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PREFACE TO THE THIRD EDITION

[N the present edition the whole book has been revised, and
six new lectures (Nos. VII., XVI., XVII., XX., XXIV,,
and XXVI.). and several new illustrations added. The
general scope and plan of the work, however, remain

unaltered

PREFACE TO THE FIRST EDITION

Tur lectures in this book were delivered in the form of
a systematic course at the London Hospital two years
ago, and first published serially in the Clinical Journal. 1
have gathered them together at the request of many of
those who listened to them, and who have been kind enough
to express a wish to have them in a more convenient form
for reference. ‘
The aim and scope of the book are sufficiently indicated
in the opening paragraphs of the first lecture, but I would
only say here that it is not intended in any sense to be
an exhaustive treatise on the diseases of childhood, nor
to compete with the many admirable text-books of that
subject already in existence. My object has simply been
to describe those common diseases of children which are
24 e
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not usually dealt with in systematic lectures on medicine
and which are apt to receive but little attention in ordinary
ward teaching. The subject has been approached from a
purely clinical standpoint, and with but little reference to
[ll'nMrm\ of ]m”wl zy ; on the other hand, questions of
treatment have been dealt with in some detail. The fact
that the lectures were delivered from only a few notes
and have been merely corrected from the stenographer’s
report must serve as an excuse for the rather colloquial
character of the style in M.ltw and for not mnirequent
repetitions

I'he illustrations are, with one or two exceptions, original,

and have been reproduced from }'lu‘vuglﬁjvh of mv own

( ( bv lantern-slide of which the lectur Were s
trated
| am indebted to 1 1 | Mr. Rob l'anner for the
care h h bhesto 1 O he f the m f -sheet
and must express also my great obligation to Dr. Eliot
(‘vea editor of the ( cal J ( for | pern
| ture n bhook form I'he ind {
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LECTURES ON DISEASES OF
CHILDREN

LECTURE 1

THE CLINICAL EXAMINATION OF SICK CHILDREN

(*ENTLEMEN |'. will be ‘_"!H'!'I\H\ wWimitted | ||U!1|\ that
the study of diseases of children, which will occupy us in
these lectures, is one which is apt to be neglected in general
hie ])711? One reason for thi [HH'H!'IL\ 18 that adult
patients are so numerous, and their ¢laims on the staff are
» pressing, that there is very little time left fo special
teaching in the children’s wards And also, I think. it has
explanation in this further fact, that the teaching of
general hospitals is, and necessarily must be, directed spe
cially to the requirements of qualifying examinations. Now
1t 1 in my judgment, at least—unfortunate, though 1 can
hardly expect to carry vour sympathies in this matter, that
there 18 no demand made at the ordinary qualifying ex

vminations tor a SPe ial knowledge of the diseases of children
the consequence of which is that many men when they
qualify know almost nothing of many of the commonest
vlments of infant life. On goine out into RLACLICC Y OU
wre not much better informed in many cases than the mother
r_the nurse as to the diseases which you have got to deal
vith And vet you will find that in any large general

-M 'w-‘-!iw children make up a great part, pe l'l;lp\ the greater

part, of your patients, and the seriousness of their diseases

vill be brought home to you by a study of the death-rate

for whereas the adult mortality has gone down in the last

fitty years by about 4 per 1,000, the infantile mortality is

as high as ever it was ; and, indeed, of everv hundred
|
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children born fifteen never see their first '>||I||1l;i.\, Now
gentlemen. that is not creditable to om IHH]{"\-I"H and
although I admit that much of it is due to social and
economic causes for which you and I are not in any way
ilil'('l'll.\ Iw~~[m||\!iil" yet I cannot doubt that. if all practi
tioners had the opportunity as students of becoming familiax
with the treatment of the common diseases of infancy. the
result would be seen in an appreciable diminution of o
infant mortality

[ should be sorry, however, if you were to embark upon
this course of study merely from such utilitarian motives

as those | 'IIl\l‘ |»IH for \\;llAl because 1 can |>Ilvl||i\c~ you

that on scientific grounds alone alike |r;;1’|('|w;i«;![ and
therapeutic, there is no subject which will better repay
vour attention than the study of the diseases of childre:
\MI \\ !H lilr(l rlml |),H'w|ﬂ’_‘1‘u:| |)lwl 11 "|||<||1 1n 1« llvf
if I may use the term, to be pure bred : they are not hybrid
produced by a blending of different morbid factor Diseast

in children also runs a less complicated course than it does
in the adult. and tend to exhibit |M"H>l'“_'h.|| Processe
in their simplest forms

\s regards therapeutics, you will find treatment in
children eminently satisfactory I am bound to confess
that when vou study the results of the treatment of disease
in adults in large hospitals such as this, you are tempted

to form a rather low opinion of the pote ntialities of medical

therapeutics Frequent failure is inevitable it depends
largely on the circumstances in which our patients in this
|m!l“1 |,‘vl1~|"lq‘:lr I'!ll"'l ”;\.‘! \‘.H‘!'}I‘lr]l'lr'T IS NOt SO
!'ll_\ I'e é*"ll‘] to treatment 1n a most surprising and gratify
ing fashion. One reason is, no doubt, that you can so easily
modify your patient’s surroundin \ child has not got
to work ; you can take him away from school for an in
definite number of weeks, and no one will object except
the schoolmaster or the attendance officer Moreover, in

the case of children you are fighting with Nature instead
of against hex In the case of most of our adult patients
they are going dowan the hill. or are about to go down it

but children are going up the hill, and they have great
I't ]i:l!’;lli\t' power 1o fall back upon and hence it is that the
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treatment of their diseases 1s s0 encouraging All the more
reason, therefore, that you should know how to treat these
diseases, for you will often find when you go into practice
that the life of the child is literally in your hands, and that
a mistake at a critical moment may be really a matter of
| ife and death.

