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ON THE STAGES AND FORMS OF SYPHILIS
WITH MORE ESPECIAL REFERENCE TO THE HEPATIC
MANIFESTATIONS OF THE DISEASE!
BY
J. G. ApaMm1, M.A., M.D., F.RS.E.,
Professor of Pathology, McGill University, Montreal.

It is remarkable how during all these centuries, syphilis has
remained sharply distinguished from all other forms of human disecase,
constituting a class apart. There are many other contagious maladies,
not a few clu onic infectious disorders. and, now-a-davs we are able
to group these together ; we can recognise common principles govern-
ing their couvse a,nd effects upon the organism, and ean sce, or think
we see, a common principle underlying the morbid changes in one or
other tissue from the onset of the disease to its culmination—a prin-
ciple identical in the infant and in the aged. So we can with syphilis
—only habitually we do not. We treat and regard it as a something
distinet.

Take for instance that disease which in its chronicity as in the
lesions which characterise it, most closely resembles syphilis—tuber-
culosis. Fromn the onset to the end, at every stage, from the primary
lesion to the most extensive generalisation of the process, we see one
morbid change at work, namely, the focal multiplication of the bacilli
leading to the development of tubercles. It is true that according to
circumstances these tubereles may vary in their charactérs’ from a
condition in which small cell infiltration is so extensive ‘as cIOsely to
approxxmate to miliary abscess formation, through conditions of so-
called epithelioid cell overgrowth to a state in whlch fibroid connec-

1 Delivered at the mecting of the Ontario Medical Association at Toronto, June
1st, 1898.
27
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tive tissue development is so excessive as to mask everything else,
save, perhaps, necrosis and cascation. But the fact remains that we do
not sharply differentiate successive stages of the disease, or consider
that the successive stages are characterised by the development of
specific manifestations. At the most, in one organ, the lungs, we
trace such successive stages of the tubercular process, but we never
think of luying down that what is to be made out in the lungs obtains
for other organs, and for the body in general. On the contrary, a
study of pulmonary phthisis alone has convinced us that the course
of tuberculosis varies so greatly according to the interaction of two
factors—the condition or reactive power of the tissues, and the viru-
lence of the bacilli—that to attemnpt to plot out the course of the dis-
case in each case into well defined stages is an impossibility.

With syphilis it is quitec another thing. From Ricord onwards a
primary, secondary, and tertiary stage have been clearly distinguished,
and not only this, but according as to whether the disease is acquired
in post-natal life, or has seized upon the individual while in the
mother’s womb, so do we recognise two different types of the disease.

There is, I take it, no more tirmly ‘fixed idea’ in the whole of
medicine than that of the absolute existence of these different stages
and forms of syphilis. To-day,I do not want to pose as a revolution-
ist and an iconoclast, for speaking broadly, and regarding the bulk
of the evidence before us, I, like all others, must acknowledge the
utility of the divisions. But there is a danger in these fixed ideas,
in medicine as in all sublunary affairs, and, to say the least, it is of
benefit occasionally to enquire whether what is accepted of all men is
so absolutely and entirely fixed and assured as we are accustomed to
regard it.

What I am about to say is not novel. The unity of syphilitic
lesions has been preached for now more than thirty years, in fact,
ever since Wagner pointed out that all such lesions might be referred
to the developments of a specific neoplasm. Perhaps Wagner went
too far, for there are generalised fibroid conditions, which, as I shall
have to point out in connection with the liver, are not directly due to
the development of circumseribed neoplasms; but it must be acknow-
ledged that neoplasms or infective granulomata are to be recognised
in each stage and form of the disease. Nevertheless, the idea of the
sharp demarcation of the different’ forms and stages of the disease
seems to be as firmly planted to-day as it was prior to 1864, and the
admirable protest of Nevins Hyde! and the writings of others do not
seem as yet to have influenced the profession in general.

1 Morrow's System of Genito-Urinary Diseases, Vol. 1L, 1893, p. 20, et seg.
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At tne outset, I must point out that it is not even necessary to have
any recognisable first stage or cutaneous chancre. We know well,
that in every case of infection, the infectious agent must make an
entry from without into the tissues, and in a great number of cases
we can discover the point or points of entry, and at such point or
points we find evidences of primary local infeetion, whether on the
skin or mucous membranes, and this local infection is strictly com-
parable with the cutaneous syphilitic chancre. But we also come
across cases in which there is a complete lack of evidence of such
superficial primary infection; we may find, for instance, the cervical
or mesenteric lymph glands affected with tuberculosis without a sign
of tuberculosis of the pharynx or tonsils or intestinal mucosa, cases
which usually, though mistakenly, are spoken of as ‘cryptogenctic.’
What occuis in other diseases must at times occur in syphilis, and in
going over my post-mortem records, in which to cach case, I have
subjoined a record of the clinical history of the case, I have Leen
struck several times by observing that where well marked tertiary
syphilis has been present in the organs, there has not been a sign of
old penile or other chancre,' and more than once, in following up the
clinical history, by finding that while the patient has freely admitted
that he has led a loosc life and suffered, it may be several times, from
gonorrhcea, he has denied ever having suffered from chancre (vide
case III). Now presumably an individual who had had a hard sore
would not wholly forget the circumstance, nor is it rational to urge
that a hospital patient who admits without constraint that he has led
a life of excess and suffered from other venereal diseases, would con-
ceal the previous existence of a chancre. Either then the chancre
was so sinall and inconsiderable as to ecause no inconvenience, or the
virus gained entry into the system without causing any cutaneons
disturbance.

In the female this absence of any superficial or recognisable first

. stage is especially noticeable ; time after time the discase only mari-
fests itself in the secondary stage. I would go so far as to say that
the * fixed idea ’ that there must be a chancre developed at the region
of primary infection, has led to a thorough and general misunder-
standing as to the nature of congenital syphilis. It is a popuiar fall-
acy to regard a considerable number of cases in which the father of

1 In some at least of these cases without doubt, the same process has happened:
as oceurs occasionally-in connection with vaccinal cicatrices, namely, there has been
so complete absorption of the ‘cicatrical tissue, that the part becorres in'the course
of years absclutely normal in appearance. This complete absorption I need scarcely
say, is characteristic of primary lesions of mucous surfaces, and is very frequent in
the female. '
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syphilitic offspring is syphilitic, and the mother is apparently free-
from the disease, as due to the sperm being syphilised, or if this view
be carried to its logical conclusion, it is supposed that the spermato-
zoon bears with it the syphilitic virus, be it bacillus or whatever the
nature of the specific microbe, and introduces it into the ovum at the
moment of conception, and thus the offspring develops, syphilised
from the start, the mother being and remaining absolutely free from
taint. This, as I say, is a popular fallacy. But it is ineredible that the
germ gain entrance into the spermnatozoon, for the spermatozoon being
nucleus and flagellum, and scarce anything more, has not the means.
of ingesting foreign bodies, while we have not a shred of eviuence
that the syphilitic gerin is amceboid and capable of making its way
into the spermatozoon.

It is likewise outside the limits of credibility that a virulent organ-
ism could be within the minute alnost yolkless segmenting human
ovum, lying latent in one or other of the cells, the products of
segmentation. Such passages of pathogenic microbes on to the sur-
face, .and possibly into the eggs, may occur in insects, as Pasteur:
demonstrated, but the insect’s egg contains relatively abundant yolk,.
and segwentation then may be little influenced by the presence of the-
miero-organism, provided that this be in the yolk. Even then, I
doubt whether the embryo could develop properly, and am inclined to-
consider that a more rcasonable explanation of Pasteur’s observations
upon the silk worm’s eggs is, that at a relatively late period of their
development those which come to maturity become tainted either
from the surface or from other eggs which have been killed by the-
multiplication of the germs within them.

If the syphilitic virus gained entry into the unsegmented human
ovumn, its effects would surely be to lead to the destruction of the
ovum. Feetal syphilis must originate at a later date, and although
syphilis in the parents may doubtless have its effects upon the ovum
and spermatozoa of the same, and lead to constitutional disturbances
in the offspring, progressive syphilitic lesions, the true syphilomata,.
in the feetus and infant are not inherited, but are congenital, that is
to say, acquired in utero after conception. Or in other words, inherited
and congenital syphilitic lesions are two very different things. Thus
to return to the main point, if the mother be without sign of syphilis,
and the child be syphilitic, the only satisfactory explanation is; that.
the syphilitic virus has entered into the maternal organism and
tissues, and has failed to induce any characteristic lesion at the point.
of entry, but has, nevertheless, through' the placenta and chorionic
villi gained an entrance into the feetal tissues ; the process arrested
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in the mother has been developed in the susceptible tissues of the
child, and we have here an interesting example “of the variability in
the manifestations of the discase dependent upon the reactive powers
of the tissues.

Were any further word necessary in support of this coutention it
would be found in the significant way in which the liver is affected
in congenital syphilis. Extensive specific lesions of the liver in the
acquired disease are relatively uncommon. They are the most
common of all lesions in the congenital affection. As Chiari has
pointed out, out of 144 cases of congenital syphilis examined by him,
the liver was diseased (and that extensively)in 123 cases or nearly
nine-tenths. Were the ovum infected it would be difficult to explain
why the liver should thus be especially singled out. When we re-
member that this organ is the first to receive the blood coming by the
umbilical vein, then if the infection originates from the placenta
hepatic implication is the natural sequence.

The essential difference between such congenital, or ante- naba.l and
‘acquired,’ or post-natal syphilis is, that in the former the virus passes
immediately into the blood and so becomes disseminated through the
organism, in the latter. the dissemination is delayed. The second
stage of acquired syphilis, is the first stage of the congenital disease.

Again, although as a pathologist not in practice, I have not met
with and am little likely to come across the condition, continaing the
analogy between tubercualosis and syphilis' we must, I hold, admit the
“inherent probability of Kaposi’s statement that it is possible to have a
primary cutaneous syphilitic lesion, a true specific indurated chancre,
not followed by any secondary effects. And further it is well estab-
lished that women who have borne syphilised children and have
themselves shown not a sign of primary or secondary manifestations
may, years after, present unmistakable tertiary lesions?

Up to this point, therefore, it may be laid down :

(1) That from analogy, as from clinical history and absence of any
indications of the same, in sundry cases there may be an absence of
the primary cutaneous or epithelial manifestations of syphilis.

(2) That individuals may fail to present either primary or second-
ary symptoms that are recognisable, and yet eventually develope
definite tertiary lesions of the disease.

(8) That where the subject is relatively insusceptible, it is possible

1 Every pathologist knows, many from personal.experience, how frequent among
those performing autopsies are cases of strictly localised cutaneous tubercles not
followed by extension. Such primary cutaneouns tuberculosis is characterised by its

tendency to remain localised.
2 Vide Finger, Arch. f. Dermat. u. Syph. 1890, p, 331.
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that the disease may be limited to the primary cutaneous manifesta-
tion not followed by secondary lesions..

(4) That as with tuberculosis so with syphilis, the congenital form
of the disease begins aut what may be termed the secondary stage of
the acquired disease, i.e., the stage of general dissemination of the
virus through the organism.

THE RELATIONSHIP BETWEEN SECONDARY AND TERTIARY SYPHILIS.

I would now pass on to consider the relationship between the
secondary and tertiary stages of syphilis.

Where in any infectious diseases we have widespread eruptions
affecting both skin and mucous membranes, we now feel assured that
such eruptions are due either to the irritation set up by the actual
presence and growth of the specific germs of that disease in the sub-
cutaneous and submnucous layers, or to the irritation produced by the
products of these gerins growing in other parts of the system.
And the more we study infections of which we can isolate the specific
microbes (streptococeus and pyococcus infections, typhoid, &e.), the
more we find the first of these alternatives in force,and in the case of
syphilitic eruptions, the fact that the cutaneous eruptions are infective,
affords clear evidence that the specific virus is present in them.

Such generalised infections of the skin and mucus membranes can
only be brought about through the agency of the blood stream, or,
otherwise, what is termed the secondary stage of post-natal, acquired
syphilis, is the stage of general dissemination of the virus through
the system by the blood stream, and of the more immediate results of
such dissemination. What has been described as the second period of
incubation (the interval elapsing between the development of the
chancre and the appearance of syphilodermiw) is the period requisite
for the virus to infect and traverse the lymphatic system on its way
from the primary-lesion into the blood stream, and then to proliferate
in the cutaneous and other tissues up to such a pomt that eventually
it produces a reaction.

It is usually held that the syphilitic virus now especially affects the
skin and mucose, and that the abundant and varied erop of syphil-
ides—of syphilodermi:z—are the peculiar sign of the second stage,
gumnatous and morc fibrous growths being characteristic tertiary
developments Certainly the er upt10n= are the proxmnent features of
the secondary stage, but it is too. much left out.of a.ccount that in ‘the
ecarly stages of oenela.hsatmn of the disease, the internal’ organs may
be, and perchance often are, affected. And what I wish more especmlly
to bring before you this evening is this lack of sharp definition
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between the anatomical changes in early and late generalised syphilis.
This lack is well shown by a study of the syphilitic liver ; indeed, it
is a stndy of several cases of syphilitic hepatitis which have been
revealed in the post-mortem theatre at the Royal Vietoria Hospital
during the last four years, which has prompted me to select this more
general treatment of the stages and forins of syphilis to bring hefore
you this evening.

The reason why tertiary and secondary syphilis are recrarded as so
w 1dely distinet is not difficult to comprehend. The dxsease is rarely
directly fatal, especially now-a-days, and it is rarely that we obtain
an opportunity to study the viscera during the eamlier stages. As
Jonathan Hutchinson has pertinently remarked : “The visceral
pathology of the secondary stage might form a chapter in the his-
tory of syphilis which has not yet heen written, and for which we
possess few data. It is however, I feel sure, a great mistake to state
that there are none to be obtained.” - In the address from which I
take these words, an address which opened a celebrated discussion at
the Pathological Society in London in 1876, he pointed out that abun-
dant facts are on record to disprove the assertion that large gummata
are not to be seen in the secondary stage. He noted that two cases
of death from syphilitic disease of the heart which had come under
his notice, had both occurred during the secondary stage and presented
myocarditis with gummata, and in one of the two there were also.
distinct gummata in the spleen and in the testes, while he went so far
as to state that the best example of gumma in the liver which he had
encountered was in an infant.

To bring forward the evidence presented by the liver as to the
identity of the anatomical lesions in the two stages, and as to the
continuity or unity of the disease,it will be well to discuss the waysin
which the liver is affected in syphilis and run over the different forms
of specific hepatic lesions.

It is difficult to realise that scarce fifty vears have elapsed since it was
first clearly established that the liver is arfected in any form of syphi-
lis. The chapter in medical history bearing upon the liver in relation
to syphilis is of some interest. Hutten and Fallopius and many of
the earliest writers upon the morbus gallicus, held that syphilitie
ulcers wherever appeann:r were the resuli of a corruption of the
humours, the orm'm of whlch was to, be IooLed for in- the livi er: whzch ‘
held that thla organ was the first to be aﬁ'ected concecumve}\ W, db-
ease of the genital organs. This was when every disease Fas regarded
as due to a disturbance of the humours, and the liver being ]arge and
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of unknown functions, the severity of the disease almost naturally
led to the liver being seized upon as the guilty party in syphilis
When autopsies became more frequent the implication of the liver
became seriously disputed : Paracelsus denied that it had any réle in
disease, stating that he had frequently found other organs affecteds
but had rarely met with any disturbance of the liver. Morgagni
again in the middle of the eighteenth century, but expressed the
views of his contemporaries when he denied any relationship between
syphilis and hepatic disorders.

THE LivEr oF CONGENITAL SYPHILIS.

Only in 1848, or according to Hutinel and Hudelo in 1847, was there
published any serious study of the liver in syphilis, and then it was
nob the characteristic gumnmatous liver of the acquired disease, but
the enlarged liver of the congenital condition to which attention was
called. In that year and yet more fully in 1852, Gubler described
the liver of congenital syphilis, pointing out its enlargement, its firm-
ness and clasticity. He noted that the chunges were often in circum-
seribed spots only, and here in these very earliest careful studies upon
the subject, he pointed out that while the other lesions in the infant
were of a secondary nature, the changes in the liver were of tertiary
type and allied to the gummatous developments.

Time forbids that I should describe wminutely the histological
changes occurring in the liver of congenital syphilis. You will tind
themn clearly stated in an article upon diseases of the liver by your
distinguished confrére Dr. Graham, in the recently published Loomis-
Thompson System of Medicine, an article which is far and away the
best treatise on hepatic disorders by a single individual that has
appeared in our language for many years. Suffice it to say that the
affected portions of the organ present a combination of the develop-
ment of minute, somewhat ill-defined collections of small round eells,
which we know as miliary gummata, together with a wide-spread
development of tibrous tissue, not only along the portal sheaths, but
also spreading between the groups of liver cells which present more
or less atrophy, in short, a condition of pericellular fibrosis. This
fibrosis is in itself what we are accustomed to regard as a peculiarity
of tertiary syphilitic manifestations. Yet here it occurs within a very
few months of ‘the ;primary lesion, when cutaneous eruptions and other
secondary symptoms are abundant. And not only this, but at times
we have appearances more closely resembling the gummata of the
acquired disease.

1 Gubler, Gaz des Hop. Jan. 1848, and Gaz. Med. de Paris, 1852, p. 262,
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‘What is the meaning of this general interstitial fibrosis, or more
correctly, what is the series of changes which leads to its formation ?
It is difficult to state with precision. At times it appears to be wholly
in excess of any development of the above mentioned miliary gummata.
Indeed, it looks as though it had not been preceded by any charac-
teristic syphilomatous lesion, and the peculiar manner in which
the conncctive tissue development extends between the rows of
the liver cells, and becomes pericellular, and pasi pussu the liver
cells show evidences of atrophy, would seem to indicate that here
we are dealing with, not so much the results of the productive granu-
lomatous inflammation, as with a process of tissue disturbance set
about by the diftusion throughout the system: of the toxic substanze
generated by the virus. These toxineslead to the atrophy of the liver
cells with synchronous development of connective tissue; in short, the
appearances are largely, but by no means entirely, those of a replace-
ment fibrosis. ‘

A somewhat similar condition is occasionally to be met with in the
kidney and that in the carlier stages of the disease. The only further
point I need impress upon you here is that this generalised fibroid
change may be developed in the earliest stage of the generalised
disease, and by no means necessarily indicates a tertiary condition.

In some rare cases this extensive fibroid condition appears to be
present with very little evidence of syphilomatous or granulomatous
change in the organ. Marchand® has recently described and collected
together about half a dozen examples of this condition. Curiously
enough, this form of cirrhotic liver with atrophy in most of the cases
has occurred in one of a pair of twins and that one still-born. It is
also associated with evidences of profound hepatic disturbance in
the shape of icterus. Marchand’s cases are not'wholly satisfactory
so far asregards the history of syphilis in the parents, but, as he states,
it is difficult to explain this remarkable condition of atrophy of the
organ with extreme fibrosis, save on the supposition that the cases
were syphilitic.

Coming now to the presencc of gummata, Gubler noted in his
earliest communications that scattered through the cirrhotic areas in
the infantile liver were numerous fine paler flecks, which he likened to
grains of semolina, and Virchow, studying these, spoke of.. them as
miliary gummata. More and more evidence has. accurhulited as to -
the relationship between these minute, ill-defined tubereles or collec-
tions of small round cells, and the caseous, O‘ummata. seen. in the
acquired disease. The relationship is 1dent1ca1 with that between

1 Ctbl. £f. Allgem. Path., Vol. VIL, 1896, p. 273.
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miliary tubercles in the lung, and encapsuled tubercular caseous
nodules in the same. In the great majority of cases, the liver of con-
genital syphilis presents the admixture of a diffuse pericellular
cirrhosis and scattered miliary gummata. Sometimes the whole of
the organ is affected, at other times the process is observed only in
parts, either at the edges or in a portion of one lobe. In this latter
case, one has circumscribed yellow masses sharply defined from the,
in general, congested, but otherwise unaffected hepatic tissue. Sydney
Coupland,! indeed, goes so far as to regard these circumseribed masses
as enormous gummata. It is, however, open to doubt whether these
masses strictly conform to our idea of gummata, although I must
confess that it is difficult to define with precision what we include
under this term. For myself I am inclined to regard them as more
nearly resembling the large nodular syphilomata occasionally to be
met with in the adult liver, where they may be so well defined as
timne and again to lead to the erroneous diagnosis of non-infective
neoplasms.

There are frequent cases on record in which true gummata have
been recognised in the liver within a few weeks after birth. Several
French cases will be found quoted by Hutinel and Hudelo? in 1890,
while Cohn in 1896 quotes several German authorities’ In English
literature, I have found cases deseribed by Canton, (in an infant of
two weeks, with numerous small gummata), Barlow® and Hutchin-
son (loc. cit.) .

In Barlow’s case the child showed no syphilitic symptoms until it
was seven weeks old; it died five weeks later, and upon the upper
surface of the liver were several depressed areas, varying in size from
that of a pea to that of an alinond, one having a slight tail-like pro-
longation ; there were a few also upon the under surface. As he
points out, from these depressions it is clear that the gummata were,
as he terms it, 7eceding, although it would seem clear that they pre-
sented no central caseous change.

From the above description it would seem that in the liver of the
new born infant, presenting externally evidence of what is known as
as the secondary stage of the disease, there may be several varieties
of syphilitic manifestations :

1. Well defined gummata.

2. Admixture of miliary gummata, with generalised fibroid change

1 Trans. Pathi. Soc.- London, Vol. XX VII., 1876, p. 303.
2 Arch. de'Med. Experimt, 1890, Vol IL; p. 509.

3 Virchow’s Arch., Vol. 146, 1896, p. 468.

4 Trans. Path. Soc’, Vol. XIII,, 1862, p. 113,

3 Trans. Path. Soc., Vol. XVII,, 1876. p. 292.
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not affecting the whole organ but forming relatively large circum-
scribed areas. -

3. Admixture of miliary gummata and generalised fibrosis atfect-
ing the whole orgun, which is in consequence enlarged.

4. Generalised * atrophic ” ecirrhosis without much evidence of
gummata, but associated with icterus, cedema, etc, the organ being
granular and definitely contracted.

In other words all the changes seen in congenital syphilis are those
which ordinarily are considered to characterise the tertiary rather
than the secondary stage of the disease.

