> These are an analysis of the contents of the
rectum and the physiecal eondition and mechanical cfficiency of
the sphineter ani museles—external and internal.

The normal feces contains about 73% of water. This water
holds in solution various volatile, fatty acids, and probably other
irritating excrementitious substances. During the retention of
the feces in the rectum a considerable portion of the water dis-
appears. In prolonged constipation the feces become hard and
dry, some of the fluid passes by osmosis into the cellular tissue
about the anus and thence to the skin. The liquid feces are very
often irritating to the mucous membrane of the anus, and causes
an intense burning sensation. When this acrid solution is ab-
sorbed into the cellular tissue it causes an irritation of the skin,
and we call that irritation pruritus ani.

The sphineter muscle, as long as it remains in a normal con-
dition. prevents the passage of any appreciable amount of fluid
through it. "When, however, the action of the sphincter is made
somewhat irregular by the pressure of a hemorrhoidal condition
some of the fluid leaks through the anus and causes pruritus by
direet contact. The skin about the anus is often found to be
moist in persons having hemorrhoids.

Dr. W. Ernest Miles (London Lancet, 1‘)08 Vol. 2, p.
1812) reviews the ‘“Perineal Excision for Carcinoma of the
Rectum and of tke Pelvic Colon,”” and states that so far as he has
been able to gather from the literature on the subjeet, the technie
of previous operations secems to have failed in one important
respect, namely, the complete eradication of the zone of upward
spread of cancer from the rectum, whereby the chance of reeur-
rence of the discase above the field of operation ean be distin-
guished, if not entir~ly obviated. In his personal experience of
fifty-seven such peritoneal operations. he found that recurrences
took place in periods from six months to three years in fifty-four
instances.

In order to ascertain the cause of his failures he made a post-
mortem examination of such of his patients who died and found
that reeurrence appeared in sitnations that were beyond the
scope of removal from the peritoneum, namely: (a) the pelvie
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peritoneum; () the pelvie mesocolon; and (¢) the lymph nodes
situated over the bifurcation of the left common iliae avtery. He
considers that this area constitutes the zone of the wpward spread
of cancer of the rectum the removal of which is just as impera-
tive as is the thorough clearance of the axilla in cases of cancer
of the breast, if freedom from-reeurrence is to be obtained.

The appreciation of this important faet, induced him two
years ago to abandon the perineal methods of excisica of the
rectum and to substitute therefor an abdominal method, compar-
able to those methods of performing abdominal hysterectomy
known as the Wertheim and the Kronig-Wertheim. He then
gives the technic of his operation in full, and has formulated
what he considers certain essentials, which must be strietly ad-
hered to, if satisfactory results are to be obtained, namely: (1)
that an abdominal anus is a neecessity; (2) that the whole of the
pelvie colon, with the exception of the part from which the
colostomy is made. must be removed because its blood supply is
contained in the zone of the upward spread; (3) that the whole
of the pelvie mescolon below the point where it erosses the com-
mon iliac artery, together with a strip of peritoneum. at least an
ineh wide on cither side of it, must be cleared away; (4) that the
group of lymph nodes situated over the bifurcation of the com-
mon iliaec artery are in all instances to be removed; and, lastly
(5) that the peritoneal portion of the operation should be earried
out as widely as possible. so that the lateral and downward zones
of spread may be effectively extirpated.

Conservatism in Surgery of the Mandible.

Thomas L. Gilmer, Chicago (Journal 4. W. 4., August 7), re-
minds surgeons that exsection and resection of the mandible are
followed by greater mutilation and disfigurement than follow
any other oral or facial surgery. When the continuity of the
lower jaw is broken by the removal of considerable sections of the
bone, facial deformity is at once and permanently made. and no
means of restoration by prosthesis, or otherwise, has as yet been
suggested or amployed, which meets the demands either cos-
metieally or funetionally in any degree satisfactorily, either to
ihe surgeon or to the patient. This statement may be qualified
in a slight degree by excluding a few cases in which only a small
section of the mandible has been removed in the anterior part
of the bone, and there are present in the two fragments of the
jaw a number of good sound teeth firmly set, to which a bridge
may be sceured; and cven such cases, owing to the heavy strain
to which such teeth will be subjected, it is unreasonable to expect
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them to withstand permanently the necessary strain of mastica-
tion without finally becoming loosened and lost. When the
surgeon realizes the truth of the foregoing statements, he should
be slow in deeiding on an operation so radical as exsection or
resection. e should be sure that the life of the patient can be
saved only by such an operation; and Gilmer is of the opinion
that it is good practice, even in some malignant types of disease,
unless the bone throughout its entire thickness is involved, to do
an operation which will save at least a small part of the body of
the jaw in its continuity, taking some risk of recurrence rather
than maiming the patient for life. Take, for instance, the most
prevalent type of malignant tumor of the mandible, the giant-
cell sarcoma. Sinee in this type of sarcoma metastases are not
carly formed, a conservative operation may first be done, then
the case subjected to ray cnergy and watched closely. If the
growth recurs, it is not yet too late for the more radical opera-
tion. The author is no advoecate of temporizing with malignant
neoplasms; but he believes we should be sure of the diagnosis
and then radically remove all of the invaded tissue so far as we
can judge. saving, if possible. a small part of the jaw in its eon-
tinuity. For cosmetic reason: operations on the jaws, when they
may be thoroughly and compietely done from within the mouth,
should be done that way. but if the disease is of a malignant
nature a clear field with unobstructed light is necessary to enable
one to judge of the extent to carry the operation. then an ex-
ternal incision should be made. Such incisions may usually he
made in a manner to cause the minimum of disfigurement.