Now. it has always been the boast of this hospital that
whatever it may do or leave undone, at all events it offers
students unrivalled opportunity of fitting themselves for
practice. But although this is true, and although we treat
here a much larger number of sick children than any other
general IIH\I)“JI there has not hitherto been ‘:i\t‘ll here
any more than at any of the other \|l‘!lupw|ll:||v Schools
ystematic instruction in the special diseases of childhood.
l'hat gap in your training I should consider it a privilege
to be able to fill, and I have therefore invited you to meet
me here, by the consent and with the encouragement of
ny\ "'li“-l‘,’\l‘\ 111 "]'l‘l iil(ll we mayn \"“'.‘H"] ]‘l‘_’"l'“'
briefly and prad Hl,xH‘\ the nature and treatment of those

diseases which are peculiar to early life

I may now turn, gentlemen, to the subject of the first
lecture of this course—the methods of examining children
clinically [ must ask you to bear with me if you find this

not "'\II'IH“!‘\. interesting, but it is an unavoidable pre
liminary, for the methods of examining and handling a sick
child do not come to you by intuition [t was pointed out
by Dr. Charles West, who was one of the pioneers in this
ubject, that the man who starts for the first time to study
the diseases of children is like a traveller in a foreign country
he hears a strange language spoken which he does not
understand. At all events, if the language is not absolutely
trange, it is spoken with a foreign accent, for the physical
igns of disease are often different in children to what I||«‘_\
wre I grown-up |u'u}>|n" and so you have to devote ~|n‘|'l:'|
attention to their interpretation

I'n';'ill with the history. The «‘llilll. of course. will be
unable to tell you anything, or but very little, and you have
to fall back upon the information supplied by the mother
or the nurse for a ||i>lv>l_\ of the illness I'hese are apt to

be loquacious persons, but it is always worth while to listen
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patic ntly to all they have to say. for there is HH"'H|.\ in
such a favourable position to observe small changes in
health of the child as those who are const |||l|.\ attending
to him. Listen attentively. then. to what the mother or
the nurse has to say as to the mode of onset of the illness
and the symptoms which the child exhibits

With what are called *subjective symptoms * in children
you are not 1mm any wa\ Yl'v"llbltwl l't""lll\' ]’Il'll are none,
Pediatrics is like veterinary work in this, that the P;l!ii'l”
is unable to give yvou an account of his sufferings, and you
are thrown back entirely on yvour own observation, which,
of course. makes the necessity for careful examination all
the greater With regard to the history. 1 would say that

nutrition and heredity play such a large part in the diseases
of children that you must always make a special investiga
tion into these point You must ask. as regards the
family history. what other children there have been, how
manv of those are | Ving and how many it any are ‘i"“l
wnd the ages at which thev died ou must inquire also
about the health of the mother during pregnancy whether

the child was carried to term or not. and as to the nature of

the labour by which the child was ushered into the world

All these POINts have a direct bearing on the conclusions

which yvou will draw as (o the kind of heredity with which
your patient is burdened You will further inquire with
regard to nutrition. noting the exact mode in which the
child has been fed. as well as the particular food or foods
vhich are being given now

Answers to these questions will clear the ground, and will
prepare you for proceeding to your physical examination.

I need hardly emphasize here the importance of oentleness
i tact Thes llu!x;‘ cannot be I,HUIM they come
natun |“ 1O SO« P(M}»\» i:l]l <\l|\|nui\ ..M],vll'\ll]l""]l)‘

degree of them by care and with opportunities for practice
Children are difficult to handle : they are easily frightened

and thev distrust the presence of a stranger and these

things add to the difficulties which vou will encounter. The

methods which you adopt in your examination of children
are the usual methods of inspection. palpation, percussion

and auscultation. These have not the same relative values
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however. as in the case of adults Inspection IS Immeasun
ably the most important method in a child.  The next in
importance is palpation, next aus ultation ; percussion we
will leave till last

You have already. of course., gleaned much information

hy casual observation whilst you have been talking to the

mother and getting the history During that time the
child has become accustomed to vour presence You will
have noticed whether he looks "litrll\l.\ ill, whether he
is interested in his tovs or surroundings. and whether he
presents any obvious signs of disease Having done that

yvou have to proceed to more exact inspection. For that
purpose it is important to have the child completely stripped

| 1 well that thi hould be done before vou come into
the roon i bad to get a baby to associate yvou in it

mind with the taking off of its clothe The next piece of
vdvice T would give ou never to look a baby in the face

I'l of course. do not wm.lv\ to grown-up person we
feel inclined to distrust a man who does not look us in the
face. but the baby distrusts the man who does There is
no surer wayv of making a baby c1 and therefore of making
it far more difficult to examine., than by staring it in the
face

v noting the child’s

You should begin your inspection |
expression. Much h been written about the facies of

diseas nd vou will find mvsterious lines described as
coming out on the child’s face when it is ill | do not think
ny good purpose would be served if 1 attempted to describe
them to you. That is a matter which you must pick up

vou have opportunity here, where you will be able to
ee the facies of all sorts of diseases in infants., and you will
ret familiar byv-and-by with the facies of abdominal diseas:
with the facie of acute r¢ piratory disease. of cerebral
disease, and so on I'he llx¢|~"ll.'l|<‘l‘ of this \Hlliw\l how
ever, justifies all that has been written about it, because
the face of the child is 2 mirror in a way in which that of
L grown-up person is not [t is a clean sheet upon which
disease can write ; it is not furrowed over with the lines of
care and anxiety, nor does it show those changes so often

to be seen in adults as a result of debauchery and bad living.
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Moreover, the signs of disease in a child are not masked by
the emotions nor suppressed by the will

Now, having noted these things, you cast your eye down
over the child, and yvou will observe certain peculiz\rities of
configuration which are normal. but which the child’s
mother may think are abnormal. One of these is that the
child has a relatively large abdomen. You will not be long
in puulhrluhww babies are brought to vou by anxious
mothers with the complaint that ‘the stomach is getting
large.’ [ do not say that these mothers are not l't'l':l‘iﬂll'l“v\
right. and that the abdomen is not pathologically enlarged
sometimes, but it is well to note that a child’s abdomen is
naturally prominent, the main reason for which is that the
liver is relatively bigger and occuples a con derable space in
the abdomen
Another peculiarity is that the chest is very round. and
1s only after me time that it acquires the oval );,-l.q
ch een in a well-formed adult. There are certain

consequences of this round-shaped chest in children which

I shall have to point out to you when we come to study
y|~|;y! WLory <f1 s \“‘y!’ul ln»uyl tO note 1 X|44 I‘-]‘H!\w“\
large head of the child compared with the trunk Here

again, anxious mothers come to vou complaining that the
~i|t]-1'~ ||m|l| | ',“‘llil“,‘ lv’L"’ and po ~f”!\ \ln ||4'|“|||mlll~~
have been trving to make her believe that the |>';3r.\
has got water on the brain Remember in such an

event that a child 1 about three vear of age before

the head and chest have the mme relative ize as in the
vdult, Of course, this is easily understood when vou
remember that during those eal the child’s brain i

erowing rapidly
Other points to notice are the character of the respiratory

movement whether l]l-“\ ar 1 t;mf recular casy 01
laboured You will also notice whether there is any head
retraction. You will observe the position of the limb

whether they are held in an easy and natural posture, or

kept rigid, as they are apt to be when the seat of painful
Ailw LS¢€ »—|l<'9 a curvy l,""l\ :’l"‘rtlrl ‘II"\i‘_‘I‘\'\' ’il'l\"‘\
which you will quickly learn to recognise when we come to

speak of that disease You will, at the same time, notice
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the presence or absence of rashes, which are so important
a diagnostic sign in the diseases of infanc