There is yet another form of congenital syphilis which has to be
noted ; the form termed “Syphilis hercditaria tardiva” or more cor-
rectly, delayed congenital syphilis. Several examples of this delayed
syphilis are on record ; it is to be made out from them that frequently
the cutaneous changes may not show themselves for years after birth.
Taking up more especially the English literature upon the subject,
Henry Morris ' has described a case of a girl aged 20 with marked
syphilitic family history and evidences of interstitial keratitis, who
had suffered from sore throat at 12, enlargement of the liver at 18,
ascites at 19, and at the autopsy, the liver was found much puckered
and decply fissured as well as altered in shape, while there were
several Jarge gummatous nodules imbedded in different parts of the
organ. Wills? records a case that seems somewhat more definite, in
which a male, aged 22, presented a small dense liver with thickened
capsule, which was constricted into lobules by numerous thickened
bands of connective tissue, a condition which he could only explain as
being due to congenital syphilis. Bristowe describies a condition of
gummata in the liver of a boy of 15 which gave way to treatment
with potassiuin iodide, a condition which he could only regard as an
excellent example of the results of delayed congenital syphilis ; and
Osler; in his well known Lectures on the Diagnosis of Abdominal
Tumours, gives two cases which are similar, one of his own, the other
which had becn recorded by Dr. A. C. Wood, in the University Medi-
cal Magazine, Vol. II. Both of these cases were in boys of 13, pre-
senting clear evidence of congenital syphilis ; in both there was the
enlarged irregular liver which diminished under the action of potas-
sium iodide. A further case in a male, acred 22, has just been pub-

‘ hshed by Post and Councilman® . » . ;

o (3 is.clear, then tha.t congenital syplnhq llke the acqmred disease,

ca.n manltest a ter tla.ry stave long years atter infancy, and that the
1 Trans. Path, Soc. Vol. 21, 1870, p. 214.

2 Liverpool Medico-Chirurgical Journal, July, 1892.
4 Boston City Rep., 1898, p. 233.
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tertiary symptoms when thus delayed are liable to be of the gum-:
matous type with cicatricial contraction. In other words, congenital
syphilis may in every respect follow a course identical with that seen
in the acquired.

THE LIVER OF ACQUIRED SYPHILIS.

Passing on now to consider the syphilitic manifestations in the
disease of post-natal acquirement, it is very interesting to notice that
whether we are dealing with cases in which death has oceurred
within the first year after the disease has been communieated to the
individual, or whether we obtain the liver long after the acquirement
of the disease, the morbid changes are of the same order, the only
recognisable difference being that the longer the time that has elapsed
after infection, the greater is the tendency to the development of
cicatricial changes with contraction and deformity of the organ.

Taking up the hepatic disorders in series, perhaps the carliest dis-
turbance that has been noticed with common frequency is the develop-
ment of icterus in the early secondary stage. The association has
been noticed by several writers. Hilton Fagge, writing in 1867, was
able to quote Portal, Ricord, Gubler and Lancereaux upon this point,
and noted that Lancereaux alone had collected 21 other deseriptions
of the connection, and, intermittently, observers have since deseribed
the association which is now generally recognised. The last writers
upon the subject are Neumann, Joseph, and Uhlmann.

Inasmuch as patients have very rarely died in this stage, it is
impossible to state with precision what is the condition, but by
analogy with what occurs in the infantile liver, it may be suggested
that there is here a gencralized toxic disturbance of the organ, with
catarrhal hepatitis, which may or may not lead on to the generalised
fibroid state which has been described in connection with the infantile
liver. Indecd, Hilton Fagge' has recorded a very interesting case of
what he terms yellow atrophy of the liver consecutive to a diffuse
change in the organ due to acquired syphilis. The case is that of a
female of 23,in which there was a history of syphilitic rash with
falling off of hair, and macular :typhilides. Jaundice appeared to be’
of the obstructive nature. The patient became drowsy, then uncon-
scious and comatose. At the autopsy, the liver weighed 46 oz, and
was of an opaque bright yellow colour, and of dense consistence. The
surface was mottled, the left lobe resembled very closely that of the
infantile syphilitic liver; it was pale and semi-pellucid, and the
parenchyrma was replaced by connective tissue ; there was no amyloid
reaction.

! Trans. Path. Soc., Vol. XVIIIL., 1867.
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Here then we have the jaundice, associated with the gencralised
atrophic condition of the organ, which in the absence of full micro-
scopical description, may be taken to Le either closely allied to the
atrophic form already mentioned in the infant, or to the general
pericellular fibrosis with miliary gummata seen in same. Without
deciding positively to which form this case belongs, I would point out
that generalised change in the organ is more common than 1 think is
gencrally recognized.

The gummatous syphilitic liver is so characteristic and so well-
known a form of hepatic discase, that now-a-days, it is rarely
deseribed, save from previous authorities, and thus in general, once
gummata are recognized in the liver not much further interest is
taken in the case ; thus the old classic deseriptions and ideas are per-
petuated.

It is generally laid down that in tertiary syphilis affecting the liver,
gummata, whether well marked and caseous, or the cicatrised remains
of such with well-formed stellate surrounding of fibrous bands are
the characteristic changes in the organ, while a condition of generalised
and pericellular eirrhosis is wanting. It must, however, be remem-
bered that even years after the primary infection such cirrhotic
change may be recognisable, and not a few cases are on record of
such a condition.

In three out of eight cases of tertiary syphilis affecting the liver
which have come to the post-nortem room at the Royal Victoria Hos-
pital during the past four years, there was clear and fairly extensive
pericellular fibrosis along with gummatous change. The fibrosis, it is
true, was not gencralised over the whole liver, the condition more
nearly resembled a condition of circumseribed fibroid change seen in
the infantile liver,

These three cases are of some interest as throwing light upon the
hiepatic changes.  1n one case there was no clear history given of the
date of infection.

Cask L.—Male, tet. 35. The patient became anxmic and emaciated in April, 1805,
cedema and ascites supervening, and death occurred early in July. There was albu-
minuria and the ccdema of the legs had been complicated with an erysipelatous
condition which seems to have been directly caused by the hepatic disturbance, for
the heart was fairly normal, and the kidneys although large and white, showed
searce any sign of interstitial change. The liver showed numerous large deep stel-
late cicatrices with some diaphragmatic adhesions. The organ in general was soft
with advanced fatty nutmeg condition. Sections through the, cicatrices showed a
characteristic gummatous appearance with large bands of fibrous tissue running
deeply. Microscopically, there was a considerable amount of pericellular cirrhosis

in the neighbourhood of the gummata with much small-celled infiltration. The

spleen was large, firm and congested. The stonr.ach presented diffuse submucous
hemorrhages.
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I shall return later to consider this condition of small celled infil-
tration. Case. V. to be referred to later showed a similar condition.

In another patient of Dr. Stewart the condition was more wide-
spread.

CasE [L—The patient aged about thirty-seven, was infected 14 years hefore his
death, and, although himself a medical man, had never undergone proper antisyp-
hilitic treatment, on account of the intense gastric disturbance induced by mercury
and potassium iodide. Four years after infection he suffered from gastritis and
diarrheea alternating with constipation and a condition of gastric disturbance and
general malaise whizh continued at intervals for the rest of his life. It is to be
noticed that there was a frequent development of a febrile temperature. Ascites:
and jaundice supervening in the middle of October he was tapped ; the fluid collected
again, and he died in the beginning of November. .

At the autopsy, there was no sign of old ulceration or chanere; tm,re was well
marked jaundice; the heart was healthy in appearance, though there was moderate
atheroma of the aorta. There were dense bands of adhesions between the diaphragm -
and the abdominal wall, and the liver was profoundly contracted and small, scarcely
passing beyond the middle line. It had a puckered and coarsely nodular surface.
The right lobe was especially contracted presenting frequent mnd well-marked gum-
mata with surrounding cicatrices so that the surface was broken up into numerous
small nodules of the Iarge hobnailed type. On section there were numerous white
gummata from two to four mm., in diameter scattered through the liver substance,
and in addition there were relatively large areas of fibrosis here and there through-
out the organ. The spleen: was large, turgid and smooth, weighing 570 grammes.

Upon microscopical examination the organ showed well-formed caseous;gummata
with a zone of surrounding congestion together with a very general advanced inter-
stitial fibrosis, somewhat irregularty distributed, in addition to the ordinary fibroid
bands of tertiary syphilis. The bile capillaries were richly injected with inspissated
bile, and the kidney showed a condition of parenchymatous nephritis.

The interest in this is, that here we have presented to us a progres-
sive syphilitic disturbance not arrested to any extent by specitic treat-
ment. The amount of change in the liver was extreme, and as above
mentioned, consisted in the develepment of nwmerous ommnmata, peri-
cellular fibrosis and catarrhal hepatitis, with jaundice. Indeed, we
have here an example of syphilitic infection of the liver in an active
stage fourteen years after primary infection. The appearance of the
liver in this case appears to throw light upon what is the true nature
of so-called tertiary syphilis. This is not by any neans a receding
process. While the tendency of the disease is, as it were, to burn
itself out, and while in the majority of cases, if properly treated, the
virus is completely destroyed in the secondary stage, nevertheless
there may be persistence of the virus, and under favourable conditions
the disease may light up again. Here, in this case, the patient
enjoyed very fair health from 1888 to 1893. Gastric and intestinal
functions were well performed ; he increased in weight, and led an
active life. During this time the process was certainly arrested, then
the malaise and indigestion returned, and the ascites and jaundice
which supervened can only be ascribed to the progressive development

of syphilitic disturbance in the liver.
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The analogy between syphilis and tuberculosis in this respect is
perfect. In about 30 per cent of our nutopsies we come upon evi-
dences of old tubercular cicatrices in the fungs, and in the majority of
these cases the process is undoubtedly wholly arrested; thus we are
dealing with healed tuberculosis. In some however, we see that the
virus is still present in the encapsuled caseous masses, for we can in a
certain nuinber of cases cause the disease in guinea pigs by inocu-
lating into them the caseous contents of the old tubercles, and again
in some cases we can recognise that these tubercles have been
obsolescent and not obsolete, for around them we can make out pro-
gressive tuberculosis evidently originating from them. Speaking of
these cases in the language which we employ to syphilis, we might
deseribe them as being examples of tertiary tuberculosis, or to put it
obhcrwise, we include under the term tertiary syphilis, two conditions:

. The cicatrices and fibroid changes which are mdlea.tlons of a
pl evious syphilis now healed and obsolete. '

2. The lighting up again of an obsolescent syphilis from old foei in
which the virus has remained latent. .

The two cases just recorded are examples of the latter condition,
while the case which follows is one of several examples of the former :

Casg IIL.—Male, @t. 49, who had led a wandering life in the South American
States, Pacific Islands, and over the world since 25. Had suffered from all the dis.
enses of childhood, gonorrhoea at 18, stricture five years later, yellow fever while
serving in an American Army, small-pox and malaria when he was 19, had chronic
dysentery about six years ago, was a heavy drinker of spirits, and had been a soldier,
a sailor, and of late a backwoodsman ; he denied having had a chancre. The cause
of death was acute lobar pneumonia of the upper lobe of the right lung with purulent
peritonitis. )

The liver was deformed, weighed 1960 grammes, and showed four large areas of
puckering on the upper aspect of the right lobe. A rvounded mass 3 ¢cm., broad and
2.5 em. long projected from the lowsr eénd of the right lobe, the truncated end of

which was characteristically puckered ; the appearance of the organ was typically
syphilitic. The intestines showed no signs of previous dysentery.

In this case, the section through the puckerings showed singularly
little fibrous tissue despite the extreme contraction and deformity of the
region where they were present. There were no proper gummatous
areas to be made out, and the only satisfactory explanation is that in
this liver which presented so obviously the appearance of tertiary
syphilis there had been complete or almost complete absorption of the
syphilitic ueposits.

It may e suggested that the resemblance between tuberculosis and
syphilis which I have thus emphasised is imperfect, in that when
tubcreulosis once affects the organ, the virus always remains latent in
that organ, and there is not the complete absorption which we must
acknowledge takes place in the majority of cases in syphilis. For
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it is admitted that ad the wmost (and that in untreated eases) only 3¢
per eenl of those indectad show terliny symploms,  Amaong thone
treadand the pereentage is only aboul 10 per cent. Bub this is another

modern populnr fullacy @ there may b complete eure” of tuberenlosiy |

ad complete disappeimnes of the tubercles even when they hn.vg

Do disi.incl.l_{' tibrous, This ix proved by Lhe experimental infeelion

of dogs with pervitonenl Ltubereulosis nmd arrest, of the prociss by res

praded Inparotomy, 1 need searee vomind yon that it also has been

recogmised i some enses thal Lhero mny he u-.l. ul tuborenlir
tal -

|n-ril.nnili~; in man by similar means, Delinitie enses n.rv on ru.nnl'

in which there has ween acomplote disappenrance of w(ll marked

tibrond tubereles from the serous conds of the intestines, 1 lN\ nuul(nr\‘
therefore, hetween tuberenlosis and sy philis mnst e regarded ns (-mn-

plete in Lhis respeot,

Rarely we come neross aosyphilitie liver showing very elenr ¢vis

denee of the progressive development of the hepndie eondition,

Casie 1V0 Sueh wense have et with In g male of 24, who entered the Royal
Vietorln Hosphial under Dr, Stewart with aorupture of one or more branahies of the
widdle cerebral mtery, mnl who had two yenrs hefore been trosted by D, Jrnies
Uoll for nyphilia, Whether the syphilis then was primary, secondary, ar of lader
manifestations eannot nseertatn, for the patient died before his history could he
elleited, I thiseasa Lhove was syphilitic intbaumation of the ventelelod of Lhe beedn,
and early atheronw of smadler arteries. The Hver showed theee or four puekered
senes, anld n|h~rnwvu|ni4‘nll\' fnivly frequent gummata, with ginnt eells and simall toenk
ised it mnh of leneoeytes. There were no signs of tubereutosis nnywhera, nad
the seetions ()l. the liver «l.unu-«l with enrbol-fuchsin did wot. show any tboerelo
tmeiill, In Ihm case, the puekered sears indieated gunonata whieh bnd undergone
cieatvisntion anit fairly complete absorption. ‘Thoe smndl inillteatlon of latcoeytes enn
only be regarded ns miliney guamala resembling in every vexpeet, thode sean in the
infantile liver of congenital syphilis.  The ease must be pegarded as one bn which, as
shown in the venteiele of the brain and e the liver, the setive syphilitie process had
Yeen rekindled or bad progreessed with vapidly fatnl resnits,

Case Lowas probably an exanple of the snane condition,

The only manifestntion of gyphilis in conneetion with ghe liver
which i Lo be Tound in the aequired and nob in the congenital form,
is the condition of perihepatitis, T have not come seross or mel with
in liternbure any indieations of the development, or presence of such o,
condition in the newly born ehild ¢ i the adult, more especinlly it
the lnde stagres, 1 i not very unconunon., ¥ L

Out of the vight gises, T enme upon il in o faivly extensive con-
dition in a female of 62,in whieh syphilis must have dated back for 20
yonrs, more or less, for she gave o history of having seven children, of
which five were miscarrvinges, nnd the obher fwo died ininfaney.  Fore
the maost extensive syphilitic changes were in the neighbourhood of
the longitudinal fissure and round the gall-bladder.  An_inlerosting
point. was bhe fact that n mistaken dingnosis was mude of atrophic

s
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cirrhosis with aseites. The eapsule of the organ was lln'ml-'huul.
thickaned, the upper surface vory sniooth, the abmormal lulmhdylnn !
puckering,  Near o the gall-bladder in the vight lobe was o ensoous
nodule, the size of  ilhert, showing some enleilienion on section,

Upon seetion, the orgnn showed o thickened fibroid eapsule, muny
small centrnl sears, enscons gummndn, and mors o less ditfuse nad
nppurently veesnd ibroid change,  Hove it shoukd he ndded that during
the Tnal five months of hae life, sha had been ropeadedly tapped, nnd
Following upon tapping, there was found ab the antopsy n condition of
subenento peritonilis with inflamatory Iymph covering the intess
tings,  "Thus the peribeprtitis might not have boon entirely sy philitie
indead 1 nn a, lithle doubtful whether syphilis pure nml simple will
lend to Lhe condition of generalised periboputitis,

CCANK V. =Fomale, ot 82, with o history of having had sevon childeen, of which
tive were misenrrlagen and the obler Lwo dled o fofey, The ianband sebd L by
phthisieal.  Tn 1805, D, Roddiek removed ao epithelinl wart, which on axamination
wan found to he nonanaligonnt,” Saddenly apon Joly Siad, 185, while the palient
wain foeellng tn good hordth she had an attnok of iemntoments which wad ropentod
next doy ad ngndn fwo days leber. B win necompnoied by mebonn pod greead
wonknonn,

Hpon admisnlon Lo the oapltal in Auggust, 1895, anders Dee Stewaet, the petlent
wi gillow el dhere wore dilnted vonuliss on the faae, The Hvar ox tendiad froam
tho ffth vib, two and s half foehon downwaredn ;1L wan not prdpnble aare could the
splenn be felll there wia a low aystolic noormnny The urine was high aolonred with
w benee of albumbn, White fn hospital opintasia ocourned onee or twlee,  Thin hise
tory Logethor with the progressiva loss of Qealy the sabedetevold toge, the pdslomtnnd
pwelliing with oplginbiie prin, tha nlight. wdemn of the Jegn, led Lo oo dinguosin of
atrople airrhonin of the Hvery 270 ozn, of Duld woro removad Froms he mhidomen, mad
afbae remiovad the fuluess in Che eplgratehong was found to be due W the hiped ege
minas prasingg down Lo within 8 em, of the navel, Phis mes, haed aend vounded,
wist contdnuoun with the vight lobg of the Hyer, Uhe fadd reaweamulntagd nnd the
pabient wdeswont, muneronn tappings, She heeame progressively wonkor, mind Lhe
hepatie tinnone nppenred Lo by nadergoing progressive diminution,

After having left the houpitnl abe wan readmitbod enely b danuney 180, dying
upon Januney Sith. The condition was thought to he one of ateophie cherbosis with
enlrgement of the loft Jobe,

Anlopay.- Ao of the leguy oxtensive pueiten with dinlended abdomen.
Upon opentng, the vinible intestine wore found conted with tymph 3 the ool
which was fatty and addemntoun was adheront {o the pareletos In governd plaeou.
The Hver presented numerous ndhesions, eapeelndly o the nlestined aud paronnd.
fngg orgrun, apecindly fn e roglon of gall-bladder, The vight lobo did not repeh Lhe
costal warging Lha loft oxtended just below the xyphold,  The organ welghed 1206
grammes, s grentast hrendbh wies 22 enn, the rights Tobe axpoeinlly being contrneteod
(brondth 10 cmL) 3 Lhis lobg was aluo dimindshed feom nhove downwuds, s Legih
bt 16,5 as comparad with 19 eme, of Lhe lefl Toba, Phe enpanle was Lhfekened ;
the upper aurfaee fadely sooth with, however, Hnepe fndentations, bt tha qder
uurfnes presentoad extemlve abnormaed lobules capecially in the reglon of the gall-
bliaddor and upon the elght Tobe, o thnd several muond! lobules of Hvortinme wero pro-
duend, and near Lo Who grllblivdder o enscoun nodyle Lhe size of o Qheet showed ko
endeftiention npon section,  The uwdor surfnes of the Joft, lobs showed numoerous
clentriees, vome distinetdy stiellnto,  The lnegont was glosg (o Lhe longHadina] anure
aned wan 3 om, in dlunater,

28
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Upon section the organ showed many small central scars, caseous gummata and
more or less diffuse and apparently recent fibroid change. There was further a
moderate amount of ¢chronic passive congestion and cholelithiasis with obstruction
of the cystic duct. The organ gave no amyloid reaction, and the spleen was large,
firm and tense, with thickened capsule. In addition there was fat necrosis of the
pancreas, brown atrophy of the heart, moderate atheroma of the aorta, slight chronic
pachymeningitis, emphysenia and bronchitis.

It will be noticed that the most extensive syphilitic change was in the neigh-
bourhood of the longitudinal fissure and round the gall-bladder. >

Yet another case of syphilitic liver with great thickening of the
capsule showed this same complication of peritonitis. In this case (a
patient under Dr. James Bell) there had been recurrent attacks of
appendicitis during the last four years, with much chronic fibroid
typhlitis, and the patient died -of acute peritonitis following opera-
tion. Although the liver showed numerous stellate scars with abnor-
mal lobulation, these were on the upper surface and there had been
no signs of hepatic disturbance. There were in addition moderate
arterio-sclerosis and fibroid syphilis of the left testicle.

CaseE VI.—The patient, a male, entered for recurrent appendicitis and died of
acute peritonitis following the operation Feb. 27th, 1836. Four years previously had
had illness with symptoms of appendicitis. For five or six weeks before admission
had dyspepsia, followed by right iliac pain beginning about Feb. 7th, kept at work
till the 12th. Operation: Purulent appendicitis with perforation, followed by gen-
eral peritonitis and death.

Autopsy.—Acute peritonitis with evidence of much chronic fibroid typhlitis.
Liver large, surface very irregular, owing to great irregular thickening of capsule.
‘Weight 2000 grams, numerous large superficial stellate sears with abnormal lobula-
tion ; greatest thickening about longitudinal ligament in front. On section, fairly
firm, a few smq,ll internal cicatrices ; portal vein and vena cava free; peripoital
glands free. Liver showed large periportal fibrous glands with thickened arteries
and atrophy of some liver cells. Spleen, large 155 grams, 12.5 x 6.5 x 3 firm, soft and
rather pale. Pancreas, heemorrhages and necrosis. “Other organs showed evidences

of the acute febrile disturbance with moderate arterio-sclerosis and its effects;
there was in addition fibroid syphilis of the left testis.

In the case of a male, wt. 75, the organ had the characteristically
puckered appearance and showed upon the anterior surface of the
right lobe a large convex cartilaginous plate, 9.5 x 7.5 em., or about 4
x 5 inches, associated with chronic thickening of the capsule, together
with numerous small eartilaginous plates elsewhere ; the left lobe did
not show much thickening of its capsule. The spleen, however, as is the
rule in chronic perihepatitis, presented a much thickened capsule. (In
this case there was very extensive gumimatous hepatitis with practi-
cally no clinical evidence of affection of the organ.)

CASE VII.—Of this patient, a male, @t. 76, under Dr. Jas. Bell, with cancer of
the tongue and general arterio-sclerosis, there is no‘history bearing upon the date o
infection. ' C -

Autopsy.—Emaciation ; rheumatoid arthritis of fingers; slight icterus; retracted
abdomen, abdominal cavity dry ; liver 1335 grams, 21 x 16 x 8 ¢m, rightlobe anteriorly
and inferiorly broken up into several small lobules ; at hilus five or six small acces-
sory lobules between a bean and a walnut in size. On anterior surface of right lobe,
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left superior angle, large convex cartilaginous plate 9% by 74 cm. associated with
<chronic thickening of capsule. Numerous small cartilaginous plates elsewhere on
the right lobe, the left also broken up into several lobules. On section, organ fairly
friable with here ‘and there small fibrous strands of tissue intersecting collections
of lobules. Spleen, capsule very much thickened, weight 240, enlarged 10.5 ¢ 7.5 x
5 cm. On section, soft, with slight fibrosis. Other conditions : Cancer of tongue,
arterio-sclerosis, sclerosed heart valves and coronary arteries, hypertrophy of pros:
tate, hydronephrosis, chronic interstitial nephritis, etc. (This case again shows
very extensive gummatous hepatms with singularly little clinical evidence of the
liver dlsease.) e

In two other cases, there were localised adhesions between the organ
and the diaphragm. These adhesions, however, bore no clear rclu,-

tionship to the areas of cicatrisation in the organ.

On the whole therefore I am inclined to regard diffuse chronic
perihepatitis as more a complication, than a direct syphilitic mani-
festation.