“Treatment of Pruritus Ani, with 2 Consideration of Its Path-
ology and Etiology.”

Dr. William M. Beach, AM.,, M.D., of Pittsburg, Pa., in an
article arrived at the following conclusions:

1. That pruritus ani oceurs in mild and severe forms; mostly
in middle life; the mild type with simple pruritus, the severe
type with marked eczema and skin changes.

2. Certain aberrations in general metabolism, or in adjacent
structures, are simply incidentat and should be considered as
complications. o

3. Intra-rectal growths, as hemorrhoids, adenomas, ecte., or
the presence of parasites are contributory.

4. The distinet pathogenesis of pruritus ani consists of single
or multiple burrowings from. the anal pockets, emitting a serous
or sero-purulent substance, which sinus may be complete or blind
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and is always accompanied by proctitis, and frequently by cryp-
titis, and small ulcers at the ano-rectal line.

5. These sinuses when complete are the sequelae to an abscess
history, but the origin of the blind recesses is in doubt, and yet
it is not unlikely due to an infection by the colon bacillus.

6. The treatment is surgical for the purpose of obliterating
the sinuses, correcting a rigid sphineter when necessary, and
curing the proetitis and uleeration.

7. Gastro-intestinal and general metabolic disturbances must
be met by rational measures.

»e

LARYNGOLOGY AND RHINOLOGY.

IN CHARGE OF J. PRICE-BROWN.

The Treatment of Acute Coryza. Lowy (Afinch. Med. Woch.,
July, 1908).

A combination of four parts of menthol to two of eamphor
makes an oily fluid. A few drops are warmed in a test tube
containing a little water. The patient inhales the vapor two or
three times a day from five to ten minutes at a time. The
remedies ‘are believed to be sublimed on the surface of the
respiratory tract.

Passage of a Piece of Tissue Through the Eustachian Tube
After an Operation for Adenoids. E. KRONENBERG,
(Zeitsch. f. Laryngol., Vol. Part IV.)

The case is unique, no similar one having been recorded. A
child, aged 6, had bilateral otitis media, following secarlet fever.
Much of the tympanic membrane in each car was destroyed. Six
months later both cears were dry, but large perforations per-
sisted. The pharyngeal tonsil was then removed by Beckmann’s
curette. There was no vomiting. Five days later, a mass of
tissue the size of a pea was removed from the left tympanie
cavity. There had been no aural pain, but mieroscopical exam-
inations showed that it consisted of adenoid tissue. The marvel
was that so large a mass should pass through the Eustachian
tube without producing symptoms.
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A New Method of Treatment of Acute Tonsilitis. HARN,
(Bollet. delle Malattie dell’orecehio, naso e Gola, No. 11,
1908).

The treatment combines the mechanical washing of the erypts
with the reduction of the inflamed condition of the tonsil. He
first injeets a 3 per cent. solution of boracic acid, in lukewarm
oxygenated water, into the erypts of the fonsil, and follows this
by a solution of cocaine and adrenalin, and finally insufflates
with orthoform. The author claims recovery in twenty-threc
cases after only one treatment in each.

Untoward Results from Diphtheritic Anti-Toxin, with Special
Reference to Its Relation to Asthma. H. F. GiLLErTE
(The Jowrnal of Laryngology, June, 1909).

The author concludes that all sera are still in an experimental
stage, and that no one should be used without a well-defined
object in view, and watchfulness for contra-indieations. Twenty-
cight cases are recorded, in which untoward results followed
directly fron: its use, fifteen of which died. Symptoms came on
usually within ten minutes of injeection, and death. when it
oceurs, within one hour, due to respiratory failure. The writer
disclaims any alarmist intention.

Chronic Stenosis of the Larynx. By D. BrysoNn DELAVAN.
" (Zaryngoscope, June, 1909).

The patient, an unmarried woman, aged 35, of excellent fam-
ily history and good general health, had been a sufferer for years
from chronie laryngitis. She was first seen in consultation in
1902. when, in conjunetion with severe chronic inflammation,
there were marked erosions along the free borders of both vocal
cords. Together with other treatment, prolonged intubation was
then advised, but not followed.

Two years later, urgent dyspnoea supervened. and trache-
otomy was done by the attending physician, the cannula being
worn until 1905, when, by the desire of the patient, the plan of
treatment previously advised was adopted. For another year a

tube was worn in the larynx almost continuously, but every
time it was removed stenosis would return, compelling immedi-
ate re-insertion.