Having run your eye rapidly over the child in this way,
vou come to the next method of examination—namely
palpation. The advice used to be given by an old teacher
of mine that vou should always ‘ paw yvour babies.” That

was very sound advice But 1 would remind yvou of the

importance of a warm hand in doing so. Though it is now
far back in point of time. I remember still having been
handled by a doctor with very cold hands, and 1 never

foroeot it or forgave him [ recommend you to begin palpa
tion with the head You do not often palpate the head of
arown-up patient, but in the case of a child it is ver)
important to do so First of all ¢o over the anterior fon
tanell notice whether it is closed or open, bulging o1
depr ed I'he fontanelle tells vou much in a baby
the pulse doe 1 older patier v depressed fontanelle
havine the LI nificance a feebl |HI|-| Notice
whether there 18 anv sign of ftenine of the bone. such as
one finds in craniotabes, which is a frequent sign of ricket
O1 f‘(“"' O bser ' vhether there is anv bossing of

the head. and whether there are any nodes or lumps upon
the bone

Having studied the head. vou can |w‘wu‘|1lwiiwlllu-l
passing your hand over the skin. and noticing whether it

is hot or cold. dry or moist, for the latter i1s information

which no thermometer can ever give you You will also
notice whether there headin the ribs, which is an
mp rtant and early ien of ri ket then feel for the ui'_w
of the liver You can generally make it out quite well a

little below the costal margin. The spleen, of course, you
oucht not to be able to feel in health Last]y [ think vou
hould run vour hands over the limbs and notice whether
there 1s any tenderness of the legs Many cases of obscurt
disease in children are to be explained by inflammatory
aftections ol the bone which can only be A:I’I'Ylllillwl ll_‘.
careful palpation

We pass next to auscultation. One should perform this
before percussion in children. reversing the rule which

obtains in the case of older ;»liirul Percussion is :1];1 to
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frichten children. and so would make auscultation difficult
if that were left to the last In auscultating the chest it
is best to have the child sitting up : he should not be lving
on his face. for the child is likely to have unpleasant cin
tions with that position. and also because the pressure on
the abdomen. if the child is on his face pu he up t he
;g]n!wmln,w}wl['ll» and mterteres with the expan ion of the
lungs So examine the child when sitting up and leanin
against the mother’s or the nurse houlder It is com
mwl\'.\ recommended that vou should listen to the chest
Ol 1'|UH!! 1 \\!1|\<‘lH a St the SCOPH by |r\|¥|z|\‘ vour ear to
the back. Certainly by that mea ou frichten the child
l¢ than by anyv other method. but it open to objection
n patier ho are 1 lea I Ol 1S teth

ope it n | h Yo ‘ folle the m
ments of the chil s | o
do that with a e stetl P I ‘

u-vl.w\w!u th a metal end-piec 1se vl i
omethin hich is warm when put upon th 1 |
wn advantage to hay hort che prece 1«

et in between the n nezl | the nd L
cornel ithout fering with the child’s posit
] of i.!|y | I rsibl hest ple | narl
end to go into tl mall paces betweel the ril You m
think that the ¢ f the child I' bar t Iscu it
tion nd u will It 80 b nner : but b nd-b
when u get practice u will rather prefer that the child
hould e little. becau Cl INSure full exp 1on of
the lun nel he equivalent in the adult to the takin
of »‘i.,,,i.m tl

You will be struck at first by the length of time that a
child n hold | bre | nd u m h e to walt tor
quite a o1 i i her ii jriie tion I'hi 1 1ot
ion of disease it is merely due to the enormous relative
vital capacity of the infant chest There is another peculi
writy of resy ration met with in children who are the —IJ'{.‘I
of serious respiratory disease which likely to confuse
vou at first, and ‘\“"\-ll ] bhest li("l']N(I n nversion ol
the ratory rhythm You and I. when we breathe. first

resj

fill the

chest, then empty it, an

d then stop for moment
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that is to say. the ordinary rhythm is inspiration, expira
tion, paus But you will often notice in children in whom
respiration is embarrassed that a short gruntiog expiration
is made, followed by a full inspiration, and that by a pause
In other words, the ordinary rhythm has become inverted
What the advantage of this mode of breathing is it would
be hard to say it has been suggested that the result of
uch breathing must be to facilitate free oxidation of the

hlood. for the paus after u‘n]mminn means that the lungs

re kept full of pure air for a much longer period than by
the normal method @ but it must be confessed that this
xplanation is not very convinein Such a reversal of the
| mode ma he P ble to the ¢hild by reason of the
plasticity of his respiratory apparatus, and by the
that the mechanism of respiration is not so stereotyped
becom in the dult \ 1 Il event whatever the
planation may be. vou will find the occurrence of this
ersion of respiration of considerable diagnostic valug

NV Case
here are other points in connection with auscultation
f th lun in childeen which have to be noticed, and one
these is the harshness of the respirator ound. This i
the -called puerile breathing, and it is so marked and

tant that. if vou hear loud breathing on one side of the
hest and faint on the other, the loud is ||!~|w|v|\ the normal
vards the right apex, and between the scapul@ behind

the respiration in the y ",‘HL_'A]HM: normadll lm"ullll\ harsh

but almost bronchial, a point which it is well to remember
1 to avoid errors of diagnosi
\nother noticeable thing is the extreme ease with which

unds are conducted in a child’s chest. so that if you hear
faint accompaniment on one side it is possible that it is
really being W-w\mw! on the other In the chests of
hildren, too, vou meet with pathological conditions which
ou do not encounter in grown up persons | for «'\:lln]v|v

llapse of the lung [t is one of the first things to think
f in considering the abnormal sounds in a child’s chest

vhereas it is one of the last things to consider in the case of

to the auscultation of the heart, | would remind
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vou that the blood pressure in the child is low In a voune

infant the « Lpacity of the heart is to the cre diameter of

the arteries as 251 to 20 \t the age of |Hx|n-ll‘\ the pro
portion is as 290 is to 61. This means that there is a
relatively large channel for the blood to pa into in the
child, and that there is no great obstacle Oppose d to the
heart ; hence the low blood-pressure. In consequence of
this the first sound is louder than the second in all the area
for owing to the low blood p1 sure the second aortie sound
is comparatively feebl