There is one further condition of syphilitic disturbance of the liver
in the adult to which I have only referred in passing, and that is the
development of large tumour-like outgrowths of the organ which are
so sharply defined that clinically the erroneous diagnosis may easily
be made of malignant neoplasm. These growths are distinet from
the bosses produced by the cicatrices of old gummata and subsequent
deformity of the organ, and under the action of potassium iodide, they
appear to undergo fairly rapid absoption. Osler in the work already
cited has deseribed very clearly one of these cases. So far as
I know, in the coarse lesion produced, there is nothing quite similar
to this seen in congenital syphilis. Microscopically however, the mass

" shows a condition not unlike that seen in the circumscribed areas of

fibrosis in the infantile liver. There may or may not be caseous or
gummatous change in the centre. There is however, much central

fibroid change with complete destruction of hepatic parenchyma, and

towards the periphery there is a more vascular connective tissue area

in which strands of liver cells are to be made out. The nature of Lhe

growth and the presence of these liver cells would appear to indicate -
that what we have to deal with in such cases is a focal syphi-

lomatous change in which, as the process extends from the centre,

there is, at the same time, a constant proliferation of the liver tissue,

and thus O‘mdually there is the development of a localised mass of new

tissue, in the main fibroid, but at the pemphery where bhe cha.nge is

not so extreme, there is' growmo* liver tissue. . - .

With this I have, I believe, mentioned-the ma.m mamiestatxons of
syphilis as they occur in the infant'and in the adalt, and.it will be
Seen

In the first place thaf the lesions occurring in the congenital and
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the acquired disease, are identical, and brought about by the same
process or processes.

That whether we have to deal with the disease in the secondary or
in the tertiary stage, the same processes are at work. That, if we
except those cases as truly tertiary in which we have to deal merely
with the fibroid remains of obsolete gummata, and again those cases
in which there is perihepatitis (which perihepatitis appears to be a
complication rather than the genuine and direct result of syphilis),
then we are bound to admit that the study of the liver alone would
indicate that no sharp boundary line can be made out between secon-
dary and tertiary syphilis. No more can we make out such a bound-
ary between secondary and tertiary tuberculosis.

While I and all others must admit the utility of recognising these
two stages, from an anatomical and histological standpoint one is.
forced to acknowledge that progressive syphilis is characterised by
the same succession of phenomena whether it be studied but a few
months or long years after the primary infection. Anatomically and
histologically there is no valid distinction to be drawn between:
secondary and tertiary syphilis.

It may be asked whether such a conclusion is not who]ly at var-
iance with clinical opinion and experience ? Upon the face of it, it is
—~—Dbut if the subject be looked into carefully, I think that such a view
will reconcile not a few of the divergencies existing among syphilolo-
gists. We have those (and they are the majority) who state that.
tertiary syphilis is non-infectious, and those who bring forward clear
examples of the production of infection five or ten ycars after primary
inocuiation of the disease. This difference can be Leconcﬂed if' we-
agree upon the following points : ‘

. That now-a—days under proper treatment, syphilis, if not a self-
lnmtmtr disease, is at least a disease which can be healed, so that.
many ot the lesions recognised as being tertiary syphilis, ave truly
the indications of the old healed syphilis, and not signs of progressive
or latent disease.

2, If the disease has not completely died out and remains latent,.
the resistance of the tissues of the organism is such that in the
majority of cases if it does not tend to light up again; therc is so con-
siderable a local reaction, that the infection and consequently the
spread of the process tend to remain strictly localised, and the germs
(which are probably of bacillary nature) do not become dlssemma.ted
through the blood. Thus neither the blood nor.the secretions contain
the virus.

3. In a very small number of cases; the reaction on the pa,rt of the.



ADAMI—ON THE FORMS AND STAGES OF SYPHILIS. 421

tissues may be so lessened, and the virus retain or gain so high a
virulence that either it causes ulceration, or in other ways becomes
disseminated and capable of causing infection even late in the ter-

tiary stage.

1 After reading this paper, Dr. C. A. Temple of Toronto, brought to my notice
an interesting example illustrating this point which he very kindly permits me to
note here. The patient, a vigorous blonde, contracted the initial lesion five years
before marriage, underwent mercurial treatment for four years, and later was
treated by Fournier's intermittent method, generally for from six to eight weeks'
twice a year. His wife a highly educated and cultured woman never showed any
symptom of syphilis. In the fifth year of marriage she became pregnant for the first
time, and, ten years after the primary infection of the husband, she aborted at the
seventh month, the feetus showing the typical facial charactcristics and a greatly
enlarged liver. The husband had always tended to have syphilitic eruptions if he
neglected treatment, and when last Dr. Temple saw him, after the abortion, there
were scaling circinate lesions on the abdomen and groins and ulecerating patches,
some ecthymatous, others healing, on both legs from the knee downwards. ;
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Hospital abuse is a familiar term in British and American cities, and
not unheard on the Continent. A different signification, however
attaches to the term now, than did in the early part of this century.
Formerly, the term “ hospital abuse,” “ asylum abuse,” “ prison abuse,”
intimated that the treatment in the institutions was unkind, inefficient,
unscientific. At present its meaning is altogether changed. The
term hospital abuse has come to mean, when applied to the public, the
seeking and acceptance of medical treatment from a hospital, by
persons who arc able but unwilling to pay for the same, and when
applied to a hospital, the treatment without any or only a nominal
charge, of those who are not fit objects of public charity.

Objection is raised by the giving public—the hospital supporter,
that monies donated by them are improperly applied, and by the
medical profession, that hospitals, sapported by the charitable public,
by treating free of charge, people who are able to pay, interfere with
their earning a livelihood for themselves and their families, and both
classes urge that the result is a lessening of self-respect and a lower-
ing of the moral tonc of those patients who are well-to-do.

Hospital abuse is a growing evil and has come to be one of the
social questions of our day. The welfare of our profession is being
seriously affected by the growing popularity of the out-patient depart-
ments of our hospitals. Complaint is made by members of our pro-
fession in many large English as well as American cities and the
responsibility for the evil put upon Hospital Boards, Hospital Medical
Staffs and the public. It is difficult, in fact impossible, to make very
definite statements as to the proportion of people atteading out-door
departments, who' are able to pay a moderate fee. One English
writer puts it as high as 40 per cent. The New York State Board of
Charities for the year 1897, reports as follows: <« While statisties are
often misleading .and deficient, there are good grounds for believing
that nearly 50 per cent. of the population of New York City obtains
practically free medical treatment. Dr. Wiggin makes the following

1 Read before the Montreal Medico-Chirurgical Society, May 9th, 1898,

” <
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statement in an article published in the Philadelphia Medical Journal,
April 28, 1898, that, prior to 1870, the number of applicants for
medical and surgical relief bore only the ratio of 1'5 per cent. to the
total population, as against the present estimate of 50 per cent. and
‘the number of applicants is increasing every year. In Montreal we
are suffering from hospital abuse but to a lesser extent probably than
in the la.rge centres in England and in the United States. I am not
aware of the existence of any statistics that I can place before you
but from conversations had with the members of the different hospi-
tal staffs and with general practitioners not connected with hospitals,
I am convinced that the evil of hospital abuse is with us, and in very
considerable proportions. A physician told me a few weeks ago that
he had visited the out-patient department of one of our city hospitals,
and to use his own words, “ fully half of the women present as patients
were better dressed than I could afford to dress my own wife, and
there were three fine seal skin jackets in the room.” The evil is not
limited to the out-patient department alone. In the public wards
peopie are seen who are known to be worth ﬁom ten to a hundred
thousand dollars.

Now let us try and find out if we can some of the conditions of
things which have led up to this unhealthy state.

First, I should say is the increased efficiency, comfort, attractive-
ness, even lusuriousness, of the medern hospital-ward. Hogpital archi-
tecture is now almost perfection. The public wards of a modern
hospital are warm in winter, cool in summer, well lighted by day and
night, perfectly ventilated, the beds are about the best, the food
abundant and of excellent quality, and the nursing such as only ‘the
wealthy can afford in their own homes. What more could any one
desire, except the exclusiveness of a private ward. It is not to be
wondered at that people flock to these hospitals, particularly when
they are invited to come “ without money and without price.”

Secondly, the rapid increase of hospitals in number and amount of
accommodation. The wealthy and liberal have felt that money given
to a hospital, almost any hospital, was well bestowed, The hospital
when buill und equipped must of course be filled, and but little care
has been taken to determine the suitability of applicants for publie
charity. Hospital managers have apparently taken it for granted
that the old time honour and 1ndependence of character still obtamed
and that the w1ll1ngness on the part of an applicant to accept free
hospital and medical charity was sufficient evidence that they were
needy and poor.

Thirdly, the increased number of hospitals has ngen rise, ver y
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properly and naturally, to a laudable rivalry, each one endeavouring
to attain the highest possible standard of efficiency and usefulness.
But emulation has not stopped here. Hospitals have become ansious
to excel also in the amount of work done, and in the number of
patients treated, until there has grown up almost as much competition
among them as among physicians for patients to treat.

Fourthly, the advances in medicine and surgery during the past
twenty years have increased the expense of medical and surgical
treatment. I need only to point out the increased expense of nursing.
The perfection of nursing now attained has rendered apparent the
want of it when it is not to be had. A physician to-day feels that he
cannot do justice to a case of typhoid or pneumonia without a trained
nurse. Trained nurses cost more than people of only moderate means
can afford, if the illness is at all prolonged. Hence another reason
for sending to the hospital. In surgery the same holds true to even
a greater extent. For a major operation there are needed proper
preparation of roowm, an ansesthetist, one or two assistants and one or
two nurses. Thus it is seen that the dividing line between those who
can and those who eannot pay is a moveable line and families who
could afford satistactory treatment in their own homes twenty years
ago cannot do so on the same income, to-day.

Fifthly, the spirit of the times in which welive. Thisis essentially
a commercial age. The acquirement of wealth, the love of luxury
and display, are the gods worshipped by large classes in the com-
munity. People will buy pianos, bicycles and good clothes, who leave
their doctor’s bill unpaid or go to the hospital to1 free treatment when
sick. And they will unblushingly accept medical charity before any
other. True they can put up with many of the necessaries of life
that are not the most expensive, and equally true that when ill they
cannot afford anything but the best medical treatment and the best
nursing, but this is not the principle that governs the actions of the
class to whom T refer.

Sixthly, the starting of the modem abomination, the private dlspen-
sary and hospital, by members of our profession for purely selfish and
personal reasons.

Lastly, hospitals dependent upon the public for support, must, to
avoid alienating sympathy and subscriptions,” sometimes, receive -into
their wards those who are very well ‘able to ‘pay. “For - mstance, a
large eorporation. a large employér of labour, skilled snd ‘unskilled,
contributes a handsome annual donation. This corporatlon naturally
expects that their employees when injured or si¢k shall réceive prompt
and proper attention. But when one of their foremen, earning per-
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haps several thousand dollars a year applies for treatment, the attend-
ing staff sometimes feel that the annual donation should not be
expected to secure free treatment for one so well able to pay. This
foreman very likely is earning more, many times over, than the phy-
sician who is expected tc minister to his needs. However, if objection
is raised, a perfect whirlwind of correspondence is started, to be
followed by explanations, and perhaps even apologies. This is not
right, and I hold that it is quite within our province to olject, and to
try to promote views more in harmony with equity and justice to all
both physician and patient.

Now, I think it will be evident to one and all that the blame for
the evil of hospital abuse must be divided. It rests not wholly on
the hospitals, nor on the medical staffs of the hospitals, nor on the
public. It is an outgrowth of the conditions under which we exist.
How can it best be remedied? The medical profession takes great
credit to itself for the existence of our beautiful and efficient hospltals
and “rightly so. It naturally follows then that we are responsible,
chiefly for the evil, concerning which we hear such loud complaints.
As physicians, as citizens, we should stand united in trying to arrest
this growing evil which is demoralizing in its tendencies and inimical
to the welfare of our profession.

It will be quite evident to any one at all familiar with the workings
of hospitals, that no one hospital can act successfully alone, in com-
batting this evil. Theve must be concerted action. If an applicant
refused treatment at one out-patient department can get the same af
another out-patient department without any inconvenient questions
being asked, no lessening of hospital abuse will be likely to ensue.

The suggestion of the London Charity Organization Society as out-
lined by Sir William Broadbent, is worthy of consideration. The
proposal in a word, is the formation of a Central Hospital Board.
The Board to be composed of representatives of the Management and
of the Medical Board of each hospital, together with a few general
practitioners who are not connected with any hospital. A Board
tormed on these lines would be thoroughly representative. It would
bring together the three great classes concerned, the hospitals, the hos-
pital medical stafls and the general practitioners. It would probably
be -well- to- have the representatives.of* the-latter class selécted from
districts. Each'man would. natura,lly bé’ inmlhm in.a. veneml way
with the population of his district, their ea,mmg power a,nd thelr

- ability to get constant employment, etc. .

The foxmatlon of such a Board would remove any. feelmg tha.t

might otherwise arise. It would do away with any misapprehension
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on the part of the public, that the action of the Board was prompted
by practitioners or hospital staffs at enmity with hospital work. This
is very important. Such a Board could employ an inquiry officer,
who could inquire into the circumstances of any cases referred to him,
and report to the Central Hospital Board.

I do not think that any one would desire that the first aid to the
injured should be interfered with. Our ambulances do a good and
highly appreciated work in rescuing accident cases and people pros-
trated by heat, or suffering from poisoning, and bringing them quickly
to the various hospitals where appropriate treatment is immediately
available. But after the first aid is rendered those able to pay should
be referred to the personal or family physician.

In regard ‘o nursing, which is an expensive luxury—or more truly:
an expensive necessity in many cases, and one of the factors contribu-
ting to the increase of hospital abuse, the establishment of the district
nursing by the Victorian Order of Nurses and by others will be most
helpful. In this way the aid of the trained nurse can be obtained
once a day or oftener, to give a bath, assist at a surgical dressing, or
to instruet willing home helpers in the care of the sick.

One other point and I will close. I cannot but feel that hospitals
should confine their ministrations to the poor. I believe there is no
dispensary that does as much harm as the one that collects 5 cents or
10 cents from each patient. The pauperizing influence of that method
in my opinion exceeds by far the out and out free dispensary. In
hospitals, the acceptance of 50 cents a day from a patient for what
costs over $1.00 makes a patient feel that he is under no obligation to
any one, either the hospital or the medical attendant, that he has a
right to what he gets because he pays for it, and that he is perfectly
at liberty to return on any future occasion for treatmnent on the same
terms. ’

In my opinion it would be better if the hospital ministered to the
needs of those who could not pay anything and to no other. Private
enterprise may be trusted to see that those who can pa,y are not
allowed to suffer.

It is the pay patient and the private ward patients that set the
fashion, and popularize the hospitals. Once the hospitals are popular-
ized, as soon as it beecomes “ the correct thing” to go to the hospital
when ill, the next step is naturally and easily taken, viz, to get there
as cheaply as possible.

I have tried gentlemen, to put this question before you in a true,
broad and generous way, and I hope that in any discussion which may
follow, general broad principles only will be dealt with. Itis a very
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complicated question. There are many different interests to be con-
sidered, and only by avoiding anything that might give offence to any
one of those interests can good be got out of this evening’s deliberation,
Our society is very representative. It is made up of members of hos- ,
pital managing committees, hospital medical boards and general prac-'
titioners. None of us wish harm to our hospitals, and none of us wish
to put any obstacle in the way of their efficient working. Let us.
strive together to evolve some scheme, that will root out.the tares .
without injuring the wheat. ' ' '



ON MILK DIET IN TYPHOID FEVER.:
BY
H. R.'%MACAU#AY, Student in Medicine.

At the outset I wish it to be clearly understood that I am basing
my remarks more particularly on the routine practice of our larger
hospitals, and so far it will, I think, be granted that the course of
treatinent pursued at our Montreal hospitals is in line with that
ennpl()) ed in the hospitals throughout the medieally civilised world.
It is at the larger hosplta,ls, thb centres of clinical study, that the
young medical ldea is formed, and therefore any routine trcatment
there observed is apt to be very generally adopted by the profession
at large.

I have thought it wise to contine my ideas to this “ routine treat-
ment,” as in so doing I will have something tangible on which to base
my remarks. ,

Practically the milk dieting at all these hospitals is the same. The
patient is given at least three pints of milk during the twenty-four
hours. This  quantity of milk is given to the patient in two-ounce
doses or more, at periods of two hours apart. If the patient is awake
when the clock’s hands point to the expiration of two hours he gets
his milk. If he is asleep he is allowed to remain so, unless in very
exceptional circumstances, as when the attending physician does not
think he has taken sufficient nourishment.

Now for some statistics as to the results in cases that were so dieted :

In 1896 the Montreal General Hospital had 93 cases with seven
deaths, and of these, three were due to perforation.

In 1897 to date, Sept. 1897, the Montreal General Hospital had 54
cases with fowr deaths, and of these, two were due to perforation.

During 1896 the Royal Viectoria Hospital treated 60 cases. No
deaths, but, eight relapses.

I was una.b]e to get the percentage of 1elapses at the Montreal
General Hospital.

These results are certainly highly satisfactory, are they not? It is
enough to make one wonder whether with such a small percentage of
deatlis in this disease, the acme of both scientific and dietetic treat-
ment has not been reached, and whether the milk dies as prescribed is
not such that it cannot be improved upon.

¥ Being the introduction to a discussion upon * Treatmeunt in Typhoid Fever” at
a meeting of the McGill Undergraduates’ Medical Socicty, Dec. 3rd, 1897.
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Now, hefore going further, I would wish it to be fully un.derstood
that I am not decrying the use of milk in typhoid altogether. That is
not my position ; far from it. Without milk we wonld be depriveld
of possibly our greatest boon as an article of diet for the sick generally,
including those suffering from typhoid ; but what I do contend is that
our diet in a typhoid case should not be so restricted. That it should
not be confined to milk alone, milk every two hours, to-day, to-mor-
row and the day after: nothing but milk this week, next weck and
the week following. ‘

Let us consider brietly some points concerning cow’s milk as a diet:
I will not weary you with details as to its chemical composition ;
suffice it to say that it contains all of the elements necessary to main-
tain life—infant life. The infant thrives and grows upon an exclusive
milk diet, but what about the adult—the young man and young
woman with typhoid ? They have advaneed beyond the infant stage.
When in health, previous to the attack, their food has been varied.
Appetite and hunger have gone hand in hand, and what they have
heen accustomed to eat hes been guided greatiy by an acquired liking
for this or for that form of food. Milk as a diet has been discarded
long ago, and by a great wmany is either not taken at all or only as
an occasional glassful at meal time ’

In such eases are we justified in reducing the bill of fare, und that at
once, to an exclusive milk diet 7 Is milk the food pur excellence in
these cases to the exclusion of all others 7 To-day it is the generally
accepted jdea that it is.  Such men as Prof. Qsler, and others of light
and leading in medicine advocate it, and our respect for authority is
so great thas if onr thought has not been specially given to any matter,
we naturally accept and follow their advice; for we know that in
general we cannot do hetter. ‘ ‘

Milk, the exponents of the milk diet say, is a perfeet food, it is a
complete food, so vasily absorbed, so readily digested, not apt to cause
castro-intestinal disturbances ; and is, therefore, the food to give above
all others If T could concur with these statements there would be
no oae more ready 1o say “amen” to the dietiag of all cases of typhoid
with 1milk, and wilk only, than I would be mysulf ; but these state-
1nents I challenge.

Dr. Win. Thompson (1 refer you to the Text-hook of Medical Scicnees),
in an article on milk, mentions that milk contains all of the elements
necessary for maintaining life, but—notice that but—that these ele-
ments, more particularly the nitrogenous clements, and the carbo-
hydrates, are not in proportions such as are necessary for adult life.
Milk is rich in nitrogenous material, and not so rich in carbohydrates.
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and, he continues, the system in health requires for daily consumption
18.3 grammes of nitrogenous material, and 3.28 grammes carbohydrates.

To get the sufficient amount of carbohydrates such a quantity of
milk has to be taken that the nitrogenous elements are in excess, and
Dr. Thompson goes on to say that, because of this inequality, if a
healthy person be put on an exclusive milk diet there are apt to
develop in a short time a great nausea, a great loathing for the milk,
and very often gastro-intestinal disturbances. .

Exponents of the present milk dictary may argue that in typhoid
fevers there is a greater demand for nitrogenous material, and that,
therefore, this inequality in proportion is greatly overcome, and, be-
cause of this, milk is not so apt to disagree with the stomach. This
argument is good, and I would agree with it to the extent that I
believe the fever, by increasing metabolism, has greatly modified the
demands of the system, and made the stomach and system generally
more tolerant of milk; but, after all, is it not merely a toleration ?
In the great majority of cases, on inquiry, do we not find the same
nausea and the same loathing for milk that we are told a healthy per-
son will develop if put on an exclusive milk diet; is there not a great
desire for something else? I have found it so with the majority of
those I have questioned.

We are told that more nitrogenous material is necessary in the
fevered state. That is granted. But another question is: although
necded, can the weak and diseased digestive and absorbent systems
attend to the absorption of the same?  That I very greatly doubt. Do
not forget that from 86 to 88 per cent. of cow’s milk consists of water,
and in this connection we also kuow that the fevered system requires
this water, and therefore this portion of the milk is apt to be readily
absorbed. But what about the nitrogenous material ? Is it so readily
taken up? Theoretically, we are apt to think it is ; practically, the
typhoid system shows ro affirmative sign. We daily see the patient
becoming weaker and more emaciated for the first two or three weeks
of the diet. To a certain extent it reminds me of the old adage, “onc
man may lead a horse to water, but ten men cannot make him drink.”
Of course, the progressive emaciation is due to the direct action of
the typhoid virus ; what I fail to see is that it is arrested or lessened
by the exclusive milk diet ; on the contrary, I am inclined to think
that it is accelerated,

Confine the diet of a healthy, strong man to milk entirely, and what
will be the inevitable result? Life may be maintained for some time,
but with this infants’ food the strength of the adult is bound to be
reduced, and, reasoning from this, I cannot but believe that we, with
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our exclusive milk diet to the pabient, in reality help to bring about
and keep up that typhoid condition of weakness which we see in all
our typhoid cases. '

Now let us look at another feature in this dicting, and see if we can
agree with the milk diet as presented on this point. Among the first
symptoms of typhoid fever are nausea, vomiting and loss of appetite.
It would seem as if the system, knowing that a rest was needed for
the whole of the alimentary tract, actually refused to digest what was
already in the stomach, and, in the most emphatic way possible,
showed to us that it demanded this rest.

In all acute inflammations rest to the part diseased is laid down as
one of the cardinal requisites to a speedy cure. Notice how this rule
is followed out in surgery and in medicine. Let any one of us seri-
ously injure an arm or have an acute inflammation of any sort on the
arm. Do we not immediately give that member rest? We do so for
two reasons. The first and most imperative reason is because of the
pain produced by movement; and another reason, but one not so
much thought of at the time, is because we cannot use that arm as
formerly. There is a loss of function of the inflamed member. Be-
cause of these two reasons we instinctively, of our own accord, give
the diseased arm rest, absolute rest. The surgeon when called in, by
his bandaging, helps us to keep it at rest, and thus assists and follows
out nature’s promptings. - -

One more example: In pleurisy we have another acute inflamma-
tion, with intense pain. Here we cannot give absolute rest. to the
inflamed surface, as we cannot cease to breathe. The interchange of
gases carried on in the lungs is imperative to life. and cannot be
stopped, cven for a few minutes, without dire results. But note the
condition we find in pleurisy. As far as possible the sufferer keeps
the abdominal muscles tense and breathes very superficially with the
upper lobe, keeping the lower portion of the lung, where the pleuritic
pain is most severe, as quiet as possible. By doing this he gives him-
self least pain. This is done instinctively, really without thought on -
our part. The physician recopying nature’s plan of treatment assists
her by strapping the side, so that expansion of that part cannot occur.
It gets the rest needed.