Finally, as a last resort, an intralaryngeal incision in the
anterior obstruction throughout the full depth of.its entire
length, was made by means of Gleitsmann’s cutting dilator, and
a large size O’Dwyer tube inserted. This was worn from the
date of operation, in June, 1906, to January, 1907, when it was
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removed. In a little while dyspnoea again returned, and re-in-
sertion became necessary. This time it was worn continuously
until September, 1907, when the parts being entirely healed, it
was finally disearded. Since then she has had no difficulty
whatever in respiration, and although still voiceless, her general
health has materially improved. The result may be considered
a brilliant one, when the alternative of a life-long wearing of a
cannula is considered.

Bronchoscopy and Esophagoscopy : The Technique . Utility
and Dangers. E. Frercmer INgaLs (Laryngoscope, July,

1909).

In a long and somewhat exhaustive article upon this import-
ant subject, the writer makes the statement that, ‘‘Much has
yet to be done in the development of this most valuable opera-
tion, especially in learning to avoid its dangers.”’

Basing his remarks on personal experience, he believes that
unfavorable symptoms after bronchoscopy are largely due to the
mechanical irritation produced by the instrument. In support
of this view, he cites the following facts: The bronchi and the
trachea, in young children, expand and contract greatly with
each respiration. The bronchi are also lifted upward and de-
pressed downward with each complete respiratory movement.
From these movements there is a constant respiratory stretching
and pulling of the air tube over the end of the bronechoscope,
when in position, producing much mechanical irritation of the
bronchial mucous membrane.

To avoid this and other dangers, he advocates making the
operation as short as possible, touching no more of the tracheo-
bronehial tract than is absolutely necessary, and using as small
a bronchoscope as will give sufficient illumination and allow the
use of suitable instruments.

The difficulties of esophagoscopy are slight, as eompared
with bronchoscopy. Yet, while in the former the largest avail-
able instrument should be used, and in the latter the smallest,
it must be remembered that the edematous mucous membrane
may roll over and completely hide the foreign body, even though
the csophagoscope be passed without obstruction into the
stomach.

‘What makes esophagoscopy less dangerous than bronchoscopy
is the fact that its mucous membrane is designed for the passage
of foreign bodies. and therefore can bear the irritation of the
instrument much better than can the mucous membrane of the
bronchial tubes.
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Somc Experiences in the Direct Examination of the Larynx,
Ttrachea and Esophagus. A. BrowN KELLY (Jowrnal of
Laryngology, June, 1909).

Direct Laryngoscopy he had found particularly useful in the
examination of infants. It enabled him to differentiate the
various causes of stridor in babies, something which was rarcly
possible by means of the laryngeal mirror. In cases of congenital
stridor, he found the epiglottis sbnormally long, with lateral
margins rolled backward in eylinder form.

For.operative purposes, direct laryngoscopy in infants was
also endorsed. Papillomata were removed, and by a light
touch of the cautery, vocal nodules were destroyed. As the
movements of the vocal cords cease during chloroform anesthesia,
delicate operations can be readily done by the direet method.

Tracheoscopy.

Several eases in children are recorded, in which tracheotomy
had been followed, on removal of the tube, by stridor. Direct
examinations revealed more or less ringed stricture to be the
cause. These cases were relieved by notching aud dilating. In
another case a bean had slipped into the larynx of a boy aged
three. Direet examination 30 hours later found. it at the bifurca-
tion of the bronchi. It was removed piecemeal by means of
foreeps. The boy recovered.

Esophagoscopy.

In malignant disease this has only been of corroborative
diagnostic value. In removal of foreign bodies., however, the
esophagoscope has been of great service. Also, in the discovery
and treatment of cicatricial stricture. In dilating these cases,
the danger of getting into a pocket or perforating a weakened
wall has been avoided. One case of exploring a diverticulum is
also recorded, the opening being distinetly scen through the
Iumen of the tube.

Observations on Esophageal Cases. Harris PEYTON MOSHER
(Laryngoscope, June, 1909).

In this paper, which is somewhat elaborate, the writer deals
largely with the use of the esophagoscope in the examination and
treatment of malignant diseases of the esophagus, and in the
removal of foreign Lodies from this organ. His cases were
chiefly of these two classes. The former all occurred in adults,
and all were tragedies. The latter all occurred in children, and
all recovered. All had swallowed coins or buttons. ‘
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In exumining a patient, he places the operating table and the
etherizer upon a platform, while the operator stands on the floor
with his eye on a level with the inserted tube. In short, fat-
necked people, the insertion of the tube is difficult, while in
long-necked, thin people, it is much casier. The absence of teeth
is also an advantage in inserting the tube.

The tube should always be as large as the esophagus can be
made to take, particularly in examining for foreign bodics, as a
small tube will frequently slip past a coin or a button without
touching it.

Malignant Disease.