There is also a difference in the child between the relative
loudne f the pulmonar nd aortic second sounds at the
hase In the Ut the It econd sound 1 veeounted
louder than the pulmona In the infant that is not the
CASEe Below tl ¢ of four nd th is based upor the
investigation of 1.000 cases*—the pulmonas econd sound

deci uder than tl rt I'rom twentyv to forty
careful obgervat hows that the sound ‘I\"|>-Mf-1|‘1 |
\bove forty the It cond und becomes progressively
[ouder than the pulmonary I'his means that if vou ar
listening to the heart in oung child wu are to recard a
ceentuation of the aorti ccond sound vthing which

equal to the pulmonay
You will also note that the rhvthm of the heart in little

children 1 ften irrecular. and vou must not attach any

importance to that. particularly if the child is asleep. Note
vso the ¢ ymparative frequen of congenital bruit I
vou hear a loud murmur below the age of two it i Imost
certainly congenital. because endocarditis hardly ever ocew
at that ( Hami murmaui however may occul
below two I ]“‘ ha been denied by ome writer

no doubt of the fact. and such murmu

but there

iy b mist ken for ‘r|u result of org nic disease

The study of the pulse is of little importance in the case
of voung infant If vou want to count the rate of the
heart vou do 1t byv listenin with the tetho Cope wnd if

vou want to ]< arn AV|\||||(;-_; about the tension of the Inlu-w'
vou do it by obgervinoe {M.'imyw ryw“r

wah Creighton, M.D 1 the Wedic

St L paper h

] G0 Vil p. 4
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Lastly, we come to percussion, and here let me say af
once that it is not necessary to use a |u;|\‘\ stroke. Do not
percuss the chests of little children forcibly. You learn
more by light percussion, and you do not give the child
the impression that you are punishing him. It is often an
advantage to use three fingers, for by that means you throw
a broad area into vibration. I ask vou to remember also
that you may get certain sounds normally in infants which
are abnormal in adults, such, for example, as the cracked
pot sound. You can often hear a distinct cracked-pot
sound on pert Hvill! the :sl»i« es o a <I.\il\'_' ( ||I|r| as the ;'il
is driven out from the apex of the lung through the mouth
That is due to the great elasticity of the chest-wall of the
child, which vields before the percussing finges Be careful
vIso when you are percussing the chest of a child to percus
during the same phase of respiration when yvou are com
paring the two sides of the chest You will find that this
makes far more difference in the case of children than it
does in grown-up people, and T have known forgetfulnes

of this fact lead to the belief that there was dulness, whereas
one was only percussing one lung during inspiration and
the other during expiration. Sometimes yvou will detect
dulness over the manubrium of the sternum in a child ; and
vou must remember in such a case the possibility of an
hypertrophied thymus or enlarged bronchial glands

The investigation of the functions of the nervous system

in little children is not an easy matter Wotor paralysi
ou must detect by observing whether or not the limb o
group of muscles which vou |H‘|;l ve to be affected is llH"l'
use of voluntarily You cannot estimate the exact deored

{

of paralysis by opposing passive resistance to movements
as you t|1r in the case of l!‘.l n«]ll‘l “' lm‘lH’u'I‘ ’}'v\\x Vel
that a child may not make use of a limb from causes other
than paralysis, such, for example. as pain. To this pseudo
paralysis, as it is called, 1 shall have occasion to refer in
another lecture.

The sensory functions you must investigate as best you
can on the same |Uu\ as l'iww on \\'\il h one lrlltu-l' n
the case of adults, but fortunately sensory paralysis is not

common in little children
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The knee-jerks are best tested in infants by placing the
sole of the foot on the palm of your hand as on a stirrup
whilst with the other hand you tap over the patellar tendon
The superficial reflexes are normally rather brisk in child
hood. and remember that it is normal for the sole of the
foot to give an extensor response up till about the time
when the c¢hild begins to walk. In other words. a Babinski
reflex is normal throughout infancy

Kernig’s sign is one which is often referred to in de ~lvi|.
tions of nervous disease in childhood It is best elicited by
|r!:'n 1ny l||l AiHI-l on |H |r,1|-\ ‘I<| ,\,H!'Ilw" one ]« lin”\
extended whilst the other thich ] Hexed to a l\'j}" .‘!'1‘||‘
If the knee on thi ide cannot now be extended bevond
one and a half right angle 135%) the sign mayv be regcarded

present | should advise vou however. to be very careful
vbout making inferences from the presence or absence of
this sign Personally. I attach very little importance to it

In examining the fundus of the eye in voung children it
is best to use the direct method, kneeling at one ide of the
cot with a lamp on the pillow at the opposite side of the
head No !»‘H of vour investigation requires oreatel |\I||
or patience than this, and yvou must often be content with

very fleeting glimpse of the optic dise

The ear you will examine in the ordinary way, but it i
well to remember the shortness of the auditory meatus in
infaney and the great obliquity of the drum membrand

Having carried out these methods of investigation, yvou
will look lastly at the tongue and throat. The importance
of examination of the throat of the child I cannot exaggerate,
because ) many diseases of children are aszociated with
abnormal conditions of the fauce Here vou may have to
use some force in order to open the child’s mouth There
are many ways of coaxing a child to open his mouth, but
you may not have any time to waste over him, and may
have to proceed to more energetic measures. One of the
best ways is to push the lower lip over the lower incisor
teeth, and then to press downwards : in order to take the
lip away from the teeth the child will open his mouth
sometimes vou may require to hold the nose till a L’."\'iill‘_‘

breath is taken You examine the throat in the usual way
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taking care that you get |ill‘|l|‘\ of light, and in many cases
vou may also require to proceed to palpation of the throat
but that I shall deseribe when speaking of the part played
by adenoids in the diseases of children

Finally., gentlemen, you must not expect to be very
systematic in examining children. I have spoken as if you
proceed systematically, but when you come to investigate
a case vou have to seize the opportunity of examining an
organ when it presents itself. When the child is on his
back, you must examine the heart, the anterior aspects of
the lungs, and the abdomen, and when he is sitting up you
have to examine the back of the lungs and the spine You
have to run over everything quickly as opportunity ofters