Now, to return to typhoid. The seat of the trouble is in the
alimentary tract. This-is seriously .diseased and has demanded -rest—
rest to both digestive and.absorbent systems. -It‘is no longer ablé to
digest as formerly. It has actually refused to digest what was at the
time in the stomach, and enforces this: point by taking away the
patient’s appetite. Surely these indications tell us plainly enough
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what course nature wants for the time being to pursue. Would we
not be doing wisely in listening to her and helping her, as we do in
both injuries, and other acute diseases such as I just veferred to ?

We must not forget that the patient’s system has resources stoved
away to be used on just such occasions, and when the system tells us
that she intends to draw on this reserve, because of the weak, diseased
digestive tract, why not let her do so until the stomach rights itself
sufliciently to demand food? That to me would seem the rational
plan, and the plan in keeping with owr other treatments, but for some
reason, Which the exponents of the milk diet will possibly explain, it
is not the course pursued in the treatment of typhoid. In fact the
reverse is the course pursued, and tlie unfortunate stomach is asked
to attend to a dose of wilk every two hours. '

Just at this moment we might find it instructive to look into the
condition of the stomach and see how far it is able to assimilate this
milk. Dr. Beaumont, who was able to examine daily the stomach of a
young man who had a fistulous opening into that organ, resulting
from a gunshot wound, found that “in febrile diseases very little or
no gastric juice is, secreted, so that food taken at that time is not
digested.” Sir William Roberts, in his work on Digestion and Diet,
mentions that “in the seriously sick there is neither pepsin nor acid
in the stomach to curdle milk.” This is the condition of the stomach
into which the milk is put.

Milk in the healthy stomach, with normal secretions, curdles
quickly, the casein forming into solid masses, which in turn should be
broken up by the gastric juice = Without this gastric juice and acid,
how is the milk to he digested ? If not digested, of what benefit is it ?
What about nitrogenous elements which we are told are assimilated ?

Or to look at the matter from another point of view. Milk nor-
mally in the healthy stomach takes three hours for complete digestion
I confess this was a poser to me when T read it. Milk normally takes
three hours for complete digestion, and here to this diseased diges-
tive tract we have it ordered every two hours! Surely we do not
believe that the weakened system, and particularly the diseased gastro-
intestinal tract, possesses increased digestive properties for the time
being ? This would be a “reductio ad absurdum.”

Then, if we admit that the gastro-intestinal tract is particularly
weak, as is really the case, are we wise in ordering milk every two
hours? Befotre the one dose is disposed of the next is on top of it.. I
leave this thought with you, only wishing to impress on you the point
that the stomach has demanded rest, that {rom practical examinations
of a stomach in a febrile state, this rest is shown to be absolutely
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necessary, the stomach not giving forth gastric juice and pepsin
necessary to digest milk. That instead of this rest, milk is presented,
a dose every two hours, while even in a normal condition the stomach
requires three hours for its complete digestion. Remember these
points and draw your own conclusions xeamdm« the wisdow of this
dieting.

To continuc regarding the digestion of mwilk. We find that ecither
in the stomach or duodenum (Sir Willium Roberts says in the
duodenum because of pancreatic juice) it-—the milk—is broken up
into a whey and a casein, which latter is practically a tough cheese.
This, in the weakened condition of the patient, is very difficuit of
digestion, and very, very little of the proteid matter is changed into
peptone. These hard masses of casein mat together and pass down
the intestine as one hard mass, constipating the patient, and requiring
enemata for their removal in the great majority of cases; this, too, in
spite of the line water and soda which has been given fo reduce the
size of thesc masses of casein,

In connection with the amount of hard excrementitious matter
given off by the milk diet, I should like to quote Rubner. He found
that even in health an exclusive milk diet gave a greater Lulk of
freces than an exclusive diet of roast beef or eggs.

Let me emphasize this point. All this casein is formed either in
the stomach or in the upper part of the small intestines, so that as a
bulky mass it ‘has to pass over the particular site of the lesions.
This surely should score a point in favor of other dict. Remember
the irritable condition of the ileum, with its inflamed, projecting
Peyer’s patches, which may in places be ulcerating or sloughing.
Remember this condition, and we cannot but admit thn,t ev u\thmrr
tending to bulkiness of excreta should be, as far as posmble wpl.u.ud
by a diet giving less bulky, and, therefore, less irritating faeces.

Another feature about milk diet, and one that should give us no
uncertain index as to the condition of the stomach, is the condition of
the tongue and teeth. Look at the coated tongue. Notice the sordes
about the teeth, the very foul breath. Those conditions, bad at any
time, are always most pronounced when the febrile state is highest, and
are so offensive that the mouth has to be kept washed with an anti-
septic wash. These features clearly indicate the stomach’s condition.
Yet, although we cleanse the out51de of the cup, mefaphorically, by
cleansing the ‘mouth, we take 1o steps towa.rds remodymrr the con-
dition of which this‘is merely a symptom. We merely advise ariother
dose of the cause in two hours:

Occasionally, at the hospitals, there are typhoid patients with

' 29
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whom milk disagrees at the commencement of their treatment to such
an extent that the stomach rejects it. In these cases it is the rule to
change the dict for a time at least. Here the physician recognizes the
wisdom of attending to the dictates of nature, and some more suitable
food is given until milk will remain on the stomach, and then the
same milk diet is prescribed to him as to other typhoid patients.
Here I think we may raisc a question. Are we wise in following the
dictates of nature in this particular case 2 Milk is given, the stomach
rejects it, and the diet is promptly changed. I thlnl\ we will all
agree in the wisdom of making the change. But let us carry the
coursc of reasoning a little further. Here are two patients. The
stomach of one rejects the milk and his diet is changed. The other
one is nauseated, but the milk remains on the stomach; he gets the
milk diet. The difference in the nausea between these two cases has
been one of degree, yet notice the difference in the latitude allowed to
diet. Might we not rightly reason that if it is beneficial in the one
case to give what best suited the stomach, that the same rule would
be equally beneficial in the other case, where there was a loathing of
the milk, although the nausea was not quite strong enough to cause
a rejection? Look at this from an unbiased standpoint, and does it
not occur to you that the dictary line is pretty tightly drawn in the
case of the nauseated patient ?

Another side to this question of following nature’s lead presents
itself, when, during some stage of the disease, the sufferer craves some
particular food. I here refe1 to a real hunger, and not to a morbid,
changeable fancy such as mlght be expxessed when the cerebral func-
tlons are disturbed.

If we recognize and apprecmte the wisdom’ of nature on the one
hand in objecting to a diet that does not agree with the stomach, why
should we on the other hand think she has grieviously erred in her
desires. It does seem to me that just here a little more latitude might
be allowed. It is merely following up the course of reasoning I com-
menced with when speaking of the stomach demanding rest. The
weakened stomach is now able to dlstmwulsh between whu.t is accept-
able and what is not.

To a great many this may seem rank heresy. Yet, remember in all
acute diseases, the nearer we get to nature’s methods, and the more we
help her in her ways mstead of running .counter to them, the more
nemly are we getting to correct trea.tmont ‘Let’ e, lllustrate my
meaning. We do not havé to go back so very, very far béfore coming
to the days when physicians, conscientiously bélieving they were
doing the correct thing, would refuse a fevered patient a drink of cold
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water. They could have water with the chill off—that insipid,
unrefreshing drink that we none of us care for, and for which the
fevered systein evinced no craving—but no cold water. That was con-
sidered dangerous. Now, in happier days, we see the folly of those
times, and O'Ia.dly give what nature advises, allowing the patient as
much cold water as he wishes, recognizing its beneficial therapeutic
effects. In view of this fact, that the leaders of the profession, not so
many years ago, committed a grievious error in ignoring the demands
of nature with reference to giving cold water as a driuk, is it not pos-
sible that the leaders of the profession to-day arc making a similar
error in ignoring the demands of nature with respect to giving of other
foods than milk. Fifty years ago physicians were not infallible. Are
we so to-day ¢

I leave this thought with you, merely quoting a health maxim
bearing on this point: *“Itis a universal rule in health, and with a
very few exceptions in disease, that that is best to be eaten which the
appetite craves or the taste velishes.”

To this my opponents may bring in the objection so much raised
that any change of diet is liable to cause a relapse, and they will on
this point quote many so-called instances. They may tell you that,
following some slight change in diet, the temperature has risen, and
the patient has once more to undergo another attack of the disease,
and all due to some change in diet. If any such statement is made I
want it proved. ‘

In these cases I admit there is a coincidence in point of time
between the relapse and the change of diet, but that the one has been
the result of the other is by no means certain. The real cause of the
relapse is not.understood. We know from the rise in temperature
that the reinfection has occurred, but there our knowledge ends.
This being so, are we justitied in coming to any such hasty conclusion
as that because there is an apparent connection between the time of
some change in diet and a rise in temperature, that necessarily the one:
is the result of the other ? How does the change in diet cause a reinfec-
tion by the typhoid bacillus? In this connection how is the advocate
of the milk diet to account for the relapses occurring where the patients
have been fed strictly on milk and have had no change of diet? For
such a case there is no ha.ven of refuge. As a oeneml thing we do
not hear so much- of these cases. They qre not helalded a.bload wn;h
the same vigor as.are’. ‘ the unfortunate cases thiat -are;. sa.ld 0 be
due to a cha.nO'e Ain; diet, yet I will: shmtly quote. ‘some’ ﬁgures—
the only ones I could find in medical journals for 1897—-and ‘these
give a much- less percentage of relapses following a more hberal
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diet than those I bave already quoted, where the restricted milk
diet was enforced.

Just now, however, while at this point of “change of diet,” which
our restricted diet friends tell us is the cause of so many relapses, I
would like to draw their attention to what might be considered an
error in their treatment, if they in reality believe the relapse to be:
due to a change in diet.

When the patient primarily came under the physician’s observation
he had a temperature that was higher than normal, the disease was
cstablished, yet what was the first thing advised? A sweeping
change, no ordinary change, but a sweeping change in diet; every-
thing he has been accustomed to is denied him. and he is ordered
nothing but milk. I can nowhere find any remarks bearing on this.
point, but it a change in the diet, generally comparatively slight, can
cause a relapse, sometimes even when convalescence is established, (in
eight days after temperature was normal, in one case at the Royal
Victoria,) I do not sec how a change, particularly such a radical one,
can act so very diffevently in the carlier or initiatory stage of the dis-
easc; only at this stage we would not look for nor speak of a relapse,.
but we might 1easonablv expecet to find an increase in the severity of
the symptome. Is not that just what we do find ?

Another point in regard to reiapses is this: The patient has been
reduced from a strength-giving diet to an infantile one; surely this.
weakening diet should malke the system more liable to suffer from any
change in diet later on.

A third point is that these relapses in hospital practice very fre-
quently follow when the patient has eaten some tit bit that has been
smuggled in by his or her friends. They (the friends) out of sym-
pathy have brought something, and the patient has eaten this some-
thing ; following thls the temperature rises, and the cry goes forth
that the change in the diet was the cause of it. Admitting for argu-
ment that it was the cause, have we not by our own weakening-
dietetic treatment predisposed to it ?

In a case such as this too distinct a line cannot be drawn betweena.
craving and a friend’s tit bit. After some weeks on a milk diet one:
would have to be very careful what change was made, because of the
weakened condition due to the typhoid a,nd milk combined. .

I have already mentioned that no cause- is a.ssxo'ned to thosé relapses
that occur where milk only has been given. The reinfection: has
occurred, but how ? Might we not a,sk ourselves if the milk itself
was not tre cause. We know that the milk of the cow is susceptible
to any change in the diet of the cow, and that many of these diets
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impart to the milk some of their peculiarities. Is it not quite within
the range of probability that the effect of some of these peculiarities‘
on the bowels may he deleterious, and that the resisting power of the
ileum, already much weakened by the fever and our milk diet, be
thereby lessencd ? To this couple the fact that we have no hetter
calture medium than milk for the developmient of typhoid germs, and
we may get an insight into how a reinfection is made possible, where
the unfortunate “change of diet” ery cannot relieve us from further
investigation.

Regarding perforations, I will say nothing further than to remark
that perforations are now not considered as being due to the change of
diet. We are told that a relapse may occur but not a perfora,tlon
These perforations are usually found at the boitom of small, deep
ulcers, and are believed to be due to ulcerative and necrotic changes
that occur gradually.

Dr. Peabody, of New York, writing on diet in typhoid, tells his ex-
perience. I quote in full: “ We are accustomed to have too great- a
dread of doing harm at the site of lesion in the ileum in typhoid fever
by giving solid food. If I am correct in my opinion as to the inference
to be drawn from hunger in a fever patient there is even less likeli-
hood of causing damage to an uleerated ileum by giving divided egg
or heef or chop to such a patient than by giving him milk, and my
experience seems to justify the inference” . . . . “It has been
my practice for years to allow albuminous foods of these descriptions
to such patients, even before the fever leaves him, under these condi-
tions. I have at present under treatment several patients with
typhoid tever whose temperatures reach 101°, 102°, 103° F. daily,
who are hungry, and who are receiving such solid foorl once a day.
So far as I am aware I do not have a larger percentage of relapses or
hemorrhages or other complications or accidents in my practice than I
did before I adopted this plan, or than my colleagues do who have not
yet adopted it.”  (Medical Record, Nov. 26, ’92.) These words are so
plain that I refrain from commenting on them.

Dr. Barrs, an advocate of a more generous dict in typhoid, quotes
thirty-one consecutive cases that he treated much as does Dr. Peabody
Of those thirty-one cases all recovered ; two had relapses. Does this
not compare well with the statistics of our own- hosplta,ls .under the
milk regiine ?

Dr. West in an artiele in the C’umaclco Lamncet criticising Dr. Bar’s
remarks, believes the percentage of relapses is too high, but gives no
comparative statistics. I have furnished them. Had Dr. West had
them he would have found them a *boomerang.” Dr. West believes
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strongly in the wmilk diet. In the commencement of his article he
says: *“In the febrile stage it is important, first of all, to find out a.
diet which suits the patient. Milk is the simplest diet, and fortunately
it suits most people, but not all. If milk cannot be taken the diet
must be modified, and this or that form tried until one is found which
agrees with the patient. Assoon as the suitable diet is found it should
be continued and not changed without good reason.”

This is & good common sense argument, and in the main I take it
as such. The only objection T offer to it is that he does not in all cases
allow the system to dictate, instead of first of all trying milk and
then, it that does not agree, casting about until at last he hits on some
diet that the system says is suitable, by not rejecting it. I also objeet
to his asswnption that wilk agrees with all persons exeept those with
whose stomach it disagrees sufficiently to cause rejection.

A little further on in the same paper he practically agrees with this,
for he writes: “If I come to a patient and find that patient upon a
diet that suits him, althoug!s it might be one which I would not inyself
have oﬁwin:ﬂly selected, I should not change it if the paticnt were
doing well.”

Consldexmrr that Dr. West is a milk feeder, and that his article was
in criticisin ot a physician preseribing a more liberal diet, this last
statcment is remarkable. I take it that when he wrote that senti-
ment he had more particular reference o injuring from a change of
the diet, as in another paragraph,in writing on the change of diet, he
says: “There is no evidence that the food itself produces perforation
or any other morbid prucess except the relapse, and then all the acei-
dents may oceur which are met with in the original disease.”

One other remark regarding the milk diet in typhoid and I have
tinished. In preseribing an all-milk diet are we not subjecting the
patient to the chance of future disease from certain germs that may
be in the cow’s milk, notably tuberculosis? In typhoid the great
safeguard against the infection of the alimentary tract by tubercle
bacilli is removed. The acid seeretion of the stomach is either nil or
very weak, not sufficiently strong to digest properly, so that we may
confidently expect, if there are any tubercle bacilli in the milk, they
will pass unharwed into the intestines. But in case the acidity may
be too strong we overcome this as far as possible by adding an alkali
to the milk. Let the bacilli once get into ‘the mtcstmes, would 1t not
be comparatively easy for them to enter the, system through the diseased
and weikened mucous membrane, and, hmmcr once rrmm,d a foothold
may they not, later on in life, be the cause of that dread disease,
tuberculosis ?
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You say this is a remote possibility. I grant it; but,in the follow-
ing up of my subject, the remote possibility of eausing trouble by the
milk diet as preseribed nowadays should not be overlooked. And, after
all, the possibility may not be so remote as we are apt to imagine.

A closing remark: The articles one reads in medical journals today
are nearly all in one strain. It is milk diet, exclusive milk diet,
nearly all along the line; yet, with all this writing, we get no com-
parative statistics.

Dr. West, in closing his article, says: “Ido not think this question
should be treated as an open one, as if it had not been seriously econ-
sidered hitherto, for the current opinion is really the outcome of a
multitude of observations conducted without bias for a number of
years and all the more trustworthy because no attempt is made to
prove it by figures.” I do not like the sentiment. It is too much
like muzzling honest inquiry and research. Remember that as pro-
professional men we must, sometimes at least, think for ourselves.

Here I have have given you some results of a more liberal diet in
typhoid and some objections to the all-milk diet, and some reasons why
a more liberal diet might be adopted. Remember that we are reach-
ing towards the acme of perfection in the treatinent of any case when,
in obtaining satisfactory results, we have employed methods that have
been most aceeptable to the patient.

I believe that the time is coming when all typhoid patients will be
more generously dieted. Let the day be hastened.

Sinee writing this article I find that the concensus of opinion of the
physicians at both the Montreal General and the Royal Vietoria Hos-
pitals is that the change of diet made with care has nothing to do
with the relapse. The cause at present is not known, but it is not
belicved to be due to the change of diet. I trust that before long
this view will be generally accepted as correct. That it is not univer-
sally so aceepted as yet is proved by Dr. West’s statement to an
interested public that: “ There is no evidence that the food.itself
induces perforation or any other morbid process except the relapse,”
ete ete. The idea of the relapse being caused by the change of diet is
now considered erroneous. Now if this be so, that the change in diet
does not cause the relapse and does not induce perfor a.txon nor any.
other morbid process, what under the sun is it to,eause that \s ill be
bancful ? :



REMARKS UPON A NEW DIFFERENTIAL STAIN FOR FAT;,
SUDAN Il -
BY
ALBERT G. NicunoLLs, A.M., M.D., —
Demonstrator of Pathology in Mc¢Gill University ; Assistant Pathologist t,o the
Royal Victoria Hospital, Montreal.

During the past few weeks I have been making trial of Sudan III,
a new staining agent which has the power of staining fatty tissues
without atfecting other portions of the preparation.

This stain is an amorphous powder, having the formula C,H,N,0,
a disazo-body, of a brick-red colour, which is soluble in aleohol, xylol,
ether, and the various aromatie oils, while 1t is insoluble in water and
glveerin. - Daddi, of Turin, in 1896, found when he fed animals upon
oil impregnated with Sudan IIIL, that after the animals were killed
the adipose tissue alone took up the stain and the method of absorp-
tion could even be traced. Hermann Rieder in the Deutsches Archirc
I Klinische Medicin, (Dec.. 1897,) applied the new agent to microscopic
sections with success. He was able to determine that the larger fat
particles stained a scarlet, while the smaller ones where more of a
golden colour, the stain being definitely selective. He states that the
method has great value in the determination of fatty infiltration or
degeneration in parenchyinatous organs, for the examination of milk or
colostrum, sputum, feeces, in lipemia, lipuria, or chyluria, and for fatty
casts. Rieder advises that the tissues should be hardened in Miiller’s
fluid and clarified and mounted in glyeerin. Absolute aleohol should
not be used. After hardening, the tissues are cut upon the freczer
and then stained in a solution of Sudan IIIL made as follows : Ninety-
six per cent. aleohol is saturated with the dye and filtered. To this is
added two-thirds of its bulk of fifty per cent. alcohol, and the solution
again filtered. Sections are left in this for a few minutes, washerl
in seventy per cent. aleohol, the excess removed with filter paper and
are then examined in glycerin. A preliminary stain of hiematoxylin
may alzo be employed. .

From a short experience of this stain I have been able to corro-
horate most of Rieder’s statements, and with a small wodification of
his method have obtained very good results. The method I employ
is to harden small portions of suspected tissue in 10 per cent. formalin.
These then can be cut upon the freezer in an hour or two, and very
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good thin sections are the result. The sections are placed in hwema-
toxylin till stained and then allowed to stand in tap-water. They are
then transferred to the solution of Sudan III for three minutes,
washed in weak aleohol (60—70 per cent.) and mounted in Farrant’s
fluid. This produces very clear and permanent preparations. Zenker's
fluid or sublimate may also be used to fix the tissues. So far as I
have observed, the stain is absolutely selective for fat. Bacteria arve
not stained by it, but it might be ewployed to determine fatty particles
in their bodies. Myelin is faintly tinged by it, but by no means so
markedly as fat.

To stain fatty casts the urine should be centrxtucrahsed the sedi-
ment should then be mixed with 3 to 4 c.em. of dlsbllled water and an
equal bulk of the Sudan IIL solution added. This is then diluted
with an equal bulk of absolute aleohol and again centrifugalised, and
the sedimaent examined under a low power. The fatty particles are
stained and look like red granules on the cast.

The method may also be applied to blood work. It is very impor-
tant that the coverslip should be absolutely free from grease. The
tilm is fixed for 13 minutes in formalin vapour, and the stain used as
before. A subsequent immersion in hematoxylin for a few moments
is valuable to Lring out the nuclei of the leucocytes. The alpha-
granulations are not stained, thus affording an additional proof that
these hodies are not fat. I have also failed to stain the neutrophile
granulations by this method.

Altogether I believe that in Sudan III. we have a valuable addition
to our laboratory equipment, for it possesses distinet advantages over
osmic acid. For rapid work osmic acid is often cinployed, but it
results in a dirty black smeary specimen, which is very unsatisfactory,
and even when Fleming’s mixture is used, unless the portions of tissue
are very swall they are very unequally stained, and in iaboratories
the solution is rarely in good working order. Osmic acid also tinges
other bodies besides fat. With Sudan 1IL the preparations are clean,
clear and distinet, and the finer structure can be readily studied, very
pretty pictures being produced. The tint is also readily distinguished
from brown atrophy or other forms of pigmentation. Care should be
observed that after staining all excess of stain is washed away, and
also not to mistake in the ﬁumhed tissues fat droplets which have
been misplaced in the process of cutting for a local fat invasion. For,
gross work at post-mortems only moderate results can be expected; and
in my hands it has has not proved satisfactory..



POST-MORTEM EXAMINATION 1N TWO CASES OF OHOREA
CHOREA INSANIENS AND CHOREA MAJOR
IN INSANITY. '
BY
W. T. CoxxELL, M.D., M.R.C.S., Exs,,
Professor of Pathology, Queen’s University, Kingston.