The one advantage that the use of the esophagoscope has, in
the treatment of malignant disease, is the fact that it permits of
an earlier correet diagnosis being made than by any other
method. This, however, is largely a matter for investigation, as
curc of the disease through the tube is out of the question—
the important point being that, by its use, operative treatment
could be decided upon earlier.

Foteign Bodies in the Esophagus.

Investigation of a large number of cases brought out several
important facts: 1st. In very young children, the esophagus is
much wider than is usually supposed. The writer gives an in-
stanee in which a child one year old swallowed a pearl button
one inch in diameter. Examination by the esophagoscope failed
to find the button, but it pushed it into the stomach. No symp-
toms were produced, and the button was discharged through the
alimentary canal three days later.

Another instance is given in which a similar button was
swallowed by a child eight years old, and discharged in the
same manner; and a year later the same child swallowed and
passed a silver fifty-cent piece without symptoms.

.2nd. That, owing to the size and distensibility of the
esophagus, the tube may be passed all the way into the stomach
without either touching.or discovering the foreign body. Sev-
eral instances of this nature are related.

3rd. A means of locating the foreign body by the use of the
esophagoscope is given, even in cases when it canont be seen.
In passing the instrument, wherever the esophagus is empty it
collapses ahead of the tube in a small, dark central rosette.
‘When, however, the tube approaches the coim, the rosette, which -
represents the lumen of the esophagus, disappears, and its place
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is taken by a dark oval slit, produced by the pressure of the coin
upon the esophageal wall.

The use of the X-ray also aids materially in locating the
foreign body.

The places where foreign bodies usually lodge are: 1st.
Back of the cricoid cartilage, and 2nd, Just above or below the
clavicles. Once past these regions, they usually ﬁnd their way
quickly into the stomach.

PEDIATRICS.

IN CHARGE OF ALLEN BAINES AND W. J. GREIG.

Circumcision and Its Abuses.

It is not sufficiently realised that, however advisable cireum-
cision is on hygieniec grounds, the anatomical state of the fore-
skin is by no means frequently sufficient justification for
sperating. There is much too great a tendency to regard a
long and narrow foreskin as in itself a proof that eircumeision
is needed. Such a foreskin is the characteristic of male babies
at birth; while, on the other hand, the penis of the new-born
infant is smali in size, and frequently very small.

In the new-born babe the glans and prepuce are adherent
by reason of the persistence of the epithelial agglutination of
the surfaces. Few babies are born with the adhesions fully
separated, but separation takes place in the course of some
months, and the perfect adult condition is attained about the
eighth year.

True congenital phimosis is a rare condition. Sometimes
the orifice is eonstricted, and occasionally it is absent. Con-
striction of the orifice may lead to ballooning of the foreskin on
micturition, a very evident sign, which quickly attracts the
attention of the nurse, for the state of the foreskin ir babies
seems to be peculiarly interesting to nurses, and the question of
circumeision generally arises through their initiative. It is
stated that a constricted orifice may lead to dilatation of the
urethra, bladder, ureters, and kidneys, giving rise to hydro-
nephrosis and atrophy of the renmal tissue. Certainly such
results are extremely rare from this‘cause, but excite undue
apprehension in the mind of the family doctor. It is also said
o cause tho retention, accumulation and decomposition of



PEDIATRICS. 591

smegma, eczema and balanitis, preputial caleuli, adhesion of
the prepuee, narrowing of the meatus, urcthritis, cystitis, pye-
litis, retention, incontinence, and enuresis.

To the local irritation which accompanies some of these
affections are aseribed restlessuness, insomnia, irritability, par-
oxysmal screaming attacks, pavor nbeturnus, dysuria, frequent
micturition, severe colie, and even pain in the hip. Painful
micturition is much more probably due to highly acid urine.
Masturbation has followed on local irritation; but, on the other
hand, the habit is by no means rare in the circumecised, and has
often been aseribed to the effect of circumecision and the frietion
of clothes on the sensitive glans. Continued mild inflammatory
mischief leads to adhesions and the development of a thickened
non-retractile foreskin, with subsequent difficulties in coitus and
liability to attacks of balanitis. Straining to pass water is sup-
posed to develop or maintain hernia, prolapsus recti, and even
hydrocele.

In the course of a very extensive experience of the ailments
of infandy, the writer has found remarkably little eonfirmatory
evidence of the occurrence of these conditions. Many of them
are almost unknown.

Let it be clearly understood that mere redundancy of foreskin
is no indication for circumeision. The penis develops later, and
subsequently the supposed long foreskin may be insufficient to
cover the glans completely. If the prepuce can be retracted
with moderate ease, it should certainly be left. It is a very
valuable protection for the glans. The fact that among the
children of the careless and unwashen, smegma may aceumu-
late under the prepuce and become offensive, is not an argu-
ment in favor of operation, but a slur on the person responsible
for the welfare of the child.