There are still one or two special points to be mentioned
The first is the weight and height of the child | cannot
impress upon you too strongly the importance of weighing
Il\llrlb'\ |ll I||<‘ <'|Il|l|ll'lr~~ |l|v‘-|l|1;|| | ||.|\<' !\‘1‘!'.\ |»;|h‘\‘
weighed before [ see it at all. The weight is often the only
criterion as to whether the infant is improving or going back
in health. I do not mind what weighing apparatus you
use, but you must weigh all your children so far as you can
[ have put into your hands a table showing what weight a
child should be at different ages, and | have here a chart
showing the curve of weight for the first year (Dia. 1)
There are certain turning-points of weight to which I would
direct your special attention, and which 1 hope you will be
able to remember At birth the average weight is 7 }n'lllul\,
\t four months old the weight is 14 pounds, at twelve
months 21 pounds, at six vears 42 pounds, at fourteen
yvears 84 pounds. These weights, being multiples, can be
easily kept in mind

Another important point is the circumference of the
head. You should remember that the normal is 13 inches
at birth ; at the ninth month it is 17 inches ; at one year it
Is 18 inches ; at five years it has only grown another 2 inches.
This will show you the enormous rate at which the child’s
head grows during the first vear of life—growth which is
due to the rapid enlargement of the brain

In conclusion, there are certain milestones, as I may call
them, in the development of the child to which I should
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like to draw your attention because they are points with
which mothers and nurses are familiar, and which vou will
look foolish about if yvou do not know them. The first is
the time or age at which the child cuts its teeth. This begins
at the sixth month. Of course, vou will look absurd if
vou ask whether a three-months old baby has got any
teeth \ll the temporary teeth are present at the age of
three years. The permanent teeth begin to come at the
age of six years instead of six months, and by the age of
twelve all 1‘\r~'|t( the wisdom teeth are present The second
milestone is the closure of the anterior fontanelle. which oceurs

\/ $ ! 4 S
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Diacgram | Wercgnr Corve or First YEAr. (AvTeEr Hownr.)

between the eighteenth and twenty-fourth months. 1If it
is not c¢losed by the twentv-fourth month there is something
wrong. The third milestone is asscciated with the assump
tion of the erect position. A healthy baby will hold up his
head at three to four months ; before this he merely waggles
the head about as if trying to balance it on the neck. If
the child does not hold his' head up by the age I have
mentioned, you should ll\})v':l some impairment of mental
development. The infant sits up at from nine to twelve
months, and will walk at from twelve to eichteen months
He should talk well when he is two years old

The last thing I want to mention to-day is the character
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of the motions in a child. Alterations in the fecal evacua
tions constitute another set of milestones in llﬂ'\t‘|‘<|'lllt‘ll[.
2emember that for the first eicht weeks there should be
three to four motions dailv. You are not to regard this
number of motions at such an age as evidence of diarrheea.
Up to this |n‘i‘i«r(| the motions resemble beaten-up eggs in
colour and consistence, and they are of somewhat sour but
notfeculentodour. Lookspecially for cheesy masses of casein
in them, for if you find these vou know that the child i
etting more milk than he can properly digest Up to the
end of two vears from about the eigchth month there is an
averace of two motions daily Thev become now more
brown in colour, more porridgy in consistence and of a
slightly feculent odour After two years of age the motions
are well formed and feculent

In mv next lecture I shall deal with some of the commoner

IS0 as¢ which vect the ne wly !’"||\"H|1]




LECTURE II
SOME DISEASES OF THE NEWLY-BORN

(A ENTLEMEN So soon as a child is born it meets with
various adverse influences, which may render it the subject
of disease before it has )i.‘[(H‘\ begun to live \s many of
these diseases are A'f|>,(|»|:' 8 |H‘il|; |~l1'\«‘!wll-| 11 HI\I‘\ one Is
alive to the ]‘/w-»\\|r||it\ of their occurrence | propose to
devote this lecture to a brief consideration of some of the
commonest of them, only premising that I shall not attempt
to deal 1i'|u'l' \\illl ’»lll"_'h‘:l| .’i”l?l(l}l- 01 with uvl“;tllll;v|
malformations or deformities.

At the outset it may be well to recall to yvour recollection
some of the outstanding physiological peculiarities of the
newly-born child. some of which render it peculiarly vulner
able to the attacks of disease

1. For the first few days at least of life the heat-regulating
mechanism has not got 1to wor |lils‘; order In consequence
of this, young infants. especially if at all premature, suffer
severely from exposure to cold. and chill is a danger which
must be sedulously guarded against in their case. For the
SAmMe reason, rises ol temperature are apt to occur upon

slight provocation, and have not as much significance as

they have later on \ slight rise of temperature in the first
three davs of life ma\ indeed, be considered as a normal
oceurrence Should the rise be great (103° F. or so), it is
to be regarded, in the absence of any other apparent cause
as an indication for the necessity of giving food. To this
form of pyrexia the term Inanition Fever is sometimes
;l|b|>||<'4|

2. The substitution of pulmonary for placental respira-

tion is one of the most important changes incidental to the
16
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beginning of extra-uterine life Any hitch in the establish
ment of lung-breathing leads, as you know, to the appean
ance of asphyxia, the modes of overcoming which you learn
when studying midwifery You must remember. however,
that even although an infant may start to breathe with its
lungs, it may not use them to their fullest capacity, owing
to portions of the lungs failing to expand or undergoing
collapse again from feebleness of the respiratory movements
To this state of things the term Atelectasis is applied. Now,

wtelectasis mav be a serious trouble, and. further, it ig not
tO recogniz [ts physical signs are, unfortunately,
extremely vacu At the most vou "ll"'!ll“x likely to find

me impairment of note at the posterior parts of the lungs

vith feeble air entry on auscultation, and possibly a few
nne m { yund Sometime there are no definite ’»!\\~»|l':1l

vt all You must. therefore, depend for your recogni
tion of the condition upon symptoms. If the infant cries
feebly, if it is c¢vanosed, either constantly or in recurring
wttacks. then vou should »~l|\‘u-v] atelectasis [ have said
that atelectasis may be serious, and it is so because it ma)y
lead to sudden death | have known this '|;|'|'u'|| >v“\<‘!‘:v|
time wmd it should lead you to be cautious in your prog
NOS1 The onlv wav to treat atelec tasis is to et l'x" child
to cry vigorously, and so inflate its lungs. There is no

better method of doing this than by vigorous spanking
cruel though such treatment may seem