Cases of chorea are rarely fatal and when so, death is from exhaus<
tion, Ly accident traumatic or pathological, or when complicated with
other diseases or accompanied by mental symptoms of a maniacal
character. Cases being so infrequent, I wish to place on record these
two cases of chorea major; one of which would come under Osler’s
classitication of chorea insaniens, the other, a case of chorea major
oceuring in an 11sane patient.

Case I.—For the clinical notes of this case I am indebted to Dr.
Croskery, late House Pliysician to the General Hospital, Kingston.

Alf. R, wt. 17, apprentice plunber.

Fumily history.—Patient comes of a “neurotic” family. (Epilepsy)
Otherwise no family history of disease.

Persvnal History—Patient has had no previous. illness so far
as can be learned from parents. On April 9th, 1897, on returning
from work he developed a peculiar train of neurotic symptoms.
irritability of temper, erying alternating with loud fits of laughter,
and- other hysterical manifestations. A physician was called who
placed him on valerian and bromides. No movements were at this
time detected.  Two days later, however, decided inuscular movements
set in, the other symptoms persisting, but in milder form. The move-
ments grew decidedly worse till on the 16th he was ordered into the
hospital, but was not removed till the following day. He was
admitted into the hospital at 4 pam. on the 17th. When admitted
muscular movements were incessant over entire body, least marked in
face. He was incapable of any progression and could neither sit nor
lie. His countenance was dull and stupid, and wouth wide open.
Respiration 24, Pulse 88. He was given, with difficulty, pot. brom-
ide 20 grs, choral 15 grs., by mouth, without the slightest effect. At
8.30 p.m., he secmed to have lost all knowledge of his surroundings-
Shortly after he sprang from bed to floor and then jumped high into
air, falling heavily on floor. Morplua. 1 ‘grain was' given’ hypoderml-
cally without, effect ; the movements contmumcr mce«antly "At.9:15
he was placed under ¢hloroform and then he sl(,pt till 11 p.m., oceas-
ional movements occurring. When he awoke mov ements were
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exaggerated and patient was perfectly crazed, requiring several persons
to prevent him from injuring himself; } grain morphia was again
given, and was followed by sleep till 4 a.m., quite peaceably. Then
his breathing became loud and deep and mouth filled with wmucus.
He roused up occasionally and when he did, exaggerated movements
came on. Toward 6 am.,, respiration became very slow, only three to
five per minute. Aurtificial respiration was resorted to. The pupils
were contracted, the right one particularly. Repeated hypodermics .
of strychnia and brandy were given and breathing becamne hetter

Stupor persisted till 12 m., when he revived under further stimula-

tion, the movements again commencing. He died at 1 pm., 21

hours after admission.

The autopsy was not made till April 26th, eight days after death,
as permission was at first refused by parents. The body was kept
in the meantime in 2 vault at.a low tfemperature and was in an
excellent state of preservation, better than I often find in bodies 30
hours dead in summer tire.

External Examination. Early surface signs of putrefaction evi-
dent in greenish discoloration of the iliac regions and back and in the
outlined surface veins. A few small Lruises over arms and legs.
Pupils contracted and equal.

Heud. A small blood extravasation over occiput duc to fall on
floor. Skull cap and dura mater norr:z!. Longitudinal sinus full of
fluid blood. Veins of pia mater engorged. The arteries of the base
of brain were carefully dissected out and were found normal except
the right anterior cerebral, in which therc was found 2 recent embolus,
just anterior to the anterior communicating artery. The artery
beyond contained recent clot.

The brain weighed 46 ozs. Cerebral substance quite soft. The
ventricles were slightly dilated.. No lesions found in any part of brain
substance. No change could be detected in parts supplied by right
anterior cerebral, an evidence of the recent nature of the embolism.

Thoraz.—Plewre contained no fluid nor adhesions.

Lungs—Show commencing gaseous putrefaction, but no pathologi-
cal features.

Prachew and Bronchi—Show putrefactive changes.

Pericurdiuvm.—Normal.

Heurt— Weighed 8% ozs. Both sides of heart full of blood. Walls
healthy.

Right- auru-]e :and ventricle and ‘théir valves nor mal.

“Leéft a.m-xe]e ‘and ‘ ventricle present no part;culm features. Aortic

valve competent :
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On both cusps of mitral vaive there are present un auricular aspeets,
just behind free edge, recent pin head to mustard seed sized vegeta-
tions. These were most marked on the aortic cusp where at one spot
there was a mass of these forming a granular heap the size of a split
pen.  Microscopically no lmctu"a other than those found in blood
(putrefactive bacilli) were detected in these vegetations.

Aorta and pulmonary arteries were normal, :

Abdomen.—Putrefaction had advanced to a considerable extent. in
the abdominal organs. No pathological feature detected in any of the
abdominal organs. ' '

No cultures were made as putrefactive bacteria would ma,sk a,nyjj
result of value. Ny

Swminary.—~—Acute simple endocarditis. Embolism’ ot t.he mght‘,i
anterior cerebral artery. :

[t is quite possible that in this case there were albo emboli in‘the"
minuter branches of the cerebral vessels. Microscopic sections of ‘the
basal ganglia were a failure owing to failure of hardening and h\mnr:
1'c-ncrcnts to act, due to age and consistence of brain. '

Case IL—This case was one occurring in Rockwood Asylum. . for
Insane, which I am permitted by the courtesy of its mechcal officers
to publish.

Mrs. M. L. T., wet. 50. Has five children. Was admitted to Rock-‘
wood Asylum, Sept. 2nd, 1896, for “ dementia with occasional suicidal
and homicidal propensities.”

Her family history is practically nil, except that she has no insane
nor chorcic relations. On admission the woman was in fair health.
Chorcic movements were present chiefly in arms and face. Her his-
tory dates back 10 years and has been one of gradually increasing
mental weakness, but no history as to period of onset of the museular
movements can be obtained. ,

On the dates given I find the following notes of her casc: Oct. 6th
1896.—Patient walks with a shuffling gait, fect widely separated and
toes turning in, and requires help. Both shouldersare jerked forward
and upward, and therc are marked twitchings of the fingers.  The
facial muscles are continually in motion. Speech islin,dis(:inct and
jerky. Dizziness is constantly complained of. She slecps well and
spasms subside during sleep. The eyes are normal. The appetite is
inordinate asarule. Heart and lungs nil. Feb 2nd, 1897.— Walking
is becoming very difficult, even when assisted. - The patient is now a
distressing feature from the constant movements, and has now to be
fed.

May 1st—The patient has been rapidly failing of late. There is
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now not the slightest control over her movements and if not held she
tumbles about, injuring hersclf. Ulcerated sores have appcared on
scalp, sacrum and along spine. The puatient has become very noisy.

She gradually weakened and died on May 13th. The autopsy was
made by myself, 30 hours after death (May 14th).

The borly was very much emaciated. There were numerous UlCClb
on dorsum of body, one large one over the sacrum, several small ones
about an inch in diameter were present over dorsal spine and one over
occiput an inch in diameter. This latter one was surrounded by an
arvea of purulent infiltration of the scalp tissues. The others showed
nd marked inflammatory signs nor yet any evidences of healing. The
pupils were partially dilated and equal.

Skull Cap.~Normal. Longitudinal sinus empty. On inuer sur-
face of dura mater, on both sides and extending to the base, was a
fibrous membrane about {4 inch in thickness, containing a small
amount of scrous fluid in its interstices, and presenting no signs of
recent or old hwemorrhage. This fibrous membrane was separable with
difficulty from the dura, but was readily scparable from the pia-
arachnoid and did not dip down at any part between the convolutions.
I believe this fibrous membrane to have been the results of a hwemorr-
hagic pachymneningitis despite the absence of any tracés of h;ou'norf-.
hage. The membranc 1tsdf was very white and posse<secl a ac:mty'
blood supply ’

The brain weighed 42 ozs. Substanc(. softer tha,n usunlly met \Vlth.
The cortex cembu somewhab dark in color.* Ventricles of. nornal size
and filled with usua.l ﬁuxd ‘\Tchmg ot‘ mii:-ort. in obh{:r' portions
of brain. -’ Co ' o ~ ' ) o

Thoraz. ——Perlc.wdlum contsuned dmchms Serous. fu.u-

Heart—T% ozs. * Muscle pale. Conqectlve tlssue appreciably
increased in heart wall. : :

Right ventricular wall hypertmphled slightly, the wall measuring
} inch, and chamber slightly dilated. Tricuspid and pulmonary valves.
competent. - ’

Left auricle about § larger than rlght

One cusp of mitral va]ve was thickened by fibrous tlssue formation
and the edge slightly retracted, but proved competent by water test.
Evidently it was not quite so, as witness the dilatation of the left’
auricle and the slight Lypu'trophy of the right side of the heart.

The aorta showed numerous areas of primary tatt) degeneration
and an occasional early atheromatous patch.

Esophagus—Normal.

Trachea—Normal but contained considerable mnucus.
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Plewra—No fluid nor adhesions.

Lungs.—34 ozs. together, quite normal in all respecfs

Abdomen. —antoneal cavity contains no fluid. Intestmes moder-
ately distended. Great omentum free from fat. ol

Small Intestine—Contains a little bile stained ﬂuxd contents
Mucus membrane healthy. ‘

Great Intestine —Shows a few scattered scybala.

Stomuch.—-Normal. ‘ , Co B

Liver—30 ozs. Normal Gall blaclder pax'bia.lly filled and the
ducts patent. .

Pumncreas und Suprarenals —-Unchanfred :

Kidneys.—Right 3} ozs. Capsule shgh_t]y adherent. Cortex
diminished in size and pale. Medulla dark red. No cysts in cortex.
Microscopically there is found a slight increase of the interstitial con-
nective tissue, most marked between and about the convoluted
tubules. )

Left Kidney.—3} ounces, sane condltlon s right.

Bladder.—Empty. BE -

Uteris, Tubes and Ovaries—Are small and atrophied.

Swmmary.—Pachymeningitis interna fibrosa, (likely hamorrhagic
in origin). A thickened slightly retracted mitral valve cusp. Slight
interstitial nephritis.

Case 1, is of particular intersst in the finding of the plugged anter-
ior cercbral vessel, together with the acute endocarditis. It is to be
regretted that permission to hold the autopsy was not sooner obtained
so that a bacteriological investigation could have been made. It is a
matter of question whether the death in this case was due to the
embolism, a pathological accident. I am more ready to ascribe it to
the cumulative action on the nelve centres of the: to‘nc a.gent (wha,t-
soever it may be) of the disease. . ‘



leimual ﬂ%epnrtb

SAW CUT THROUGH SKULL

BY
D D. lVIAcTAGGARE, WID
‘ Medlcal Superintendent Montreal General Hospltal

‘E. E, aged 26, French-Canadian speaking both ]anoruatres was
admitted to Dr. Kirkpatriek’s s ward in the Genem] Hospital, on the
18th of October, 1897.

The patient was employed in a saw null and while clearing a,wa,y
the sawdust beneath the circular saw his head came in contact with
it and a severe wound was inflicted. He was taken to hospital and
on admission was attended by Dr. Wainwright. On’examination the
patient was found to be in good condition, sat up in bed and did not
seem to suffer from the injury. Nothing abnormal was observed
about the face or body with the exception of the left eye, which the
patient could not open as wide as the right. Patient was taken to
the operating room and the cut on head examined under ether. It
was found to be in the left side of the head, three-quarters of an inch
from the median line at the anterior extremity, and three and three-
quarter inches from the same line at the posterior extremity of the
cut. The anterior extremity of the wound was three-quarters of an
inch above the supra-orbital ridge and the cut extended backwards and
outwards six and one-half inches The edges of the wound were
gaping, showing the bone beneath, which had been cut through. The
edges of the-cut bone were cracked in places and many splinters found
in the wound. A probe was passed between the edges of the bone,
which were one-quarter of an inch apart, and it penetrated the wound
(from its own weight) two inches at the centre and one and one-half
inches at either extremity. There was free bleeding from the vessels
of the scalp which were ligatured with catgut. The wound was irri-
gated with hydrargyrum bichloride solution (1-5000) and then with
saline solution. The space between the edges of the bone was plugged
with iodoformn gauze, the ends of the.gauze prOJectlng at either'end
of the wound. The edges of  the .scalp’ wound “were then: -brotight

‘together with silkworm gut sutmes, dressings apphed a,nd pa.tlcnt
sent to ward.

The following morning, Oct. 19th, the patient had no temperature
and pulse 86. The right side of the face was paralyzed, the mouth
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being drawn to the left sile. The patient was not able to purse up
his lips. Grasp of right hand was considerably less than that of left.
Knee-jerks not increased. Sensation normal. Retention of urine.

Oct. 20th.—Patient showed evidence of motor aphasia. He was
unable to give the name of an object but knew if it was called by its
correct name.  Is unable to write, although able to do so before . the
accident. Passed urine naturally. »

Oct. 21st.—No change in condition of patient. U

Oct. 22nd.—Slight rise in temperature, wound dressed Vo chﬁnge
in the nervous qymptoms ' -

Oct. 23rd.—Sensation was less acute over dorsum of rlcrht hand
Hand grasp slightly weaker than on the 19th. Patient, would tiot
speak unless spoken to, and then usua.lly confined his’ answeis, to
“vyes” and “1

Oct. 28th. -——Senqation in hand appears normal. Facia,l pa.i'a.lysié
slightly less marked. Hand grasp rather stronger.

Nov. 1st—Laryngoscopic examination made by Dr. Birket- and

nothing abnormal found. Firm union of sealp wound except at pos-
terior end where gauze had been kept inserted.

Nov. 4th.—Patient can now remember the names of articles (if told
him) for a short time. Previous to this names were forgotten im-
mediately after being told. -

Nov. 5th.—Patient was able to give the name (in French) of a key
and a knife, when shown him. Facla,l paralysis less marked.

Nov. 9th.—Patient had no difficulty in giving the names (in F1ench)
of articles shown him. Facial paralysis beconnnc less marked.

Nov. 14th.—Patient can now name (in French) any article shown
him, and also fairly well in Encrhsh “Wound almost completely healed.

Nov. 22nd. ———Pa.tlent speaks peliecﬂy in French a.nd 1s Lapldly
recovering his English. Dlscha.xged Cmed .



_ «OBITER SCRIPTA” IIL. - o
(Casual notes from thé Medical Clinic of the Royal Victoria Hospital.) ' o
BY ‘ K C
C F.MARTIN, B.A., M. D
Lecturer in Medicine, McGill University ; Assistant Physician to t;he Roy.xl \'wtm ia
Hospital. o
SoME I\TERESTNG CASES A¥FECTING THE RESPIRATORY S\S’lE\l

CASE 1.

Serous membrane tuberculosis, involving pleura and periton-
eum, with chronic non-tuberculous muco-purulent bronchitis.
Terminal disseminated miliary tuberculosis.

Cases of this kind are always of very great interest and belong
really to the more uncommon manifestations of tuberculosis. The
vietim of this disease was a young man, who, had according to his
account been in good health up to the onset of his present illness.

History.—He entered the hospital on the last day of December, 1897,
complaining of dyspncea, cough, general malaise and an acute pain
_in the left side which had come on suddenly two weeks previously.
All these symptoms had followed exposure to cold and wet and in a
very short time copious expectoration and prostration supervened.
There was a family history of tuberculosis.

On admission, his temperature was 1004°, his pulse 106, and the
respirations 28 per minute. He was markedly ansemic and the skin
was moist. Apart from some irregularity in the pulse, the circulatory
system showed no other evidence of disease.

His chest was of a tuberculous conformation being long with an acute
angle at the ensiform cartilage, widened intercostal spaces and gener-
ally flattened. Examination showed a left sided pleural effusion of
moderate degree, while on auscultation a few moist riles were heard
over the left apex; the breathing on the right side was harsh. The
sputum was copious, muco-purulent in character, and repeated exam-
ination failed to give evidence of either tubercle bacilli or elastic
tissue. The digestive system showed in the main, a full and tense
abdomen with no spontaneous pain, and palpation revealed neither
tenderness, tumour, nor cvidences of fluid. -The spleen and liver w ere -
ot normal size.’ ’lhe urme gave. no ev 1dence of dlsea.se PR TR

! Course. —Throuorhout the course of - the ma]ady -the temper-
.ature assumed' the daily mtermlttent type thcre was copxous sweat-

ing and rapid emaciation, while the cough and expectomtlon persisted.
30
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Puncture of the pleural cavity revealed the presence of slight heemor-
rhagic effusion, which on microscopical examination showed mainly a
few blood cells and very few leucocytes which had undergone marked
fatty degeneration. Death followed in less than three months after
the onset of symptoms.

Autopsy—~—The autopsy showed bilateral hemorrhagic pleurisy,
more advanced on the left side; tuberculosis of the peribronchial
glands ; a subacute more or less dry chrowic tuberculous peritonitis
which was obviously of longer standing than the pleural affection
The mesenteric glands were caseous and the ileum presented one
small shallow uleer evidently tuberculous in nature; the pericardium
way free from disease. In the lumgs there was a chronie simple muco-
puralent bronchitis, but no evidences of chronic tuberculosis. The
only other condition of interest at the autopsy was the generalised
miliary tuberculosis which ev1dent]y had induced tue lntha.l termina~
tion.

Remurks—The special features of interest in this case are as
follows :—A chronic peritonitis which had been completely masked
through the acute symptoms in the pleural cavity ; the course of the
malady throughout ; the presence of a simple muco- purulent expector-
ation with many véles in one lung, naturally arousing the suspicion
of chronic pulmonary tuberculoms though oft repeated examination
for bacilli had been quite negative.

Infection had oceurred hexe no doubt from the alimentary tract as
seen by the condition of the ileum and mesenteric glands, the periton-
eum being thereby secondarily involved. The pleura was infected
through the diaphragm as is usual in cases of this kind where the
peritoneum is the primary seat of disease. In many cases recorded
by Vierordt, the pleura was first involved and the peritoneum second-
arily, and not infrequently the pericardium was likewise secondarily
affected. That authority has never seen a primary pericardial tuber-
culosis under such conditions.

Clinically, cases of serous membrane tuberculosis vary considerably,
being often extremely insidious in the onset, at other times, as in our
present case, very acute. It is unusual to find other organs of the
body affected. Frequently a pleurisy, evidently tuberculous in nature
becomes “healed ” and -then within some months after the pleural
symptoms have (disappeared, the perltoneum showq &vidence of acute
inflammation, and later on again -the- pleura. béeomes’ in¥olved for' the
second time. This feature in the course of the disease is often of aid
in the diagnosis. It would appear that, from various observations
made, fever is not a necessary acvcompaniment of the disease, though

usually present. Dropsy is often a very marked symptom, and then
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the differential diagnosis between cirrhosis of the liver and serous
membrane tuberculosis becomes extremely difficult, more especially
where fever is absent. The difficulties are all the more striking when
the spleen is palpable, for in many cases of this form of tuberculosis,
that organ is distinetly enlarged. Indeed, observations have shown
that not uncommonly cirrhosis of the liver occurs with serous mem-
brane tuberculosis, usually as a result of an old standing peritoneal
involvement and capsular fibrosis. When the double atfection occurs
the actual condition must present great difficulties of diagnosis though
-doubtless one of the two processes would readily be assumed. The
treatment is on the whole unsatisfactory, puncture of the pleural
cavity being recommended for effusions in that region, and laparotomy
for the peritoneal affection.

" CASE II1.

Latent pyo-pnenmothorax.—Signs of extreme pleural eﬂ’usmn ;
normal temperature, pulse and respirations.

(The notes of this case are in part abstracted from the careful
report of Dr. McCallum, one of the Resident Physicians).

A young woman who had cough, expectoration and dyspncea, entered
the medical clinic last April under Dr. James Stewart. She had
been ill for nearly a year from influenza, so she stated, upon which a
pneumonia had supervened. She was confined to her bed almost
.constantly from July to October with cough and frothy expectoration
and slight intermittent attacks of dyspncea. She never had huad any
hemoptysis, nor were there sweatings, chills nor other evidezces of
pulmonary tuberculosis. The dyspncea had at no time been very
marked till two weeks before admission, which in this connection is a
point of distinct interest, all the more so, inasmuch as she stated, that
in December, of the past year she noticed splashing sounds in the
.chest on any rapid movement ; this only persisted for a few weeks,
and the onset had never been attended with any acute symptoms or
pain. Ever since the splashing had been observed however, she had
also noticed palpitation of the heart on the »ight side of the chest.

There could be no doubt from the history given that the patient
had been suffering from a pneumothorax contracted in the course of
a more or less chronic pulmonary disturbance. In the absence of
further history however, it was lmpossﬂ:ﬂe to state. move deﬁmtely
the actual course of the: ma,lady B S e

Her condition on admission was vely brleﬂy as tollows —

She was dlstmctly anzmic, preferred the- left la,tera.l ‘decubitus,
other positions causing marked dyspnees.and dlstress ‘The témpera-
ture was 98°, the pulse 96 and the respirations 20 per minute. ‘Ex-
:amination of the chest showed a condition typlca.l of that induced by
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catreme left plewral effusion ; viz., fulness of the left side and obliter--
ation of the intercostal spaces; diminished expansion; absence of
vocal fremitus ; a flat note on percussion from the extreme apex to-
the base; absence of breath sounds and of vocal resonance on
auscultation. Therc was dulness too on the right side in froné, close
to the sternum, up to the 2nd rib, and at the level of the 3rd rib this.
dulness extended outwards for three inches and was continuous below
with the hepatic dulness. In the 4th interspace three inches to the
right of the sternum, was seen the diffuse apex beat of the heart and
the dulness estended slightly beyond. Both basal sounds were mark-
edly accentuated, but there were no murmurs. The spleen was dis-
tinetly palpable, being: pushed down evidently by the superjacent.
fiuid. The urine was normal. The sputumn contained no bacilli of
tubereulosis, and there were no signs at this time of pneumothorax.

On the day after admission 30 oz of creamy pus was removed,.
though without altering to any marked degree the physical signs in
the chest. Cultures made of the Huid remained sterile. Three days
luter she was again aspirated, and 15 ozs., removed. This time the
heart receded slightly towards the normal position; there was a
tympanitic note over the upper third of the left lung, and the Hippo-
cratic sucussion was readily obtained, and quite audible to these
standing some distance from the bed. Beyond this feature, however,
there were no definite evidences of pnenmothorax, the coin sound and
wetallic tinkling not being elicited. Operation was urged but the
patient refused, and nine days later she was aspirated again, this time
40 ozs, of ereamy pus and lymph being removed. Great relief fol-
lowed and the physical signs altered to a marked degree, There was
a tympanitic note on peicussion as far as the 4th rib, and from there
down to the base the note was flat, the sucussion splash, coin sounds
and mwetallic tinkling being all readily obtained. Respirations were
performed with greater case, and the patient felt in every way so
comfortable that she insisted on leaving the hospital the same day.

Throughout the course of her stay, with one day’s exception, her
temperature remained normal. The tuberculin test was not employed.

The case is of particular interest as illustrating how insidiously
pneumothorax may sometimes develop and quite in the absence of’
the usual acute symptoms which call for urgent treatment.