Circumeision must not be regarded as a trivial and harmless
operation, for many evil and fatal results have ensued. Sepsis,
sloughing of the skin, and ultimately extensive scarring, slough-
ing and gangrene of the penis, fatal hemorrhage, erysipelas. and
pyemia have all occurred. Syphilis and tuberculosis have been
transmifted when the operation has been done as a religious
rite, and not by a trained surgeon. Hemorrhage is rare, for
the Jews remove skin only, do not cut the mucous membrane,
and carefully avoid the frenum, though neither sutures nor
ligatures are used. Hemorrhage is commonly due to neglect
to tie the vessels of the frenum.

Apart, however, from serious and fatal sequels, the operation
of circumeision may be a souree of discredit to the operator and
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of subsequent trouble to the child. It is by no means rare to
find an excessive amount of skin removed. A chronically thick-
¢ned preputial stump or a mass of redundant skin may give the
organ an unkempt and ragged appearance, which spoils the
reputation of the surgeon for years, and is a constant souree of
gossip among the female branches of the family, although the
inartistic appearance eventually is lost or forgotten.

In many babies it is quite sufficient to separate the adhesions
with a probe, without causing bleeding. Others can be treated
by dilatation with dressing or artery forceps, until the foreskin
can be easily retracted. It is then cleaned, oiled, and replaced.
Retraction and ‘oiling should be done daily for a time. This
may be left to the mother or nurse, if the foreskin ean be re-
placed easily. Otherwise, there is the prospeet of being hastily
summoned to deal with a paraphimosis. If the surfaces bleed
on separation, adhesion is almost certain to recur, for the re-
traction cannot be carried out daily without pain, and will be
neglected. Failing cure by these simple measures, recourse must
be had to complete circumeision; to ineision of the mucous mem-
brane only on cach side; to lengitudinal dorsal incision of the
foreskin; or to other modification of the complete operation,
depending on the length of the foreskin, the degree of adhesion
and stenosis, and the ideas of the parents and operator in
reference to the desirability of this uperation. Care should be
taken not to remove too much skin, leaving enough to cover the
corona, and to enlarge a marrow meatus, if present; for this
may quite well be the cause of screaming and straining on
micturition.—2Lhe Hospital.



Editorials.

THE PLEA OF INSANITY.

One of the saddest features in connection with the attempt
to prove that a weak-minded young degenerate. who has for
some time Dbeen confined in a criminal insane asylum, from a
professioral point of view, is the humiliating position in which
certain alienists have been placed.

Most of our decent folk long since beecame tired of the oceans
of news respecting the details of Harry Thaw’s various degener-
ate idiosynerasies and erimes. Justice Mills, who delivered an
able judgment, concludes as follows: ‘‘ The enlargement of
Harry K. Thaw would now be dangerous to the publie peace and
safety, and therefore cannot be permitted.’> The press and the
publie generally appear to consider the judgment correct.

From a professional point of view, it is of interest to con-
sider the position of some of the expert witnesses. It is gener-
ally supposed that the opinions expressed by expert physicians
will always be considercd of some vaiue by the Court. In this
Thaw trial, the Judge evidently considered that the evidence
of the alienists who swore as to the creature’s sanity was worth-
less—to use a mild expression. There is nothing sadder, from
a professional standpoint, than the pitiful attemipts of an honest
physician to color his evidenee in favor of one side.

What does the public think of such witnesses? We fear
that the following quotation from a well-known, respectable
newspaper, Saturday Night, of Toronto, represents fairly well the
views of the whole community: *“ And in conneetion with Thaw’s
attempt to escape from the confinement vue of the most disgust-
ing exhibitions of the trial has been the testitaony of the so-
ealled medical experts. Men who were heralded as great alien-
ists got into the wilness-box and with unabashed effrontery
declared the sanity of the man whom they had previously
stated to be hopelessly insane and irresponsible from birth.
It is such shameless exhibitions as these that give grounds for
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the attacks on the medieal profession sv often heard. These
scif-constituted experts are a menace to the cause of justice
and the profession they claim: to follow. Every one, who has
ever followed up closely the operations of the courts, knows the
great value and perfect reliability of the general medical prae-
titioner as a witness. No better and more careful testimony
could be desired than what is usually given by the local doctors
in any case with whieh they are connected. But also nothing
could be more worthless and dangerous and unserupulous than
evidence of the kind given by the alienists in the Thaw trial.”

THE BRITISH MEDICAL ASSOCIATION.

The seventy-seventh annual meeting of the British Medieal
Association was held at Belfast, Ireland, July 27 to 30. It
will be remembered that one of the most interested guests at
the Montreal meeting, in 1897. was the Governor-General of
Canada. Lord Aberdeen, now the Lord-Iieutenant of Ireland.
Two of the most interested guests at the Belfast meeting were
the Lord-Lieutenant and the Countess of Aberdeen. His Ex-
celleney. in replying to the toast of ¢‘ The Lord-Lieutenant and
Prosperity to Ireland,” devoted his reply (Brit. Med. Jour.) to
a sketeh of the public health work done in Ireland during the
last few years, especially that done by the Women’s National
Health Association, to check the ravages of tuberculosis. The
statisties for 1908 indicated that the death-rate from tuberculosis
was declining.  His Excellency added that the Countess of Aber-
deen was exceedingly gratified that her work in this direetion
should have been recognized by the British Medical Association,
for he was permitted to say that the Counecil had that day
resolved to recommend the Association to elect her an honotary
member, a privilege he had himself enjoyed §incc the annual
meeting in Montreal. .