3. I would remind you of the great destruction of red
blood-corpuscles which takes place in the first few days of
life. I shall deal with this process in greater detail in
another lecture (p. 301), but would only remind you now
that such destruction of red cells is responsible for the pro
duction of icterus neonatorum. This, as you know, occurs
in about two-thirds of all infants, beginning about three
days after birth, and lasting, as a rule, not more than a
week or ten days. It is probably brought about in this
way : The great destruction of red corpuscles liberates so
much blood pigment that the bile is rendered Hl|||ll|_\ viseid,
and stagnates in the bile capillaries. whence some of it is
reabsorbed into the circulation. This. at least, is one
possible explanation. Another is that the bile so formed

)
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does reach Ylw':llimvm‘!l“\ canal. but some of it is reabsorbed
and reaches the general circulation by the still patent ductus
venosus, Which of the explanations is correct does not
much matter. but it should be noted that there is no bile
pigment in the urine in cases of icterus neonatorum. ap
|>m-m|\ because it 1 <|~'|M'~Il\1[ in the tissues. and breaks

up there. This may be of diagnostic value in distinguish

ing icterus neonatorum from other forms of jaundice m

t. The existence of the tump of the umbilical cord 1
one of the most important facts in the anatomy of the newly
bor hildd : | v constant X I d ] Wil I
hown immediately., Meanwhile I would k voutoremembel
that it should fall off within five d ! that the raw )
urface left should be cicatrized by about | £
. 1t may be worth while to remind vou that inflammation
of the mammaeae is very common in children of both sexe
in about the second week of lif nd that sometin it man

) ON 1O absed formation (Ki |

INFECTIVE DISEASES

|l have already pointed out to vou that tl existence of
the umbilical wound 18 a constant menad to the health of
the voung infant. and it is through this channel that infec
tion usually finds acce 11 1} t form a mere local \
inflammation (omphalitis), which uses a little redne
and swelling, with slight purulent discharge, but without
any general symptom \s a sequel to this septic throm-

bosis of the umbilical vessels may occw This i1s most
likely to happen in the case of premature infants, in whom
closure of the ve el ‘.‘1||i!ul». slow ,5!11|1||||r‘l' ct From
septic thrombosis it is but a step to general septiceemia, the
supervention of which may be assumed when, in addition
to umbilical sepsis, there appear such symptoms as pyrexia
profound icterus, purpuric heemorrhages, diarrheea, and signs
of inflammation of the internal organs or serous membrane

These symptoms, of course, are not necessarily all present
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in one case. In some even fever is absent, and in others
the imitial umbilical affection may be so \H‘."Il as to ¢ scape
detection. Iceterus and hemorrhages, when they occur, are
the expression of a profound poisoning and destruction of
the blood, and are very unfavourable signs.  Of the internal
inflammations, [H'l‘llullili\ and [’IVI!IH |ﬂl|rll||1<>lli;| are the
commonest.

Septiceemia in the newly-born is, as may be imagined. a
very dangerous condition, and usually proves fatal in les
than a week.

The infections 1 have hitherto described are all due to
invasion by pyogenic organisms, but specific pathogeni
bacteria mav also find entryv to the body by the umbilical
wound conspicuous amongst which is the tetanus bacillus

Tetanus neonatorum is. fortunately, not a common disease
in this country, but it crops up every now and then in the
most unexpected way It usually begins about the fifth
dav. and is verv rarely seen after the second week The
first symptom which will probably be noticed is that the
child has some difficulty in sucking, owing to stiffness of the
jaw (trismu This is soon followed by rigidity of the
limbs and slicht convulsions You will distinguish these
from ordinary infantile convulsion 1) by the presence of
trismus. and (2) 5\»\ the fact that between the convulsive
attacks there is slicht general rigidity, which dees not com
|»!<'(1'|_\ relax, any movement of the child be 1ng Jl)] 1o F,:i|u-
on a fresh series of spasms

Tetanus neonatorum, I need hardly tell vou, is a ver
fatal disease. the mortality being }»lﬂ'u:(':lt about 95 'M.‘I
cent., and I have never seen a case recovel myself ; but
Wea |-»l|m||'\ cure or recovery results, and it 18 alwavs
one’s duty to institute energetic treatment

The first thing to be done is to administer antitetanic
serum at the earliest possible moment. Ten c.c. should be
injm-!ml subcutaneously so soon as the diagncsis has been
made, and this may be repeated two or three days later
Meanwhile an attempt should be made to alleviate the con
vulsions ‘»_\ the administration of chloral 5 grains l._\. the
rectum, or 20 minims of the syrup by the mouth—these

doses being repeated in an hour if necessary
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Such is the ordinary treatment. Lately the administra
tion of formalin has been recommended, and at least one
apparent success has been recorded from its use, though 1
the least tell you how it acts One <|I<v|' of it
solution by the bowel

cannot n
mav be administered in 50 ¢.c. of salt

or § drop in 10 c.c. of salt solution hypodermically. This
may be repeated daily if the case goes on

In tetanus, as in all the other umbilical infections, pre

vention s ln!lll I’HHMIM ‘(!‘,«l |Mu;:’|\!1\v~ can va'\ bhe
ecured by careful attention to the stump of the cord It
hould therefore be enveloped from the outset in a dry
terile dressing. and if anyv signs of uppuratior should Wppeat
fter separation, local antisepsis should be vicorou carried
out I onity 1 thi vay that these ver t chisease |
can be "It\vu?w|

Of infections which find access to the body b wnother
route than the umbilicn I would onlv mention gonor=-
rheeal septiceemia, which may follow upon gonorrheal con
junctivit wnd manifests itself b novit iust like the
-called conorrheeal rheumatism of adult I'his 1 have
seen more than once in newlyv-born babi No fal I
have observed. the progno is not unfavourable

'HE HAEMORRHAGIC DISEAS]
Severe infections of an it in the newly-born are apt

to manifest themsely by hemorrhage chiefly of pul

puric character. They are in this respect directly com
parable to the haemorrhagic form of the acute specific fever

e.q.. haemorrhag smallpox—and have usually a fatal
1SS \part from these, there is a disease peculiar to newly
born infants which manifests itself ¢hie ll,\ by a tenden Vv to
bleeding. and which, for want of a better name. is spoken
of simply as the Hemorrhagic Disease. Of the true path
ology of this affection we know nothing In some cases it

is undoubtedly associated with congenital syphilis, but thi

[t is natural to suspect an in

l :’H('l""[ '1||||v,||»'o‘

is by no means true of all
‘

fection. but although this is possible—an
no one has vet succeeded in demonstrating the presence

infective agent. and the other signs of infec

ol

a constant
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tion, such as fever and umbilical sepsis. are generally con
spicuous by their absence.