Cases of this kind have been’ recorded by others, particularly Ly
S. West of ‘London; ‘who .mentions’ instances’ where in the so called
apparently healthy; pneuniothorax has been found from time to time,.
and. in many instances associated with - ‘strain:  Probably in 90 per
cént. of cases tuberculosis-is the main etiological factor though numer-
ous instances exist showing other causes to be at work, and in 0 not a few-
the antecedent condition has been, as in our own case, quite obscure-
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Surgery of the Kidney.

Morris. “The Hunterian lectures on the surgery of the kidney’.”:—-—,
British Medical Journal, March 26th, 1898, and subsequent
numbers. ,

These lectures are really of very great value. They deal with an
important subject in which great advances have been made during
the past twenty years. Mr. Morris can speak with authority as he

- has had e\ceptional opportunities for observation, and an unusually
large experience in operative work upon the kidney.

In the first lecture the history of kidney surgery is brietly mven,-
showing that although the practicability of nephl otumy was discussed
during the sixteenth, scventeenth and eighteenth centuries, yet it:
was not established as a feasible operation until the latter balf of the.
nineteenth.

The dawn of renal surgery admittedly dates from August, 1869,
when Gustav Simon of Heidelburg, removed by the lumbar method
the kidney of a woman who had a ureteral fistula opening upon the
abdominal wall over the pubes, and following an ovariotomy done
one year and a half before. Simon performed his operation in the
face of the pronouncement long before made by Rayer that it was
“madness to dream of extirpating the kidney in the human subject ”
For himself, he compared the result of fiftcen hysterectomies with
fifteen nephrectomics, practiced on animals, and satisfied himself that
there was no more danger from a suwlcal pomt ot view, in tlle one
operation than in the other. , - N

A‘imost impor tant advance - has: been made in the (XCISIOH of a
diseased part of ‘a kldney instead '6f ‘the whole. Cysts and tubercu-
lous brea.kmcr-down masses have been successfully reraoved, without

. undue " haemomhao‘e, ‘and the results have been’ satlstactory Mr.
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Morris thiuks that partial resections are capable of a wider applica-
tion than has yet been given to them, especially in the case, of
tumours taking origin from the capsule of the kidney itseif.

Operations upon the ureter are an advance of the last few years
and are destined to have an important influence upon renal surgery
generally. Ureterotomy has been employed in the treatment of
hydronephrosis, caleulus and ecalculous anuria. Ureteral anastomosis
and other plastic operations on the ureter will save many kidneys
which would formerly have been nephrectomised on account of hydro-
nephrosis, fistule, and surgical injuries to the ureter. The removal of
calculi lodged in and obstructing the ureter is now an established
operation. They have been successfully removed from the renal and
vesical ends. Every abdominal surgeon should now be familiar with
the different methods of dealing with accidentally made wounds of
the ureter in its course and be able to unite the severed end to the
pelvis of the kidney above or into the bladder below.

Mr. Morris in his sccond lecture deals with renal ecaleulus; the
difficultics and errors in diagnosis in their relation to exploration of
the kidney, and unsuspected, quiescent and migratory calculi. He
puts them in the very forefront of surgical affections of the kidney
for the following reasons:

1. They are the most {requent and most painful of the surgical
discases of the kidney _Probably no disease except acute tetanus is
capable of causing worse suffering.

2. Renal ca,lculub, whilst slowly destroymtr the kidney, often
physically disables its vietims by its unrelenting irritation, and its
unyielding resistance to every form of dietetic and medical treatment.

3. No disease gives risc to such a variely of morbid changes in the
kidney as calenlus; and none is more certainly fatal when allowed
to progress without surgical interference.

4. Few operations are so successful as nephrolithotomy, by which
a caleulus is removed from a kidney not disorganized by the calculus
or otherwise. No great operation is followed by a smaller mortality.
Nephrolithotomy gives absolute cure, saving the kidney fromn pro-
gressive destruetion and the patient from what at any mowment may
prove to be an imminent danger to life.

5. Renal surgery will grow in confidence and in favour with the
profession and the publie, as nephrohthotomy a.ntlclpates and dis-
places hephrotomy and nephxectomy R -

6. Another reason why calculus disorders take'so. promment a lead
amongst the surgical affections of the kidney is because of-the diffi-
cultleq and errors attending their diagnosis.
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. These difficulties arise from four causes : '

1. Several other renal and ureteral affections give rise to the e.mne':
symptoms as stone. :

2. Several diseased conditions of other organs cause symptoms which
similate those of renal calculus.

3. Symptoms caused by renal calculus may be tra.nsi:elred to other
organs; or may be of a psychical order, with or without high temper-
ature, and not referred at all to the kidney itself.

4. Calculi may be for an indefinite time masked, giving rise to no
symptoms whatever, yet causing the while progressive destn uction of
the kidney.

The symptoms of renal calculus are well-marked attacks of reual
colic, with crystals of uric acid or caleium oxalate frequently occurring
in the urine, and when the urine is intermittently mixed with a good
deal of blood, or persistently contains a microscopical quaniity. If
the patient has already passed a stone, there is all the more likelihood
of another. Mr. Morris’ remarks on the different diagnostic symptoms
are very clear and instructive, and are of great value because of his
very large experience in kidney surgery. Mr. Morris lays great stress
ou pain and tenderness, and makes it a rule always to operatc on the
painfui side. To illustrate I may briefly mention the following case
of calculous anuria. Calculi could be felt through the abdominal wall
in the right kidney, but the attacks of pain associated with the anuria
were referred to the left kidney. Mr. Morris operated upon the left
kidney, found a small stone in a large hypertropied kidney, and
the paroxysms of pain and anuria disappeared entirely. In this con-
nection it is pointed out that the nerve supply is such that pain is
much more likely to be reflected up or down on the side of irritation,
than across to the opposite side.

In this way is explained a large group of cases of unsuspectid
calewit with symptoms wansferved to other organs. It is sometimes
" the same with the ovary or the bladder.

A third group include unsuspected calculi with high temperatureund
yreat psyckical disturbance—unfortunately not common. This group
is illustrated by the following: The patient having been despemtely ill
for two or three months with symptoms of a typhoid type, attended
by acute but vague pains over the whole body and with great mental
prostration, the 1Ilnes< terminates after the discharge of a few ounces
of pus:and some renal caleuli, presumably’ from the Tleft kldne\ Two-
or three other cases are reported having a ‘somewhat’ siilar histor ¥
The dlﬁicultles of dla.onosm in this group are very'«neat It isin
such cases that catheterization of the ureter and the passing of's
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sound along the ureter to the pelvis of the kidney, might give very
valuable information. The character of the disturbance in these
cases is one of depression, melacholia, stupor and nervous appre-
hension of danger. Mr. Morris does not think it due to uremic
poisoning. It occurs when there is no suppression of urine and is
absent in caleulous anuria when no urine is excreted for six or eight
days in succession. The writer, in one instance, observed these
symptoms present in an extreme degree, while from 40 to 60 ounces
were secreted daily, containing 10 grains of urea to the ounce. The
patient had both kidneys filled with caleculi. In such cases culture
experiments should be made with the urine from the diseased kidney.

The possibility of the presence of guiescent or migratory caleuli
should always be borne in mind. On this question Mr. Morris speaks
as follows : “ It is difficult to shake oneself free from the infiuence of
tradition, and thus for years I made it a practice, in cases in which
the symptoms were slight or of only recent cecurrence, to treat the
patients for a time upon the expectant plan. I possess several caleuli
which have been passed naturally ; but I now regard them as the
emblems of what ought to be very largely an obsolete treatunent, and
from which I have had one or two rude awakenings” This isa
strong position to take, and such cases offer an opportunity for the
exercise of good sound judgment on the part of the surgeon.

In his third lecture, Mr. Morris deals with Fistula caused by Renal
Calculus ; Obstructive Anuria cavsed by Renal Caleulus and the
technique of the Exploration of the Kidney and Urcter for Calculus.

Fistulee are not of common occurrence, and arc usually found to
follow only when perinephritis or perinephritic abscess was present
at the time of operation. It s, as a rule, unsafe to explore the kidney
when the tissues around are in an acutely suppurating condition. The
safe course is to drain the abscess and perform a second explorutory
operation after the abscess is healed.

Mr. Morris recommends the oblique incision, which can, if neces-
sury, be prolonged downward over the cowrse of the urcter, and he
does not fear much being unable to find the stone Le it ever so small.

Another point emphasised in these lectures is the frequeney wich
which complete relief of symptoms follows exploratory operations
upon the kidney where no stone is found. This is sometimes due to
the breaking up of adhesions, and in other cases the way improvement
follows is unknown.

George E. Armstrong.
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High Myopia and its Surgical Trea.tméni:.
FUkaLA.  Archiv. fir Augenheilkbunde, XXV.. 1897.
D. Macex. Weiner Klin. Woch., No. 1—2, 1898.

Fukala here gives an exhaustive account of his results in the ex-
traction of the lens in casesof high myopia. The results are certainly
highly gratifying, and, if time shows that the results gained are
permanent, then surely abstention from operative mterterence in
cases of high myopia will be very culpable. Fukala operates with a
Bowman stop needle—performing discission about the centre of the
capsule, and if glaucoma threatens, he paracenteses the anterior
chamber.

Magen adds nothing new. He holds old age is ne contraindication
to the operation.

The Unprotecied Treatment of Wounds of the Eyeball.

T. Hoort, Christiania. Centrulblait fir Prakt. Auyenheilbunde,
November, 1897.

Hjort’s statement as to his method of treating wounds of the eye is
certainly novel, if not startling. He allows the eye to go absolutely
uncovered after an operation, and he claims that the results of his
operations, especially on cataracts, are so favourable that they justify
his procedure. His theory is that the natural secretions of the eye,
as long as the lachrymal passages are in order and the lids work
properly, perform through the flowing away of the tears a physiologi-
cal toilet of the eye and are actual antiseptics. Anything that inter-
feres with this lachrymai flow and drainage favours the development
of micro-organisms, and is dangerous. Bandages act this way, and
also render the eye succulent and congested, as does also the use of
irritating antiseptic lotions. Epilation of the lashes must always be
done, as this eliminates a markedly infecting surface.

Interstztm.l Keratxtxs followmg Influenza. "

'B., HILBERT Sembum Dw Opkthal Kl'mzl. Februaxy, 1898

Cases ot tlns eye d]SEnle tollowmu influenza were reported a.ftel the
ebidemic of 1891. Hllbert now. brmvs forward another case wluch
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occurred during convalescence from influenza, and under treatinent
ran a short course of six weeks, passing through all the typical
stages of infiltration, vaseularization and clearing up.

Hard Chancre of the Eyelids.
Gaazow. Deut. Med. Wocl., February 10, 1898.

This is the case of a child of fifteen months, in. whom the inner
canthus was infected from mucus patches on the father’s tongue. Mer-
curial inunctions and Jocal iodoform dressing a.ﬁected a cure. There
was but little induration.

Cortical and Psychical Blindness.
M. A. Luxz. Deut. Med. Woel., No. 38, 1897.

Lunz deseribes two cases with these symptoms, of which one died.
The post-inortemn on this case revealed arteriosclerosis of the poster-
ior cercbral artery, and spots of softening in both occipital lobes.

Antisyphilitic treatinent of the second case resulted in the partial
recovery of the optical memory pictures, as well as the ability to
identify new optical impressions with former ones. Here there was
entire loss of colour vision and alexia which improved.

Difficulties in Localizing Cerebral Tumours.

L. Bruxs, Wein. Kilin. Rundschau., No. 46, 1897.

"This paper is well worth careful perusal. Bruns points out many
difficulties, and gives some valuable hints to assist one in localizing
cerchral tumours.  Tumours of the frontal lobes and uf the cerebellum
both cause an upset of equilibrium.  Here, however, a careful investi-
gation of the general and local symptoms clear the diagnosis, as
they are very ditferent when the tumour is in either of these two
situations.

Bruns considers homonymous hemianopsia as of little value in the
typical diagnosis of cerebral tumours. Right homonymous hemianopsia,
associated from the outstart with alexia and word blindness, points to
a tumour in the white matter of the left oceipital lobe. Bruns rather
lauds the method of percussion advanced by MacEwen. The anoma-
lies of cranial percussion, tenderness, tympanites and eracked pot
sound are of great importance, when they are clearly marked and
exhaustive, for general diagnosis and for local when they are dis-
tinctly circumseribed.  Especially is this so when they eoincide with
the conjectural seat of the brain symptoms. Marked tenderness and
tympanites can only exist when the tumour is in the cortex.

J. W. Stirling.
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Antiétreptococcic Serum.

Louis Cossetrr, M.B, F.RCS. « Antistréptococcic Serum ”-—T/tg
Lancet, April 9th, 1898. :

So much has been written of late upon anti-streptococeic serum,
both from the experimental side and in reference to the results of the
employment of the same, and those results have been so contradictory
and so uncertain that without a very full and careful study of the
literature, it is impossible to arrive at any very satisfactory conclusion
as to the value of the medium ; and so seattered is that literature
that only he who has entrance to a library singularly rich in foreign
periodicals and society transactions, is able to master it. Thus Mr.
Coblett has performed a most valuable serviee in bringing together
the literature upen the subject. His own studies upon diphtheria
serum and upon streptococcus disease renders him peculiarly fitted
to undertake a review of the matter, and he has in this articles
contributed to the Luncet, treated the whole in su judicial a spirit
and so fully, that little more is necessary than to smmmarise the more
important points here on which he lays stress. Indeed the present
article does not pretend to be more than an epitome of Mr. Cobbett's
paper. Co

It is perhaps going over old ground to point out that the first to
investigate the anti-bacterial and protective properties of sera, was
H. Roger, who in 1890 found that the streptococcus of erysipelas
grow as freely in the serum of the immunised as in that of the nor-.
mal rabbit. But while it grew thus freely, the coccus had been
affected, for such calbures, previvusly virulent, made in the serum
of immunised animals were now found to be perfectly harmless,
and Roger further pointed out that “if one injects the serum (of an
immunised rabbit) into the veins of a rabbit, and at the same time
inoculates it with a virulent culture, onc can see that the animal sur-
vives, but it is on condition that it has received a large. quantity (5 to
6 cc.) of the serun”  As Cobbett points out, these observations were
probably erroneons, for Bordet has recently shown that streptocdcei
growing in the Marmorek’s serum, lost none of their virulence: and
again, if the cocei be washed frce from the serum in which they have
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been grown, they are virulent, thus indicating that the harmnlessness
of injections of streptococei grown in serum ot immunised a.mumls
is largely due to the snnulbaneous inoculation of the serum.

This, however, was the practical beginning of studies upon the sera
inoculated with streptococei.  In 1893, Mironoff’ employed the strep-
tococcus culture which he had reeeived from Roger, immunised
rabbits by various procedures, and found that the serum was capable
of conferring immunity on other rabbits, and also of favourably
intluencing the course of septiceemia already progressing. In 1895,
therewers several investigators working in different laboratories :
Petraschky in Berlin, Borneman in Vienna, Denys and Leclef in
Louvain, and in Febraary, in Paris, Marmorek, Charrin and Roger sim-
ultanecously published their results. Marmorek had been able to so in-
tensify the virulence of the streptococcus that a dose ot 0.000,000,0001
¢ em, killed rabbits, and produced a toxin of intense power. With
the living caltures of this and the filtered toxins he was able to
immunise animals and from them to obtain a serum which had very
active and preventive powers. In a later publication he pointed out
that the best serum which he had been able to obtain was of sufficient
strength that 0.2 ¢ em. from 12 to 18 hours later, would protect a rabbit
of from 1500 to 1800 grms. weight,againss ten times the minimal fatal
dose of virulent streptococci injection given * Charrin and Roger had
mmunised an aniinal with cultures concentrated and heated to 115° C,,
but they merely stated that the sernm was curative. In the same
year and almost simultancously appeared Gromakowsky’s paper in
which he reeorded that he immunised rabbits with the streptococeus
of erysipelas (Marmorek’s streptococcus had been obtained from
a case of tousilitis) and had obtained a serum of which 2. cc. would
proteet rabbits from peritoneal inoculations of quantities of culture
slightly larger than those which killed the control animals. Denys
and Leclef in Belgiuwm, also obtained a serumn which could protect
against feeble infection, Bulloch in London in the same year obtained
from a horse inoculated with streptococei from erysipelas a very
strong serum of which 0.02 cem., protected against ten tiwes the
lethal dose of the culture. But Marmorek’s results we need searcely
remark, were those which were of the most importance and attracted
the greatest attention. '

When other bacteriologists began to test the sermn, there was a
remarkable want of agréement. ‘Petruschky tested it against the strep-
tococcus of a case of huma.n septicamia.and found’ thn.t it had abso-
lutely no protective power. against this, and . furthermore when he
obtained from Marmorek, who gave him every help, cultures of his
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own streptococcus, he got equally unsatisfactory results. Nor again
when he employed it upon patients who had been inoculated with
erysipelas in order to cure inoperable cancers did he get any yesult.
Van de Velde obtained like unsatisfactory results. On the other hand
Merieux and Niemann confirmed Marmorek’s original observations.

How are these contradictory results to be explained 2 All the obser-
vers are men of recognised ability, and it would be absurd to impute
to them any bias. Yet there must have been some flaw somewhere.
One possibility is suggested by Cobbett, namely, that wmuch depends
upon the dose injected. He points out that streptococei ditfer from
other bacteria, in that from their growth in chains they tend to clnmp
together, and thus an injection of 1 ¢ em. of a 1,000,000 dilution of
streptococcus culture into a series of animals will result in some having
relatively large doses, while others receive no streptococei ab all,
Petruschky'’s tables show that Marmorek’s serumm was not wholly
without results. Thus animals whieh received a dose of serum insaf-
ficient to save their lives, lived ten or cleven days while the controls
died in 30 hours.

Another important matter was brought forward by Aronson in 1896,
who utilising the streptococcus obtained from the pus of a casc of
phlegmon, the virulence of which had been raised until it was inteusely
pathogenic, found that whereas the serum gained from a horse inocu-
. lated with this, had a certain protective power, Marmorek’s serum
ewmployed against the same microbe, was absolutely worthless, Later
Merieux and Niemann tested their own serum together with Mar-
morek’s and a serum» made by Charrin and Rogers, against several
streptococei including that used to produce their serum and that used
by Marmorek. They found that Charrin and Roger’s serum proved
worthless throughout and the other sera were found to be successtul,
but at the same time their own serum (Serum Vaise) proved eight
times as strong against their own streptococcus as did Marmorek’s
serum, and contrariwise, against the streptococcus of Marmorek
Marmorek’s serum was twice as strong as was the serum Vaise,

It is possible, therefore, that there is not one form of streptococeus,
but several, and that the serum obtained from an animal imounised
against one streptococcus is unaffected, or has but slight power when
utilised against another. Everything points to this being the case.
This matter of the existence of- different species of. stzeptococcus, is’
one that has been debsted for-long years. Everyone Knows" that: for-
a long period, the streptococcus of erysipelas. was held to be a- distinct
species from-the streptococcus of ordinary suppuration; wé now .no
longer draw ‘this distinetion, for no clear demarcation can be found
between the two.
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Later Lingelsheim studying a large number of streptococei obtained
from various conditions, classified them into long and short. strepto-
cocei (those forming long or short chains) But we now know that it
is easy to transform the long chain into the short chain form, and
vice versu, thus the view has become almost generally accepted that -
in man there is only one pathogenic streptococcus, and that all the
various streptococcal diseases are caused by a single species which
may present modifications in virulence.

Now, however, this work upon sera is showing us that there may
be scveral distinet varieties, and that with regard to the streptococcus
we scem to be in the very same position that we were a few years
ago with regard to the typhoid bacillus and its allied forms. Scveral
facts may be mentioned in support of this contention. Thus, Van de
Velde selected two streptocoeci, A and P, which both when.introduced
into the rabbits ear produced erysipelas without as a rule any septi-
ceemic conditions or presence of streptococcus in any of the internal
organs. With cach of these he immunised a horse, obtained two seras,
A and P, each of which he tested against these two microbes, and
against the streptococcus of Marmorek and that of Belfanti. Serwn
A protected against streptococcus A, but had a very much slighter
action against streptococcus P, while serum P protected against strep-
tococeus P, but was absolutely useless against streptococus A. Serum
A had no action against streptococcus Marmorek, and possibly a feeble
action against the Belfanti streptococcus. Serum P. on the other haund, .
had a considerable power against streptococcus Belfanti.

Schenk with another streptococcus, obtained the' same results.
Mérie, found that Marmorek’s serum did not protéct against a strep-
tococeus from a case of scarlet fever, yet it protected against one given
by Marmorek. Courmont tested a serum obtained from Marmnorek,
together with serum obtained by himself from animals inoculated with
Marmorek’s streptococcus, against seven different races of streptococei,
and he found that this sermmn protected against Marmorek’s strepto- -
coccus, but altogether failed to protect against the others, if indeed
it did not render them more susceptible to the action of this. Five of
these races came originally from a case of erysipelas in man, the
others from an abscess.

Lemoine did not get such a large proportion of failures with races
of streptococei, nevertheless he isolated a considerable number against
which the serum.was inactive. Thus-it is evident that.the anti-
streptococcic serum obtained from-animals iwhich have been immunised
against one race or. variety of streptococeus, is.incapable of protecting
against every streptococcus which is pathogenic in man.
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This must be regarded as definitely proved. If it be so, can we
recommend the use of antistreptococcic serum, for the treatment of
human disease? In attempting to answer this question we have to
proceed very cautiously. In the first place, we must I think, adwit
that in some cases, the serum has been of use. The altered complex-
ion that the disease has taken on almost immediately after the inoen-
lation, has in several cascs been so remarkable that the improvement
in condition can only be ascribed to the use of the serum, and if there .
be such cases, then it would be cruel and altogether unscientific to
recommend the discontinuance of its employment. On the other hand
we have to acknowledge that a very large number of cases do not
appear to react against the serum, and this being so, if it could be
proved that the injections aggravate the disease, it would be our duty
to urge the discontinuance of the treatment.

At the present time I do not think that there is very adequate
evidence pointing in this direction; the inoculations in man if they
produce no good, at least produce no evil result. At the most it has
seemed to me that in one or two cases which more especially have come
into my notice, in which the injections werc at first attended with
remarkable amelioration, there later developed a curious linger-
ing condition, and while the disease was lessened in its intensity, it
assumed a more chronic or lingering subacute condition, as though,
while the organism had been rendered capable of neutralising the
lethal properties of the streptococcus, its power of destroying the
microbes had been if anything, lessened. On the whole, therefore, if
the serum while incapable of having a beneticial effect upon many
cases, can be shown to have no baneful influences, and if in a definite
proportion of cases it is of distinct use, we must regard it as being
still to be recommended, and must hope that further research will help
to give us a medium of greater use in this connection. - ~

Van de Velde makes a very useful suggestion, he recom' e\ﬁxds tha.t
the horse used to supply the anti-streptococcic serum should ue inocu-
lated with a succession of cultures of streptococci gained frot) £y mxm-'
ber of different cases; in this way, the serum obtained should be astive
against a large valiety of streptococci. This suggestion seems svi-
dently worth carrymtr into practice. :

Cobbett himself is more cautious in his recommendations, he con-
cludes, « We can thelefme hope to ga.m but httle ev1dence of any
’ dxsease The' value of" the remedy must be ﬁrst clearly deféfmmed
by experiments on animals. Undil it - ‘has'. been shown - beyond the
- possibility of doubt, that’ the serum will protect them:from, and cure
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them of, arti4icial streptococcal intections; until the opinion of experi-
mecntal observers is unanimous in its favour, it is not yet ready for
the physician. The opinion of experimental observers is by no
means unanimous. Much therefore, remains to be done before the
seram can be recomimended to be used in cases of human disease.