We understand the meeting was at least equal to the average
of the last few vears. The prineipal addresses, in addition to

~
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Sir William’s presidential address, were: Address in Medicine,
hy Dr. R. W. Philip, of Edinburgh; Address in Surgery, by
\Mr. Arthur Barker, of London; and Address in Obstetries, by
Sir John Byers, of Belfast. The hospitality extended to the
zuests by all classes in Belfast was of the most generous sort
in all respects. The total riumber in attendance was about

fifteen hundred.

THE CITY OF WINNIPEG.

Nothing was more interesting to the visitors from the East
than the young but great city of Winnipeg. We had heard much
during recent years about the growth of this western town, but
we had searcely appreciated the faet that its population has
trebled in the last eight years, and that it is now growing pro-
portionately. This is, however, telling only a small part of the
story. Its streets are beautifully paved and boulevarded. Its
main business street is 123 feet wide. Its stores, warchouses,
hanks and public buildings are large and substantial. Its parks
are capacious and artistically laid out. Many of .he large resi-
deaces are beautiful in construetion and surrounded by spacious
zceens. In fact, it is a large, beautiful and clean city.

Among its educational institutions is the Manitoba Medical
College, which is in affiliation with, and will probably soon be-
vome an integral portion of Manitoba University. This College
has now about 400 graduates. There are five general hospitals,
with an aggregate capacity of about 800 beds, and a large
maternity, which can accommodate 200 patients. The veteran
medieal practitioner of Winnipeg at the present time is Hon. Dr.
O’Donnell, who began practice at Fort Garry just forty years
ago. The magnificent and generous hospitality of the physicians
of Winnipeg at the meeting was highly appreciated by the
visitors.
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EDITORIALS.
THE CANADIAN MEDICAL ASSOCIATION.

——

The following statements respeeting the recent meeting of the
Canadian Medieal Association in Winnipeg cover considerable
ground:

1. The meeting was the largest and best in the history of the
Association.

2. The sucecess of-the meeting was largely due to the great
personal popularity of the President, Dr. Blanchard, and to the
untiring energy- and executive ability of the Secretary of the
Committee of Arravgements, Dr. Harvey Smith.

There appears to be no doubt as to the absolute correctness of
the first statement in the minds of those who were in attendance.
‘We do not vouch for the second statement, but simply state
that the man who made it was ‘“in the spot all the time’’ and
apparently knew whereof he spoke.

The general opinion among the visiting members was that all
the local physicians worked together with a will and that the
suceess of the meeting was due to their united efforts. The
preparation for the meeting was accomplished by a loeal com-
mittee of thirty-three men. The following sub-committees were
appointed: Exhibit and Aceommodation, Chairman and Scere-
tary, Drs. Munroe and Coulter; Credentials, Drs. Campbell and
Kenny; Advertising and Publicity, Drs. MaeKay and Hughes;
Transportation, Drs. Blanchard and Vrooman; Entertainment,
Drs. Rogers and Field ; Finance, Drs. Simpson and Pope.

In addition to the general sessions there were five seetions,
as follows: Medicine, Chairman and Seeretary, Drs. Jones and
Hunter; Surgery, Drs. Nichols and Maclean; Obstetries and
Gynecology. Drs. Gray and MeCalman; Eye, Ear, Nose aund
Throat. Drs. Prowse. and Turnbull; Pathology, Drs. Bell and
Peirce. We may say in a general way that the proceedings were
condueted with a Western snap which appeared to keep things
humming all the time.



Petrsonal.

Dr. W. A. Young, Managing Editor of the Canadian Journal
of Medicine and Surgery, of Toronto, was elected President of
the American Medical Editors’ Association at the last meeting,
held in June, at Atlantic City. This Association has a member-
ship of over two hundred editors of the principal medical jour-
nals in the United States and Canada. Dr. Young was thus
honored because of the deep and active interest he has taken in
the Association in the past, although, as it happened, he was not
present at the meeting when he was elected. He was crossing the
Atlantic at the time, and returned to Toronto, after his Euro-
pean trip, August 26th.



Selections,

Treatment of Aneurysm of Aorta.

Four considerations must be remembered in the mediecal
treatment of Ancurysm of Aorta:

1. The situation, the volume and the physiological importance
of the aorta make it impossible to apply the means which arc
used in aneurysm of other arteries.

2. There is always difficulty in rightly appreciating the value
of a treatment, because (a) certain aneurysms of the aorta:
develop with great slowness; (b) after a period of rapid growth,
they often remain stationary; (¢) at the beginning of a stay in
the hospital or of treatment which keeps the patient quiet, the
changed manner of living often produces an improvement of the
functional disturbances and at times of certain physical
symptoms.