The disease usually first manifests itseif about the second
day. and very rarely starts after the twelfth. As a rule
the first thing to be noticed is h@morrhage from the ali
mentary canal. You must not expect, however, to find
anything like a true h@matemesis or melena. The bleed-
ing is more of an oozing than an actual hemorrhage, and
reveals itself by the vomiting of small quantities of brownish
orumous-looking fluid, or by the presence of similar dis

charges on the napkins Bleeding may also take place from
the umbilicus, and may be profuse ; and there may also be
subcutaneous hemorrhages, like those of purpura. or bleed
ing into the internal organs. The latter may be difficult
to detect. unle so situated that they produce definite sign
or symptoms This took [»] wee in the following instances
CASE 1 \ bov, two days old, one of twins, seemed
healthy at birth. but on the second day vomited : little
brownish fluid. Soon after this he became collapsed and
comatose, with a bulging fontanelle, contracted pupils. and
rhythmical respiration. Heaemorrhage into the meninges
was diagnosed, and puncture of the anterior fontanell
resulted in the es ape of a good deal of blood \fter thi

he ;»Ilglllrluil up a little |>l‘wl»;!|:i\ from the relief of
pressure), but a few hours later slight convulsions set in
followed by death

(CASE 2 \ boy, three days old. had been born at the
full time by an easy forceps labour. He suffered from
asphyxia after birth, and was only resuscitated by pro
longed artificial lx~|>il:<¥iu|n He cried a great deal during
the first two days. and then became rather collapsed. When
I saw him he was deeply jaundiced, with a sunken fon
tanelle, but with no bleeding from the umbilicus or into the
skin. That morning he was said to have brought up a little
blood from ‘the throat.” The bowels had been opened
with castor oil, and on the napkin there was a small tarry
motion and a good deal of meconium. In the left side of
the abdomen there was a dull swelling, difficult to define
and not movable, which the doctor in attendance said had

not been there that morning
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Death ensued few hours later, and although a post
mortem could not be obtained. there can be little doubt
that the swelline was due to a heemorrhace into the neigh

bourhood of the kidne

\)MH from the hemorrhage the diseast may run s
course without any general symptoms, and prove fatal
\illl|l‘\ Ir\ H 't of 1'«!‘.1‘|‘:l] l'AH<x|>~| |l l'n' i;lvu(lmg IS

entirely internal. or only from the alimentary canal. it may

casily be overlooked. in which case the child may be believed

to have died from ‘convulsions.” or simply from °pre
maturit I'here can be no doubt. indeed, that many case
really do pass unrecognized in this way, and that the disease
( 1 i LI ) ‘|| \: | 117 1
| prognosis ! ray
| b ( = 1 by wate had
I l i l pl
\ treatment ( . Ton
imo h ) Stvp ] {1 \ 1
{ | | 1 h mnot
n Id trength if one cal ttempt t feeding
O 1o nau miti wnd fresh hemorrhag rom
! ! I'l Imi trati Ol eal lu
ti f gel he mouth have been | to be of u
n d are al rth trviu Bleeding from
th 1 rolled by pre ire 1in the usual
\ wnd 1in hemorrhage from the skin or external mucou
membranes the '!"»‘\w vtion of adrenalin ution is indicated
When all i d and done, however, vou can do but little to
influence the course of this mysterious disease, and to * treat

mptoms and trust to luck pretty well sum up one

therapeut ources with regard to it

PEMPHIGUS NEONATORUM

|‘ ]lw\ be« I W( H I'¢ ||\‘1I‘!\< 1] I!\.ll !H'lH]llli‘_‘ll* 1S not a '“\4 ase

but a lesion, and in the newly-born child we can distinguish
two varieties of it : (1) sy '1||i||li( (2) non \llllilllh‘

* Sucecessful results have recently been reported from the sub-
cutaneous injection of from 2 to 5 c.c. of normal human blood o1

blood-gernm in this disease
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Syphilitic pemphigus is distinguished by the fact that the
bullae occur on the palms and soles. as well as on the trunk
whereas in non ‘,"|'|"|”" |ll'l]b"'|i'_,‘ll\ the |m|m- and soles
( ,Ill“

Of the cause of non-syphilitic pemphigus we are ignorant
although it also is probably an ‘infective ’ disease, due to
pyogenic organisms and |‘|1r~~|‘|.\ allied to im]u‘li_v_m In

yme cases at least it can be shown to be simply a cutaneous

manifestation of general se [r«ik Thus, of the cases which

have occurred at the London Hospital within the last ten

wrs. three were associated with umbilical infection and

two with sepsis consequent upon ritual circumeision In
institutions it mayv occul ilx!]l-‘lwlm'-l4[11!-l|m 5, which is
;“‘H‘,.‘ lh 10N 01 1 1ni r‘\\..»,i Wracten

\part from the eruption, which may come out all at once

or 11 1 ve crops, the general mptoms val reatly
1 1 1 there e practi ] none at I] ?-Y|\:I~Y"'I'
h ver, pl tratiol and ympton of general —llxli
)
1 he p1 NOSIS  Varl I accordance with the ceneral
pton Iways rather grave Of seventeen case
mitted to the London Hospital-——excluding those due to
Dl thirteen died In \l»" litic case the mortality
1 pP1 ' ven n her
I'reatr nt in the \'.5|3‘1:‘ ( ( \H!,f‘ nd consists in
pushing mercul In non —’\]rium“ ¢ all that one can
‘ maintain the strength of the infant nd use ant
eptic dustin i:‘\'||<! or weak germicidal lotions locally
Somewhat resembling pemphigus is the condition known
Exfoliative Dermatitis—a rare disease sometimes met
vith in newly-born infants The epidermi here Int‘\ off

in great sheets, leaving the true skin denuded just as if it
had been scalded. and lmuiw ing a picture which, once seen,
an never be forgotten (Fig. 2). In spite of the extensive
skin lesion, there may be few or no general symptoms, but
mmetimes there is high fever and prostration. I cannot
tell you what the mortality rate is, as the disease is a rare
one, but in the few cases I have seen death and recove I'\
took place in about equal numbers. The treatment is the

same as that of non-syphilitic pemphigus.