 The possibility of an anti-streptococcic seruin has been demon-
strated, but the remedy is yet in its infancy. For its infancy the
laboratory is the proper nursery.

“ The anti-streptococcic serum cannot, then, be recommended in cases
of human disease. In the meantime, the physician may reasonably
hope to obtain some day a specitic remedy for these diseases, justified
by the ‘measure of success which the serum has already obtained in
the laboratory.”

From these remarks we rather take it for granted, that Mr. Cobbett
has not seen the serum in action upon a favourable case. Anyone
who has, and who has observed the patient, whose life seemed to be a
(uestion of but a few hours, suddenly pick up strength, and appear
to be saved from the jaws of death, could scarcely give such advice.

I cannot therefore but say in conclusion that the serum is to be
used at the present time with the distinet understanding that it is an
uncertain agent, and is'to be used when other means have failed, as a
last resort, and as affording a possibility that life may be saved.

On the Treatment of Malignant Growths by Injections of
Mixed Toxins.,

Mansert MouLLiy, M.D.,.E.R.C.S. “The Treatment of Sarcoma and
Carcinoma by Injections of Mixed Toxins."—John Bale, Sons &
Danielsson, 1898.

Another employment of the streptococeus has caused much interest of’
late years, especially on this continent, from the observations of Dr.
Coley of New York. We have referred to thisin previous numbers of
the JooRNAL, and will not here give any full account of the results
obtained. As with the employment of the serum in septic cases, so with
the employment of the streptecoccus toxins in cases of inoperable malig-
nant growths, while there have been some brilliant successes, there
have been numerous cuses in which the treatment by the injections of
the living streptococeus or again by the filtered toxias of this microbe, or
again by the -mixed toxins of the streptococeus of erysipelas and the
bacillus prodlgxosue have failed t.o effect: .my aielioration of the condition.

To those interestéd in this treatment, we would recommend the.above
pamphlet, which is an enlargement of a paper read before the Harvian'
Society of London. :
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Dr. Mansell Moullin’s conclusions are as follows :—

1. Tt cannot be denied that there is a considerable number of cases in
which sarcomata, that had been given up as hopeless, often after repeated
operations, have absolutely and entirely disappeared under this metbod
of treatment.  There is no other method of treatment (except inocula-
tion with the streptococcus of erysipelas itself) of which this can be said.

2. Some of these cases have remained free from recurrence for upwards
of three years, the period which, in the case of excision of the breast for
scirrhus, is regarded by many operators as justifying the use of the term
cured.

3. Several of the cases in which sarcomata have disappeared after an
attack of erysipelas, have remained free from recurrence for seven years
and upwards. .

4. The fact that there may be a few—a very few—cases recorded in
‘which sarcomata have disappeared. either spontancously or after such
diseases as acute specific fevers, has nothing to do with these conclusions.
(The statement that sarcomata do occasionally disappear has heen made
but well authenticated cases in which this has taken place, verified
in the way in which Dr. Coley’s has been verified, are very difficult
to find.)

5. Nor are the conclusions in any way invalidated by the fact that
injections of the mixed toxins are sometimes followed Ly the disappear-
ance of other growths, such as lupus, keloid, syphilitic deposits, carcino-
mata, etc. It may make the disappearance of sarcomata more difficult
to understand, but in no way disproves it. :

6. The proportion of cases of sarcomata that are cured by the injection
of the mixed toxins, depends among other things on the histological
character of the growths. Spindle-celled sarcomata are: by far the most
successful. This suggests the conclusion that the mixed toxins have.a
aelectlvc action, even if it is not specific. 4

7. The disappearance of sarcomata is not due to inflammation bus to
an intensely rapid form of fatty degencration, comparable only to that
which affects the hepatic cells in acute yellow atrophy of the liver.
Inflammation and sloughing when they do occur, are septic complications.

8. Dogeneration and absorption may occur, whether the toxins are
injected directly into the tumours or into some distant part of the body.
In the former case, however, the constitutional symptoms are more severe
and the effect more rapid. -* .

9. The method is attended by a considerable degree of danger. It
should therefore only be adopted in those cases in which there is no other
remedy. The chief risk appears to be from collapse and pyremm There
must-always be danger of the latter if there is’a suppurating or a slough-

ing sore. - It.may be algued that ‘patients whose lives are immediately
1hrentene(l by a malignant o-wwth .will never be cured by any remedy
that does not involve scme deoree of risk. -

31
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10. The toxins are of no use unless the cultures are taken from a viru-
lent ease of erysipelas or are made virulent by passing the streptococcus
through rabbits. .

11, The bacillus prodigiosus in spite of theoretical objections, has the
effect of immensely increasing the reaction. .

12. The efiect i3 most striking in the case of rapidly growing sarco-
mata. Slowly growing ones appear to have much more resistance,
Probably this merely means that masses of embryonic cells with little
stroma give way to injurious influences more readily than those that
are more closely knit together.

13. Patients often gain in weight and strength while under treatment.

14. Treatment should be continued till the whole growth has vanished
or has beecome so small that it can be removed.

15. If there is a recrudescence of the disease, it does not follow that
the toxins will be as efficacious the second time as they were the first.
Whether this is the result of tolerance being established cannot be said.

16. Growths of a similar churacter may spring up in other parts of the
body after many years.

17. The severity of the reaction is very variable. Probably this
deponds upon the rapidity with which the injection is absorbed, rather
than upon any cumulative action it may possess.

The disappearance of the growths is not the result of the high temper-
ature. High temperature due to other causes, such as specific fevers, is
not followed by this result.

Coley suggests that injections of the mixed toxins may be useful in
preventing recurrences after sarcomata have been removed by operation.

Incidently it may be mentioned that injections of the streptococcus of
erysipelas apparently never cause suppuration. 1f, thevefore the strep-
tococcus of erysipelas is identical with the streptococcus pyogenes, the
name of the latter had better be changed.

The only objection—and it is a most serious one—which we have to
offer to Moullin’s own work, is that his diagnosis is purely clinical,
unsupported by microscopical examinations,

To us, a very equaiiy valuable portion of the pamphlet is the appen-
dix, in which Dr. Mansell Moullin has collected together w1th great thor-
oughness all the cases recorded in literature.

1. In which, in cases of sarcoma and carcinoma, erysipelas has broken
out accidentally. (21 cases.) .

2. In which erysipelas has been caused intentionally (17)

8. In which the toxins of the streptococcus, alone, or in conjunction
thh those of‘ the bacﬂlus prodwxosus, ha.ve ‘been: employed. ., This last list
mcludes cages’ from Amencan F1enclv Grelman, Italum‘ and Enghsh

hterature
J G. Adwnw
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1. The Prognosis in Cardiac Discase. J. E. GRAHAM.
2. Sponianeous Rupture of a Fatty Heart. W. J. GrEra.
3. A Note on Death from Chloroform. R. D. RupoLr.
. The Selection of an Anesthetic. H. D. Scappine.
March, 1898.
. The Great Omentum. J.G. Abaur
Suppurative Cholangitis. H. Pansoxs. , ‘ L
Two Cases of Tubercular Pleurisy with Effusion. H. H. OLDRIGHT. .-
April, 1898. ST

~8. Disease of the Covonary Arteries and its Effects. G. SILVERTHORN.

9. Dicephalous Monster. . W. H. PEPrar. o
10. Anwmesthesia and Analgesia. H. H. OLpRIGHT.

11. The Surgical Treatment of Insanity. B. HaLL.

1. GraHAM discusses, at length. the prognosis of heart disease. In
early life, valvular lesions ave the result of endocarditis, and the
prognosis during the attack depends largely upon the nature of the
infective agent. If due to rheumatism, the immediate prognosis is
favourable, but there is a liability to its recurrence. When as a result
of scarlatina, it is not likely to recur, and hence the prognosis is more
favourable than when due to rhenmatism. Murnurs oceurring during
an attack of rheumatisin frequently disappear, so the attending .
physician should not alarm the friends by predicting serious heart
disease. When, however, the murmur lasts from the beginning to the
end of the attack it will never disappear in after life. The question
often arises: Hew long will complete compensation last after it has
 once been completely est,a.bhshed ? - To determine this, it is necessary
St0’ ﬁnd out if possible, the extent of the lesion, the lennrbh of time”
‘during which it has existed,. the changes which have baken place .in
* the heart itself as a result of the lesmn the.condition of the other |
organs of the body, the tempeza.ment ‘mode ‘of life, habits and calling
ot the patient, heredltary tendencles and ‘presence or absence of other.

.
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disease. After a full discussion of the physical signs of the various
lesions, the comparative gravity is stated in general terms to be, com-
mencing with the gravest, tricuspid insufficiency, aortic insufficiency,
mitral stenosis, aortic stenosis, and mitral insufficiency. The soeial
condition of the patient is an important factor in prognosis. If heisof
regular habits, does not use tobacco, is either a total abstainer or a
very moderate user of aleohol, possesses an even temper, is one whose
calling requires a moderate amount of regular exercise, who lives among
healthy surroundings and who has freedom from worry, he stands
the best chance of a long life.  Valvular lesions which originate after
the middle period of hie are usually the result of various forms of
degeneration, and are often the direct result of an infection. When
systolic or diastolic aortic murmnurs oceur in an elderly individual, and
are accompanied by fever, a very guarded prognosis should be given
as to the immediate results. There is a class of cases in which there
is serions disease of the myocardium, when no valvular murmurs can
be heard, and may be due to local or general fatty degeneration. The
diagnosis of such conditions is extremely difficult, and on that account
a prognosis is not usually made. One of the most frequent questions
asked by a patient and his friends is with regard to the possi-
bility of sudden death. If the patient can be assured that in his
particular form of disease sudden death is not probable, it will have a
wonderful influence in relieving his mind. In all cases of advanced
disease there is a possibility of sndden death, but it may he safely
stated that there is no danger fromn sudden death, in the sense of
falling down dead, in any of the valvular lesions except aortie incom-
petence. In all theclass of cardiac neuroses, palpitation, brachycardia,
tachycardia, the most careful examination should be made to exclude
organic cardiac disease before a prognosis is given. It will then
depend upon whether the cause can be removed or not.  Arythmia is
more grave than palpitation.

2. GREIG exhibited before the Toronto Pathological Society, the heart.
of a woman who had died suddenly while he was in the act of passing
a soft rubber stomach tube. There was advanced fatty changes
with rupture of the wall. The appearance of the woman was not
such as to lead one to suspect degenerative changes. She was not
very stout, and there was no disease except the gastritis which she
was being treated for at the time of her death.

3. RUDOLF, presented befov-e the: Toronto- Pathological Socicty,
frozen sectxons of a'dog’ wlnch ha,d dled durmrr the; car l} administra.
tion of chlmoiorm There was' enormous chstmtwu of the right side
of the heart, Loth -auricle a.nd ventncle “The. dog had becn chlore-
formed in a thin sack, had' struggled nolently at ﬁrqt br eathmg hard,.
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but suddenly the breathing became shallow and ceased. He was
removed, but efforts at resuscitation were without avail. The heart
could be felt beating for several minutes after natural breathing had
ceased. The writer had found that some dogs were much more sus-
ceptible to the drug than others, and he suggests that the very con-
trary results obtained by very trustworthy observers in different
quarters of the world might be explaired by the use of dogs ditfering
widely in their natures, and adds that possibly the different races of
mankind and the different individuals of the same race might vary
in a like manner.

4. ScADDING, writing of general ansestheties says, that we should
use the ansthetic which is the safest, providing the nature of the
operation and its method of operating ofter no contrary indication.
Nitrous oxide, is admittedly the safest of all general anwesthetics, but
is inapplicable for prolonged administration. Next to it, no one in
the face of our present knowledge, will deny that ether is safer than
chloroform. He follows closely Fredk. Hewitt's comparison between
the two agents and classification, and is convinced of the superiority
of the method of ansesthetizing with gas followed by ether in a closed
inhaler.

5. ApaMI remarks upon the little attention that has been paid io
the great omentum ; there is a scanty literature upon its pathological
ccondition, mainly upon eysts and tumours found in it. After review-
ing the theorics of the older writers he discusses what is now known
concerning it and its function or functions. There is one feature
about the great omentum which is the all-important feature histolo-
gically and physiologically, and that is the main characteristic of its
structure. It is a double membrance folded upon itself, and fused
together, consisting of endothelial and conncetive tissue elements.
However delicate and however loaded with fat, its main characteris-
tic is its great vascularity. The vascilar supply is altogether in
excess cf the neceds of the membrane itself. The great omentum
may be regarded as a mechanism for supporting and keeping in
position a rich aborization of delicate vessels separated by as slight a
cell-layer as possible from the peritoneal cavity. The viscus may be
endowed with powers of locomotion and so soon as any localized
injury and inflammation manifests itself, forthwith some portion of
its border, makes its way to the affected area, and within a little time
becomes adherent over it and thus helps to- plevenb the spxead of"
‘inflammation.  This pmtectwe power’ does not seem _to be present in
a.ll cases, for in typhoid fever we find that a serous mther than a leu-

. cocytic and- fibrinous ‘exudation obtains, and then no adhesions take:
place even though the omentum. be lying over the area of.-vm_]ur).
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The records of 150 consecutive and unselected cases are given, and
illustrate the fact that the omentum may gain attachment to every
viscus lying in the abdominal cavity, and does so very frequently.

6. Parsoxs reports the case of a woman, aged 45, in whom there
was found suppuration in the upper bile passages, and extension of
the process into the surrounding tissues, with abscess formation and
¢eneral peritonitis.

7. OLDRIGHT describes two cases of pleurisy with effusion, with
interesting peculiarities. In one the voecal fremitus, bronchial breath-
ing and vocal resonance could be felt and heaxd through the effusion
which extended from the level of the right nipple to the base. This
may be accounted for by the compression of the lung as far as the
bronchus and the density of the fibrous effusion, which eclotted
on being withdrawi. In the second case the peculiarity was in the
paralysis of the right serratus magnus muscle, which came on some
weeks after thelast aspiration.

8. SILVERTHORNX discusses the diseases of the coronary arteries, and
deseribes a case of rupture of the left ventricle in a man of sixty
years of age. The progress of events in the heart could be easily
surmised. There had Leen atheroma of the left coronary artery, and
which was most marked in its right branch. A thrombosis of the
vessel occurred as a result of the rough caleareous plates found in the
artery and the partinl occlusion of the vessel. There resulted an
antemic infarct of practically the full depth of the muscular tissues on
the anterior surface of the left ventriclee. The blood pressure was at
tirst sutficient to tear asunder near the apex somne softened or necrotic
fibres of the wall, including some columnae carnae, and four days
later complete rupture oceurred.

9. PEPLER describes an incomplete dicephalous monster. Ithad two
perfectly formed faces placed side by side on a single head, one face
looking to the front and right, the other to the front and left, the
head was slightly broader than that of a feetus at term. The body
and limbs were well developed and normal.

10. OLDRIGHT discusses that subject of never-failing interest to the
profession, anwsthesia. I{e covers the ground very fully, but does
not add anything to what is already well recognized.

11. HawLL reports the brief history of a woman who had spent two
years and eight months in an asylum, “ a hopeless case of insanity.”
Under an anmsth«.tlc an examination revealed extensive pelvic disease.
The appendages were removed and the uterus curetted. - Con va.lescence
was rapid, and thirty-five days. after the operation she returned o her
home with all the.reason and energy of her former self. = Arguing:
from the results of this case, and from the work of Hobbs of London,
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and Rohé of Baltimore, Hall strongly advocates the careful examina-
tion by men experienced in those classes of cases, of all the female
inmates of the various asylnms,

Canada Medical Recerd,
. February, 1999.

1. Report of Two Cases in which a Fibroid Tumour was Expelled from
the Uterus after Electrical Treatment. A. LAPTHORN SMITH.

March, 1898.
2. Artificia] Anus Closed Five Months after Colostomy. F. R. ENGLAND.
3. Aneurism of the Ascending Portion of the Aorta. J. B. McCoNNELL.
April, 1897.
4. Valedictory Address to the Graduating Class, 1898, at the 2Gth Annual
Convocation of Bishop’s College, chultyof Medicine. J.W. SIRLING.
5. Valedictory of the Graduating Class, 1898, University of Bishop’s
College, Faculty of Medicine. MacD. Forp.

1. These cases have already been reported in the April number of
this JOURNAL (page 304) in the proceedings of the Montreal Medico-
C]ururmeal Society. ,

h\ GLAND describes a case that came under his care in the West-
ern Hospltal. The patient, a boy of fifteen, had, five months before,
symptoms of appendicitis for which he bad been operated upon.
The ceecum and appendix were found normal, but a tumour of consider-
able size was discovered blocking the rectum, and situated about four
inches from the apus. The mass was looked upon as tuberculous. A
left ilinc colostomy was performed. The symptoms were relieved.
Since the operation, the bowels had aéted two or three times a day
by the artiticial anus. The boy wished to have the normal relations
of the bowels restored.

After thorough examination to determine if the lower bowel was
pervious, the fistula was separated and the bowel freed from the
parietes. The omentum was found closely adherent to the abdominal -
wall and to the intestines. Tbese adhesions were freed and the open-
ing closed transversely after the method of Heinecke. No tumor
or thickening couid be discovered in the sigmoid or rectum. The
boy made an uninterrupted recovery, and his bowels move freely
twice daily without medicine. .

3. McCoxNELL relates the history of a woman, a,ged 32, who pre-
sented all the t; plca.i signs and symptoms of aneurism.. At aubopsy”
the site of theaneurism was found to be the ascending a,u-h ‘commenc-
ing ‘just above the aortic” valves and reachmrr nea.rly to'the origin:
of the innominate antery The tamour 1tself mea.smed six mehes in
diameter. . ; Ke'lmeth Cameron. .



Beviews and Fotices of Books.

Brief Essays on Orthopeedic Surgery. Including its Relation to
Generul Surgery, its Future Demands, and its Operative as well as
the Mechanical Aspects, with Remarks on Specinlism. By Newron
M. SnaFrER, M.D., Surgeon-in-Chief to the New York Orthop:wedic
Dispensary and Hospital ; Clinical Professor of Orthopmedic Surgery,
University of New York City (Medical Department) ; Consulting
Orthopiedie Surgeon to St. Luke's and the Presbyterian Hospitals,
Xew York ; Consulting Surgeon, New York Infirmary for Women
and Childven ; Member New York Orthopwmdic Association, New
York Academy of Medicine, New York Neurological Society, etc.
New York : D. Appleton and Company. 1898.

A very neat little book of 8! pages, comprising essays which have
appeared at various intervals dnring the past fourtcen years.

Dr. Shaffer first gives, briefly, a very interesting history of the devel-
opment of this department of surgery into a specialty, showing at the
same time the very great activity of American surgeons in this interest-
ing field. Orthopiwedic surgery is dotined as “ that department of surgery
which includes the prevention, the mechanical {reatment, and the opera-
tive treatment of chronic or progressive deformities, for the proper treat-
ment of which special forms of apparatus or special mechanical dressings
are necessary.” A sound warning is given against the allurements of
general surgery, and-it is clearly pointed out that it requires an excep-
tional man with # decidedly mechanical bent to succeed in orthopadic
work. The author recommends that after graduation and a term of
service as interne in a hospital, & course of study of at least five years
should be demanded of those who expect to become orthopeaedic surgeons.

The scope, present nceds and future demands of orthopwedic surgery
are discussed in an entertaining and instructive style. G. E. A,

Inflammation of the Bladder and Urinary Fever. By C.
Maxsern Mourniiy, M.D., Oxon., F.R.C.S., Surgeon and Lecturer
on Surgery at the London Hospital ; Examiner in Surgery at the
University of Oxford ; late Radcliffe’s Travelling Fellow and Fellow
of Pembroke College, Oxford, and Hunterian Professor at the Royal
College of Surgeons. London: H. K. Lewis, 136 Gower Street, W.C.
1898. .

A small book of 153 pages written with the avowed object of proving
or rather emphasizing the fact alveady proved, that inflammation of the
bladder is always due to micro-organisms, which in the vast majority of
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cases have invaded it from without; and that what is commonly called
urinary fever is nothing but septic intoxication or septic infection oceurr-
ing under special conditions.

A few anatomical and physiological conditions in connection with
inflammation of the bladder first receives attention. It is pointed out
that there are no glands in the mucous membrane lining the bladder,
and that the mucus seen in normal uvine is derived from the urethra and
its accessories; that the thick layer of so-called mucus or muco-pus which
adheres to the hottom of the vessel in certain cases is composed of pus
altered by an alkali together with micro-organisms, epithelium a,nd
debris'and has no mucin in its composition,

The description of the ditterent forms of cystitis is based on their clini-
«cal features and is instructive and well written., A very interesting fact, -
very clearly brought out is that while, unlike the urethra, the healthy
bladder does not absorb drugs or ptomaines, yet when diseased both. arc

rapidly absorbed into the system.

The chapter on urinary fever embodies the f‘xcts of this interesting and
often very grave condition, and the directions given for catheterisation of
the distended bladder and the introduction of catheteric life, in prostatic
retention are such as should be more fully appreciated than is sometimes
the case. 'While it is true that this book contains little that is new, it is
full of facts that need emphasizing, and it is to be highly recommended
as a most useful and helpful work. . ‘ G. K. A,

Yellow Fever in the West Indies. By Tners Annmsow MD
London : H. K. Lewis, 1898. Small 8vo. 106 pages.

This little work is of inter est in that in a very modest manner it gives’
the author’s observations and conclusions upon an experience of Yellow
Fever in the West Indies, extending over more than 30 years. It does
not pretend to contain anything very novel, the main object of the writer
being throughout to be of service to young practitioners and others
settling in the West Indies, or heing called upon to diagnose and treav
the disease without much previous experience of its course and charac-
ters.

Dr. Anderson gives a very clear account of the stages of this curious
fever. and dwells much upon the importance of recognising its first or
febrile stage, and the mitigation or alleviation of symptoms which usher
in a second stage. the fall in temperature, diminution of the headache
and pains of back and limbs, the diminished thirst, the quieter pulse, and
the more cheerful condition of the patient. He dwells with special
importance on the character of the vomit, the white or acid vomit at, the

..begmmnn' of the second stage, followed by the’ development of- the black-
vomit and dcvelopment ‘of hwmorrhages in “other parts of - the body
Most particularly is he of opinion’that the study of the urine is. the mos
important, in prognosis and in the 1ecogmtxon of the gravity of the case.
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According to him albuminuris is the one constant foature ; it may be
found as carly as the first day and most commonly appears on the second
or third day of the disease, althongh he acknowledges that in four out of”
31 cases it was only manifested on the 5th day, and he recommends the
daily examination to determine the amount of albumin as giving infor-
mation as to the condition of the patient. He advises that the urine of
onc day, that has been treated by boiling and the addition of nitric acid,
be kept until the next, to give a rapid means of comparison of the
progress of the aibuminuria.