3. Aneurysms of the aorta may be cured spontaneously.

4. Some of the etiological conditions may become the point
of departure of therapeutieal indications.

An instructive example of spontaneous cure is that of a
woman of 79 years, seen by Prof. Robin at the Maison de Re-
traite des Ménages. The patient said she had never had a day’s
illness. She succumbed to an attack of broncho-pneumonia.
which she resisted for a period of 19 days. At the autopsy,.
beside the classical lesions of broncho-pneumonia, there were
found two cured ancurysms of the abdominal aorta. The first
was a fusiform aneurysm, situated just below the diaphragm,
filled with white fibrinous clots. very hard, stratified. adherent to
the aortic walls. The second. almost immediately below the first,
on: the anterior wall of the vessel, was also filled with white clots,
stratified, old, those nearest to the orifice of the sac being softer
and of a reddish hue. The aorta was. throughout, hard and
marked by cavities and ealearcous flakes.

So, it appeared manifest that two aneurysms counld develop
and be cured with no outward manifestations of the pathological
and curative processes. In this cure, the arterial wall and the

- eirculating blood each played a part. In the arterial wall, there
was seen an infiltration of embryonal cells which produced a
resisting tissne. At the same time the inequalities and the rough-
ness of the Iining membrane caused the formation of clots. The
blood performed its part. by clotting. and forming suceessive
layers of fibrin. Thus is explained the spontaneous cure.



SELECTIONS. 599

Let us now examine the etiological conditions. To bring
about an aneurysm, there must be first of all a soil, that is a
lesion, which weakens the elastic resistance of the vessel. This
lesion has, for causes, those which lead to arteritis and endar-
teritis, from alcoholism to syphilis. In 1554 Fernel affirmed that
the venereal virus was a cause of aneurysm. To-day no one
disputes the preponderating influence of syphilis as a cause of
aneurysm. The arteritis, which it produces, seems to have the
vase vasorum as the point of departure. As the next step, it is
often, if not always necessary to have an infection added, such
as rheumatism or grippe, which causes miero-organisms to
.become imbedded in the lining membrane.

These two conditions being established (the second may be
wanting . or pass uncbserved), that which brings about the
aneurysm is the continuous action of the arterigl tension on the
arterial walls, whose resistance is lessencd.

Henee it follows that the treatment must be directed to the
vessel walls (taking into acecount the causes which have placed
them in a state of lessened resistance), to the blood itself and to
the arterial tension.

The author then refers to the various forms of treatment
that have been adopted—surgical treatment, coagulating injec-
tions, direct compression, indireet compression, acupuncture,
galvanopunecture, ligature of the carotid arteries, treatment in-
tended to modify the aneurysmal walls, such as applications of
ice, ete. Treatment intended to modify arterial tension has met
with greater favor. In 1728 Valsolva and Albertini proposed to
treat aneurysm by absolute rest and a very redueed diet. having
as their objective the lessening of the pressure of the blood on
the arterial walls.

Treatment directed to the coagulation of the blood is repre-
sented by that of Graves and Stokes, who tried to cause coagu-
lation of the blood by means of nutrition as substantial as pos-
sible and a long list of coagulating drugs. acetate of lead, tannie
acid, perchloride of iron, chloride of caleium, cte., all have been
abandoned, in view of their inactivity or symptoms io which
they give rise. ’

But the question has assumed a different aspect since Lan-
cereaux and Paulesco (starting from the experiments made by
Dastre and Floresco as to the coagulating properties of gelatin)
have given us a treatment which secms to be far superior to all
others.

Gelatin contains a small quantity of ealeium and is feebly
acid in reaction. Tossibly these two elements play a small part
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in the process of coagulation. It has been also proven that it
increases the secretion of the coagulating materials of the white
corpuseles. Lanecercaux adopts the following solution:

Gelatin sterilized at 120°................ gr. 4.55
Chloride of sodium .................. ... gr. 140
Sterilized water ............... ... ..... gr. 200

The complete treatment requires from 30 to 40 injections. The
only contra-indication to this treatment is the existence of
albuminuria. Posscssing in gelatin a valuable means of favoring
the coagulation of the blood, one must seek measures for lessen-
ing the arterial tension and modifying the econdition of the
vessel-walls. 'To accomplish the former, the best measures are
rest in the horizontal position, an absolute milk regimen and
iodide of potassium. Rest in the horizontal position lowers the
arterial pressure by 40 millimetres. The iodide of potassium
is preférable to the sodium salt, as it has a better effect on the
nutrition of the vessel-walls. Oue must also treat any ctiologieal
conditions which come into play. If the patient is undoubtedly
syphilitic, one must wuse mercurial preparations.—Translated
from Giornale Internajionale delle Scienze Mediche by Harley
Smith.

‘The Lost Art of Prescribing.