The treatment which he has found most suceessfnl and which he has
pursued for many years, has been the steady administration of carbolic
acid and potassinm bicarbonate in effervescents with lime juico throughout
the whole course of the disease and until vonvalescence is established.
[t is interesting to note that Sternberg strongly recommends & somewhat
similar mixture in which the perchloride of mercury takes the place of
the carbolic acid as the antiseptic employed. ‘ TG AL
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ON MILK AS A DIET IN TYPHOID FEVER.

Thoughtful physicians in all ages have recognized the influence
which a judiciously arranged dictary bas in modifying diseased pro-
cesses. Kven in the early days of the healing art, the great
Hippoerates in his teachings constantly emphasized the impertance of
a carefully regulated diet for the sick, and in more modern times the
illustrious Graves considered that his chief claim on a grateful pos-
terity lay in the fact that he had taught the profession to feed fevers.
Physicians of the present day with their clearer insight into the phy-
siology and chemistry of the tissues, are in a better position to appre-
ciate the importance of a diet which, while supplying in an assimilable
form sufficient nutriment to sustain, shall yet not place additional
burdens upon overtaxed exeretory organs, or by the formation of
‘toxic products within the intestinal tract lead to still further intoxica-
tion of the system.

In no form of illness does the character of the nourishment supplied,
and the amount appropriated, influence the course and outeomne of the
disease {0 a greater extent than in typhoid fever. For some years.
past milk administered m small quantities and frequently, has formed,
the routine fecding of typhoid fever almost all over the civilized
world. »

Very recently, however, this indiseriminate routine feeding of all
patients suffering from typhoid, on milk, has had several vigorous
opponents. Amongst others, Dr. Burney Yeo, of London, Dr
_Shattuck, of Boston, and Dr. Barr, of . Liverpool,- have stongly pro-
tested- agamst ‘this, mmd 1outme T hey have quesbloned whethm the
,-'Iauge amount of! sohd faacal matter frequcnt]y fourd asa result 'of
this contiriued milk diet, is.not.a cause of some of "the' perforations,
'whlch occur in-the later weeks of the dlsease, and whether w1th such
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a large amount of residual matter a diet exclusiuely of milk, affords a
sufficient amount of nutriment to the tissues. They have, therefore,
insisted that the fmeces should be carefully watched for indications of
imperfect digestion, and that occasionally a more generous dietary
better sustains the nutrition and strength of the patient.

We have much pleasure, therefore, in publishing in this number a
paper read before the MecGill Undergraduates Medical Society, in
which the propriety of always adhering to this diet in typhoid fever
is discussed. While by no means agreeing with all the statements
made, we feel convinced that an exclusive milk diet in this disease, by
no means fulfils all the requirements of the case, and that a thought-
tul discussion of the matter may do good. '

In any continued fever we have undoubtedly to deal with an
xmpancd secretion from all the secreting glands of the alimentary
tract, the salivary, the gastrie, the pancreatic, the duodenal, and the
intestinal. According to Sir Wm. Roberts, gastric digestion is, how-
ever, distinetly more impaired than is intestinal 'digestion. The
sympathy of the stomach with the general condition of the system is
much more active and close than that of the intestines; the former
organ approximates more nearly to the animal life of the body, the
latter to the vegetative life. The stomach ceases to be the principal
organ of digestion and becomes more or less of a conduit to pass on
liquid foods to the duodenum. We have thus a reversion to a con-
dition more or less infantile in character. At the same time the
appetite fails for solid food, which if forced upon the stomach, quickly
undergoes fermental changes, and may give rise not only to irritation
and discomfort, but, by the formation of toxins, may still further
depress the system. With this disturbance in the digestive functions
of the patient, we also know that all febrile states are accompanied
by an increased waste of the tissues of the body; a waste that
appears to effect chiefly the muscular tissues, and only in a minor
degree the fatty.

This waste appears to be due not me*e]y to a deﬁclency in the
amount of nutriment supplied, but also to an impaired power in the
tissues to assimilate nutriment during the higher grades of pyrexia.
Although, therefore, we may effect, by the administration of suitable
alouminous food in sufficient quantities, a distinet saving in the waste
of tissue, yet, owing to this defective power of assimilation at high
temperatures it would appear to be impossible to maintain a nitrogen--
ous equilibrum’ in’patients ‘with continuous high fever. : Fa1]u1e m“
nuatrition’is; however, much leqs ma.lked in patlents whose tevex is
of a markedly 1em1ttent«01 mtermlttent type, for as' Bauel wntes,
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“ the cellular elements recover during the periods of remission the
power of adding to their substance and of metabolizing an excess of
nutrient material.”

While, therefore, it is extremly important to supply our fevered
patients with albuminous food which can be utilized in checking
waste of tissue, such food must be supplied in a form which can e
readily absorbed and assimilated, and an effort should be made to
utilize the periods of remission for giving nutriment in inecreased

© quantities, as it can at these periods be better digested and appro-

priated. During all pyrexial conditions an abundance of water favonrs
the processes of absorption and elimination.

We are still of the opinion that for a majority of our patients, no
food will so satisfactorily fulfil the above conditions as will fresh
uncontaminated milk. It supplies all the elements needed for the
nutrition of the tissues. It is cheap, and always readily obtainable.
The slight deficiency in the carbohydrates is easily filled by the
addltlon of a thin farinaceous gruel. In many instances the lack is-
made up by the administration \Vlth it of aleohol. Milk should, how-
ever, in all severe cases be freely diluted. with water, or a thin gruel,
or a weak tea or coffee ; it should be rendered alkaline by the addition
of Jime water or sodium bicarbonate (ten or twenty grains or more to
the pint), and should be given in small quantities at intervals of an
hour or two hours. = While a patient is on a milk diet a watch should
be Lept for ﬁymptomq of indigestion, as indicated by nausea, flabulence,
and in some cases constipation. The motions should be carefuliy
examined. Milk when given carelessly is liable ¢~ form in many
stomachs a solid curd, indigestible either in the stomach or small
intestines. Such curds in -their passage through the intestines must
be a source of much irritation and call for the more muscular effort on
the part of the intestinal wall. Such a condition is especially to he

"avoided in typhoid fever, when either unnecessary irritation or

unnecessary muscular effort in the neighbourhood of the inflamed
and uleerated patches may lead to serious results.

In cases where milk is distasteful, we may supplement it by, or
substitute for it, any of the simple meat broths. The small amount
of nutrition which they possess may be increased by the addition of
vegetable juices, a point emphasized many years ago by Sir William
Jenner. Such soups may be variously flavoured with aromatic herbs :

. rendering them more grateful to the patient and more easy of assimi-".

' lation. - The various plepa.ratlons of gelatine g mve us readily assimi- .
' ln.ted a,lbummous foods whieh prevent tissue- waste Some of. the'_
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starchy foods may also be employed with care, especially if they are
combined with one of the malt extracts.

In the later stages of the disease, when the fever remits for many
hours at a time and appetite returns, many good authorities strongly
recommend the administration of stronger food. We, too, would echo
this plea and would extend the dietary at this period lo finely minced
meat, eggs, soft puddings, and stale bread or toast for those who, with
a clean tongue, and a keen desire for food, show no special signs of
intestinal irritation.

HOSPITAL ABUSE:.

An article read before the Montreal Medico-Chirurgical Society by
Dr. Armstrong, will be found on another page of the present number.
It introduces for the first time in this JOUrNAL a subject which has
Licen claiming the attention of physicians wherever the hospital
system is found, and which in many respects seems to be as far from
a solution as ever. How to discriminate between those, who, we feel,
arc deserving of the gratuitous services of our profession, and those
who, while not entitled to them, can, by the present constitution of
hospital regulations, demand such services, is perhaps one of the most
difficult points to be solved. Dr. Armstrong’s suggestion of a central
hospital board would seem to meet this difficulty and should be given
a trial. The discussion on the paper was considered to be of such
importance that it was deferred until the autumn, when a more
representative gathering of medical men could be obtained than during
the present month. We shall be glad to publish the views of our
readers on the matter and invite correspondence from t.hose mtelested
in the subject. :

THE FORTHCOMING ELECTION AT THE COLLEGE YOF
PHYSICIANS AND SURGEONS OF THE PROVINCE
OF QUEBEC.

The temper of the profession at large in this provinee in 1espect to
the conduct of the business of the College of Physicians and Surgeons
under the present regime has been so clearly shown during the last
three months, that it is not necessary for us once again to point out the
urgent need of reform. The profession at large has determined that
the present thoroughly unsatisfactory and disereditable state of affairs, -
must. cease, ‘and ', we- - now: know that the’ nm]ouﬁy 1s in fa,vour ot
reform. * As pr oies. cwn, be.used solely for the, election’ of qoveo"nors?
amd the vote of those p'rese'nt at-the meeting’ decides all otke'r Q'uestwns '
those who have' given proxies must not 1nd1v1dual y rela.x thelr efforts
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or think that it will be safe to absent themselves on July 18th. We
must be present without fail for the opening of the meeting at 9 a.m.
prepared to give up the entire day, and not saunter in at mid-day
when the college has already been in session for some hours. We have
to deal with those who are fighting for life and for position, with all
that such position implies; and we have already had experience dur-
ing the course of the present contest, that in order to gain votes and
retain their positions sundry of the officials of the present Board are
prepared to resort to practices which are not to be commended.

It must not be forgotten that under the present method of voting
it is the easiest thing in' the world for those politically minded to
completely control the election. If the Board be united it is a com-
paratively simple matter for each of the 30 or so elective members to
obtain personal proxies from ten or twenty professional friends, the
proxies being obtained primarily in order to assure the return of the
individual member, and when obtained, being thrown into the common
pool, so that the united Board in this way can without diificulty con-
trol some four to six hundred votes, a number which is ample to
insure the election of any board as now constltuted under ordinary
conditions.

Fortunately in-this present election the conditions are not ordinary,
and fortunately very many of the more influential members of the
Board are so disgusted with the conduct of affairs that they have cut
themselves adrift from what until now has been the dominant party.
Nevertheless it must not be thought that Dr. Beausoleil and his friends
will submit meekly to losing the control over ths affairs of the college
that they have exercised durmcr all these years, because a magonty
desires it.

This consideration of how easy it is for a combine ” to gain
possession of medical affairs in the provinee, is in itself sufficient to
prove the urgent necessity for a radieal change in the mode of election
of the Board of Governors. Under the present method if practition-
ers in any district are dissatisfied with the hction. of a member of the
Board hailing from that district, they are wholly powerless to obtain
proper representation. A member has no need to depend upon dis-
trict support, provided that he is working hand-in-hand with the
“combine ” ; he depends upon the proxies obtained from the other

- members ot the same; while if the district puts forward a candidate .
as its own nommee, that nominee, if unknown outside his dlstrlct s
- may receive but. 4 rare vote from ‘other parts of the province and so.
in all hkehhood will be hopelessly beaten, although he is the choice’
of his district” and receives the overwhelming magonty of the votes
cast in the same. '1'hxs has 1epea.tedly occurred in the past.
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It may be retorted, and it has been urged that the Electoral Com-
mittees, French and English, which are working against the present
officials, are themsclves a combine and are working for selfish ends.
It has been stated by Dr. Beausoleil and his friends, that the Elee-
toral Committees are the result of a plot on the part of the Universi-
ties to gnin their own ends.  We can only say that if this be so, they
have gone to work in a very peculiar way, for not a single candidate
recommended by those committees is connected with a University
staff. The Electoral Committees simply desire to cleanse the Board
and to improve its methods, and to render it thoroughly representa-
tive and respected—there is no question of the Universities as opposed
to the practitioner.

Out of 1,403 licensed physicians the Reform Committee has already
received proxies from 830, having a majority in every separate distriet
as well as this general plarality in the whole province. The candi-
dates have been selected by the districts themselves and not by the
committee, and it is obvious that if the majority in each district vote
with the majority in the other districts success is inevitable unless
improper tactics are tolerated.

Before our next issue the meeting will have come and gone. So
now for the last time we urge that every member of the profession
who has the good of the profession at heart, will be present either in
person or by proxy at Laval University, Montreal, at 9 am. on the -
morning of July 13th, and will do his utmost to put an end to our
present dlscxedlt. '

THE INTERNATIONAL ASSOCIATION OF RAILWAY
SURGEONS.

Officers for 1897-8: President, Surg. Geo. Ross, Rlchmond Va.;
Vice-Presidents, Surg. J. Alex. Hutchison, Montreal, Can. ; Surg. A. L
Fulton, Kansas City, Mo. ; Surg. De Saussure Ford, Augusta, Ga.;
Surg. John J. Buchanan, Pittsburg, Pa.; Surg. H. L. Getz, Marshall-
town, Ia.; Surg. R. R. Lawrence, Hartford, Mich. ; Surg. W. Q. Marsh,
Sierra Mojada, Mexico. Secretary, Surg. Louis J. Mitchell, Chicago,
Ill.  Treasurer, Surg. Eugene R. Lewis, Kansas City, Mo. Executive
Board, Surg. A. I Bouftleur, Chairman, Chicago. Ill. Committee on

Transportation, Surg. W. B. Outten, Chairman, St. Louis, Mo. Local
("ommxttee of Ana.ngements, Suro' B L. Rxordan Chalrman Toronto,
Ont . K . :

way Suroreons for this year.
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The meeting will be held in Toronto on Wednesday, Thursday and
Friday, July 6th, Tth and 8th, 1898. These dates have been decided
on so as not to interfere with other important medical meetings in the
United States and Canada ; and also because the weather will be very
warm in the country to the south of us about that tine, so that a
large number of members may be expected to come north and enjoy
the cool breezes of Lake Ontario.

This—the eleventh annual meeting—will be the first one held out-
side the borders of the United States

The purpose of the Association is stated in Altlcle 1, Sect. 2, of the
Constitution, viz.:

“The object of the Association shall be to promote aequmnta.nee
and fraternal relations amnong railway surgeons, to secure interchange
of ideas and the adoption of the best methods of development :md
improvement of railway surgery, and to establish it as a special
branch of the chirurgical art.”

At present there are about six hundred members paid up for this
. year, but, as many join at each meeting, a much larger number is
" expected. Canadian Railway Surgeons have not been very numerous
at the meetings of the Association heretofore, about forty being.the
largest number during any year ; but a much larger 1'epresentation is
looked for this year.

Free transportation will be g a.nted to members of the Assocm.tlon
connected with railways to and from Toronto upon application
through the proper ofticers of the Company employing such surgecns,
C. M. Huys, Esq., General Manager of the Grand Trunk R’y. System
has kindly signified his desire to give an excursion to the members
attending the Association meetings from Toronto to the Muskoka Lake
district. This excursion will probably take place on Saturday, the
day following the closing of the meeting. Other entertainments of a
social nature are being arranged for.

The Chairman of the Committee of Arr angements would be pleased
to hear from any Canadian Railway Surgeon who would favor the
meeting with a paper.

Application blanks for membership will be forwarded by the Treas-
urer of the Association, E. R. Lewis, Kansas City, Mo.

The President has suggested the subject of “ Shock ” for the special
consideration of the coming meeting. Different aspeets of the subject
-will be presented by membels ahead} chosen 'by the President. A
. dally journal, ¢ T/w le'way b'w; Jeon wxll be pubhshed dumnw thef

meetmm : '
. An e*c]ubmou of sumxca.l a.ppha.nces a.nd ph) swmus supplu,a «rmu-
. 37 .
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ally will be a feature; at Chicago last year thirty-nine manufacturers
had exhibits, some firms having four or five representatives present
to show their goods. The duty being now removed from surgical
instruments should ensure a large show of these goods by foreign
manufacturers.

GESTA MEDICORUM.
“ QUICQUID AGUNT MEDICI NOSTRI FARRAGO LIBELLL’

The Maritime Medical Society also meets at Halifax during the
same week. Dr. D. A. Campbell is the President-elect.

The Medical Society of Nova Scotia meets this year at Halifax, on
Wednesday, July 6th. Dr. William Tobin of that city is the President-
elect. A

The triennial meeting of the College of Physicians and Surgeons
for the clection of the Board of Governors, will be held on Wednesday,
the j18th of July next, at Laval University, St. Denis street,.
Montreal, at 9 o'clock a.m.  A. G. Belleau, M.D., Quebee, and A. T.
Brosseau, M.D., Montreal, Secretaries.

A new Society has becn added to the many already existing. It is
called the Medico-Psychological Society of Quebec. It is composed
of 20 members who are attached to the various Insane Asylumns in
the province, and it will be devoted to the study of mental disorders.

Dr. Arthur Vallée, of the Quebec Insane Asylum, is the President .
Dr. T. J. W. Burgess, of the Protestant Hospital for Insane, is Vice-
President ; Secretary, Dr. E. P. Chagnon, of Longue Pointe.

An Association of Medical Librarians was organised at a meeting
of a number of representatives of medical libraries held in Phila-
delphia on May 2nd. The officers elected were : President, Dr. George
M. Gould, Editor of the Philadelphic Medical Journal ; Vice-Presi-
dent, Dr. J. L. Rothrock, of St. Paul. Minn. ; Seeretary, Miss M. R.
Charlton, of McGill University, Montreal ; Treasurer, Dr. William
Browning, of Brooklyn, N.Y.

There seems to be a revival of literary activity among medical men.
One or two doctors recently have produced very readable novels, it
indeed they should not be classed in the ranks with Goldswith,
Smollet, Lever, Holmes and Conan Doyle. ‘

"Dr. 8. Weir-Mitehell’s « Huorh Wynne is, one. of the hits ot the

.season. The. latest addltlon to the list is’ Dr M Greenwood’ N John‘-‘
Armshona swhich is highly spoken of. Vo

4
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"According to the Universitats-Kalender recently published, the
number of medical students in the universities of Germany and the
German speaking universities of Austria and Switzerland are as
follows:—Vienna 1,508, Munich 1,396, Berlin 1,360, Wiirtzburg 742,
Leipzig 724, Graz 521, Erlangen 434, Freiburg 392, Zurich 353, Breslau
345, Strassburg 329, Griefswald 293, Geneva 289, Halle 265, Bonn 264,
Kiel 263, Tiibingen 255, Marburg 249, Gottingen 236, Konigsberg 235,
Giessen 224, Bern 208, Heidelberg 203, Jena 198, Lausanne 157,
Basel 149, Rostock 106.

Honors are coming thick and fast upon MeGill men. We are
pleased to learn that Prof. J. G. Adami has been elected a Fellow of
the Royal Society of Edinburgh.

Dr. D. J. Evans, Demonstrator of Obstetrics, was, in January last,
elected a Fellow of the Royal Obstetrical Society of London,

To Dr. Osler the bulk of the honors have fallen, however. He has
been recently elected a Fellow of the Royal Society, and is also to
receive the degrees of D.C.L. from Trinity University, Toronto, and
LL.D., from Aberdeen.

The annual megting of the Canadian Medical Association will be
held in Quebec this year on August 16, 17 and 18. Medical men
throughout Canada are looking forward with much interest to the
event, and it is expected. to be very largely attended. The member-
ship in Canada is something like six hnndred, and all the prominent
physicians in the Dominion are nnmbered among them.

The present officers of the Association for the province are as
follows : President, Dr. J. M. Beausoleil, Montreal ; Vice-President,
Dr. C. F. Park, Quebec ; and Secretary, Dr. Marois. The General
Treasurer is Dr. Small, of Ottawa, and the General Seeretary, Dr.
Starr, of Toronto.

One of the most successful of recent conventions was the meeting
of the Ontario Medical Association in Toronto on June 1st and 2nd.
The address of the President, Dr. Wm. Britton, was a. thoughtful
effort dealing with matters of general medical interest. He expressed
the wish that the scheme for intra-provincial registration would
become an accomplished fact.
An important paper was that of Dr. R. Ferguson of London, on
“ The Injurious Effects of Over-wrought School System on the Health
of Public and High School Pupils.”
. The Association passed a series of resolutions calling the attention -
of the Government to the fact that pupils were e\pectt_d to ovcltake
too much worL and had too muoh nome work.

Y
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Dr. A. T. Rice of Woodstock, reported a remarkable case of “ Vicar-
ious Urination.” The patient was hysterical and for a period of three
weeks, presented suppression of urine.  During this time there exuded
three times a day from the skin of the legs below the knees a fluid
having a urinous appearance, which underwenf, ammoniacal fermen-
tation and contained urea. One pint to a quart was excreted each
time. On Oct. 30th, 1897, a gallon was excreted in the same way in
half an hour. It necessitated the patient smrrounding the limbs with
wrappings. The author also referred to a few other cases in the liter-
ature, but his was the most characteristie.

Dr. W. McKeown of Toronto, read a paper on “The Application of
the Principles of Osmosis to the Treatment of Toxzmia.” His method
was to give large subcutaneous injections of normal saline and at the
same time rectal enemata of magnesium sulphate. He believed that
this increased the elimination of toxins by the bowel, and had treated
a case of septiczemia in this way with good results.

Dr. A. McPhedran of Toronto, reported 20 cases of sporadic cretin-
ism occurring in Ontario, with lantern views. '

Prof. J. G. Adami of Montreal, read a paper upon the “ Hepaiic
Complications of Syphilis.”

The president entertained the members on June lst to a smoking
concert, and the Royal St. Lawrence Yacht Club to luncheon.

About 180 members were present,

NEW BOOKS, EIC., RECEIVED AND NOTED.

Manual of Operative Surgery. By H. J. Waring, M.S., M.B., B.Sc., F.R.C.S.
Edinburgh and London, Young J. Peatland ; New York, The Machllen Compa.ny
1898.

A Manual of Instruction in the Principles of Prompt Aid to the Injured includ-
ing a Chapter on Hygiene and the Drill Regulations for the Hospital Corps, U.S.A.
By Alvah H. Doty, M.D., second edition. New York, D. Appleton & Company, 1898.

A Treatise on Aphasiaand other Speech Defeets. By H. Charlton Bastian, M.A.,
M.D., Lord., F.R.S. London. H. K. Lewis, 1898.

A Manual of Hygiene and Sanitation. By Seneca Egbert, A.M., M.D. Lea
Brothers & Co., Philadelphia and New York, 1898,

Clinical Re'\ort of the Rotunda Hospitals for One Year, Nov. 1st, 1896, to Oct.
31st, 1897. By R. Dancer Purefoy, M.D. Master; and T. Henry W’ilson, Henry
Jellett. R. P. R. Lyle, Assistant Masters, Dublin, J ohn Falconer, 1898,

The Pathology of Ante-Natal Life—An Address delivered before the Glasgow
Obstetrical and Gynwcological Society. By J. W. Ballantyne, M.D. Reprinted
from the Glasgow Medical Jonurnal, April, 1898,

A Clinical Study of Kryofine. By Sydney V. Haas, M.D., and J Bennett
Morrison, M.D. Reprinted from the New York Medical Journal, March 25th, 1898.

Injuries from “ Live” Electric Light and Trolley Wires. By J. J. B. Brownson,

'M.D.‘ Reprinted from the Tri-State Medical Journal und Practitioner, April, 1898,