It is a venerable grumble among physicians of the older
school that the art of therapeutics is decaying because the
younger generation is extremely ignorant of materia medica
and remarkably inefficient in the matter of prescribing elegant
mixtures. The result, it is averred, is that proprietary drugs
are acquiring an increasing vogue, to the detriment both of the
patient and the practitioner. A rceent contributor to the
Medical Record has made this thesis the text of an address upon
the proper teaching of therapeuties in medieal sehools. ‘‘I have
maintained for years,”’ he says, ‘‘that the best way to do away
with nostrums is to give our medical students thorough courses
in materia medica, medical pharmacy, pharmacology, and thera-
peutics. The way to abolish proprietary medicines is to teach
medical students how to preseribe, and acquaint them with the
physiological and therapeutic action of drugs. They should be
taught how to write or compound preseriptions that would be
palatable and agreeable, compatible, yet so associated or com-
bined as to meet the indications for which the preseription is
intended in a scientific manner.”’
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With due submission to the ripe experience of these praisers
of the past, we take leave to question the deduction, while admit-
ting the premiss. It is past question, we believe, that the
younger generation of medical men is far behind its predecessors
in the matter of preseription-writing: a thing in itself to be
regretted. But the mareh of events which has evolved this
state of affairs has not been without its compensations, to the
patient at least. It may be granted. from the professional point
of view, that the old-fashioned ‘ grapeshot *’ preseription. as it
has been irreverently called. was a triumph of art. and that to
combine a dozen medicinal substances in one draught so skilfully
that it shounld neither preeipitate. nor explode. nor revolt the
patient’s stomach. was no mean achievement. But to say that
the loss of this faculty has invited the invoads of proprietary
medicines is an asswmption not only unproved. but probably in-
correct. To us at least sueh a proposition seems an argument
of the post, ergo propler varviety, for the following reasons
Fifty years ago the Pharmacopeia was largely composed of
crnde drugs. for pharmaceutical chemistry was relatively in its
childhood, and standardization of drugs was not attempted.
With the rough materials at his disposal, the physician of the
time no doubt did wonders in the way of obscuring nauseons
qualities and compounding imposing formule. Time slipred
away. and presently there avose a eneration of chemists who
were not content with the old crude drugs. hut set to work to
standardize them and isolate their active principles. From this
stage, it was but a step to the.subversion of the old-fashioned
draught and its replacement by preparvations less bulky and
more convenieut., and at the same time more pleasant to take.
For with all {heir boasted skill in compounding elegant mixtures.
the “ grapeshot >’ school seems to have left a tradition among
the contemporary laity that draughts. even in those days. were
not grateful to the palate. We have to consider. then. on the
one hand. a time in which drugs were crude. unstandavdized.
very variable in strength. and administered in a form which. if
as palatable as it was possible to make it. was nevertheless in-
convenient and distasteful: on the other we have an epoch in
which the active prineipics of those drugs can be obtained pure.
standardized. vouched for in hoth these respeets by chemical
firms of high scientific reputation. and withal convenient annd
easy to administer. Can it be wondered at that the medical
practitioner of the present day finds himself driven. even
against his material interest. 1o give the proved and pleasant
forms of drug which the patient knows well enough are on the
market, rather than to spend his time in learning the finesse
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of preseribing the antiquated remedies of the British Pharma;
copeia ?

The truth is that our Pharmacopeia is an anachronism. Tt
contains, of course, plenty of old aad well-tried friends, but
they are almost swamped in rabbish. When a person has
travelled by an express train, it is idle to assure him that a
coach is the best way of getting about, and still more idle to
complain, when he refuses to go back to coaching, that his tirve-
scme choice is due to the fact that coachmen have forgotten how
to drive. The British Pharmacopeia does not meet the needs
of the present day, and in consequence it goes to the wall. No
one is responsible for this except those whose business it is to
keep the Pharmacopeia level with the march of ecivilization.
This they have neglected to do, and the result is what we see.—
The Hospilal.

Relation of Medicine to Other Professions.

- McWhorter discusses the changes that have been brought
about in the practice of Medicine by those of environment, the
erowding of population in the cities, the discoveries of science,
ete., and considers the relation of the physician with the lawyer,
the press, the legislature, the engineer, the educator. and the
social economist. Ie particularly contrasts the results of the old
French Canal Company at Panama. with its disregard and ignor-
ance of hygienic conditions, with those of the brilliant, hygieni-
cally conducted enterprise of Colonel Gorgas, and remarks that
““the adverse forces of Nature may be secientificially controlled:
they may not be ignored.”” To the gencral practitioner Me-
‘Whorter says: ‘“Do not misapprehend the dignity and import-
ance of your cfforts because of the humble station in life of your
patients. The country doctor whose homely science restored
Abraham Lincoln to health in boyhood days probably made a
larger contribution_to the needs of humanity than did the bril-
liant surgeons who operated on Napoleon III. or the Emperor
Frederick. It might be well to remember this, gentlemen, as you
sit at the bedside of some bare-ankled girl or some freckle-faced
boy. Only a large perspective reveals the true relations of
things.”’—Alabama M. Jour.