LECTURE 111

THE ARTIFICIAL FEEDING OF INFANTS

(ENTLEMEN We »,.)mwnhhwlu v subjeet which exceads
perhaps, in importance any to which I shall have occasion
to direct your attention throughout this course of lecture
| mean the subject of infant feeding When vou go into
practice the question How is one to feed th ba by 15 O1¢
which will occur to you with perplexing frequenc wndd
although it is a subject upon which a great deal has been
written, | think one mayv sav this, that the more vou read
about it the more confused you are likely to get, for, it
must be confessed, much that has been written on the
subject serves only to darken counsel, and you will find it
of very little use to you in practice [ shall not deal in this
lecture with all the conceivable méthod |;_\ which children
migl\l be or have been fed I want rather to deseribe ¢|AI||1
P‘,.Hlllx !IH I!l"Y|u-v| \\’m‘lt I ‘4.:\( Huti myselt "M-i \\]ilw :»
[ think vou will find most easy and ~I|1||V!' to carry out 1n
vour ordinary work

Now. the first question you have to ask vourself is, Why
should artificial feeding of children be necessary at all ?
You know that in the natural state of things every woman
is the source of nourishment for her own child, but you will
not have been long in prac tice before you realize that unde:
modern conditions it is the minority of women who can
nurse, or do nurse, their own children. It would be unjust
to the female sex generally to state that this inability to
nurse their children is their own fault [ do not think that
is true ; I think. in the majority of cases, one can say that
the woman is unable—not unwilling—to nurse her own
child. Now, that is a phenomenon of very considerable
24




\RTIFICIAL FEEDING OF INFANTS 25

oravity. but it is one which is not confined to this country
it has been found to hold good of the whole of Europe, and
in America also.* 1t seems to be part of the price which
we pay for civilization, Be that as it may, you will see
from what 1 have said how important it is that you should
understand how best to make good the absence of the
mother’s milk, and how it becomes a matter of pressing
illl||wl'l:|l|w' 1n 'nl;quiw‘

[f & woman is unable to nurse her own child, obviously
the next best substitute is to get another woman to nurse

it for her : in other words. a wet nurse is the best substitute

for the mother But I do not think vou will have occasion
1O ¢ Hib»lw\ a wet nurse often 1n prac 10 (& | !.: re are many
}1"‘|luA[! xflm]\.wk:« entatled 1n that course and. a i
matter of fact. artificial feeding VNoOnvmous 1n most
cases with bottle feeding. so that what we have to consider
o-dav 18 how vou can best feed a child by the bottle ['here

~'\H41l|w-7)n! Vl‘ri’!!‘]?\‘.!!‘li} l\i to be li‘ I ed of ‘Hf“f‘
we come to the consideration of the best wayv to carry out
bottle feeding. and that is, Supposing woman starts to

nurse her own child, how are you to know whether the pro

cess is successful or not In other words, what is to justify
vou in adopting artificial feeding in the wse of a woman
who has begun to nurse her own infant Gentlemen, 1

know "Hl‘\ one condition on the P rt of the child that
justifies premature weaning, and that is persistent loss of
eiqht If a child is persistently losing weight when fed
on the mother’s breast, that is an indication, and an impera
tive one, for weaning, and there is no other imperative
indication that I know of Such a state of things is illus
trated in the chart (Dia. 2). 1t is that of a child seven weeks
"['| W ’lﬂ || was |n‘|!|‘_' fl'|| on l'll' I)Iv‘:r»Y :\l!!| as Wi \\HQIIHI 1t
from week to week we found it increased in weight ver)
slowly, or hardly at all. And as there was no digestive
disturbance we concluded that the mother’s milk was in
sufficient ; and we accordingly weaned the child, with the
result you see—namely, that the weight shot up enormously.,
and the child gained more in one week of bottle feeding

* See Bunge, ‘ Die Zunehmende Unfihigkeit der Frauen ihre
Kinder zu Stillen.’
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than it had gained in two or three weeks of breast feeding.
There is one caution I should give you her Before vou
conclude that the breast milk is insufficient. make quite
certain that vou have corrected am lll:!“li\t' disturbance
in the child ; and you will find particularly that you hawe
to correct, in breast fed babies <‘u|r~~|i||;|lifbl| This. a |
shall have to p int out later on, is the vice of breast-fed
babies, as diarrhwea is the vice of bottle-fed babies NO
you see the statement I made that progr ssive loss of we i‘,’|M
on the part of the child is the only indication which justifies
premature weaning has to be qualified by this. that it only

holds cood in the absence of digestive disturbance
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||;t\lli‘_‘; di |M\HI of these pre liminaries, we .l:s\x next to
consider what substitute we can use for human milk. Now
in practice, cow’s milk will always be your substitute |
shall not consider in these lectures the merits of other forms
of milk. Many other kinds have been recommended, but
the practical conveniences of cow’s milk are so great that
one lun‘vll\ uses any other [ cannot too strongly im,m'»\
upon you, gentlemen the fact that it is the casein which is
the source of difficulty in the artificial feeding of children with
cow’s milk. There are chemical reasons, which 1 shall not
go into now, why the casein of cow’s milk is less digestible

than the casein of human milk ; but whatever those reasons
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mav be, it i a fact which you will meet 1n p1 wetice that you
have difficulty in gettine infants to digest cow’s casein
For that reason you must give the cow’s milk in a diluted
form. How much, then, should you dilute the milk ? It
is best to begin first of all. as a ~‘l||i>|= prag tical rule, with a
dilution of half and half ; that is to sav, give as much cow’s
milk as water. If you like., you can use barley-water or
lime-water as the diluent ; these make it more easily diges
tible than plain water. If you compare a mixture so pre
|,1I(«i with human milk, vou find that from a chemic :1||»'»i11|

of view it works out follow In human milk there is
1 3 per cent of protein 6 per cent of sucar. and f;l pel
cent. of fat In cow’s milk there is 3 per cent. of protein
| per cent. of sugal wnd 4 per cent. of fat K you dilute
ith equal par i water i have 14 per cent. of protein
25 per cent. of sugar, and 2 per cent. of fat This make
the proportion of protein, roughly speaking. correct, but the
r and the fat are too poor, and you must therefore make
up the deficiency of these constituent That yvou can do
quite simply by adding two teaspoonfuls of cream and two
level tea |yw:‘l:,| of suear to every 6 ounces of the mixture

that is assuming the cream to contain the average of fat
of London centrifugal cream, which is about 45 per cent
That gives vou a mixture which quantitatively is a very
falr approximation to mother’s milk ‘.’HJ!IIJ'I:\‘M lv, of
course, 1t is not the same thing as human milk, and it never
can I'(

The next question is, How much of the mixture shall you
give, and how often? I have put into your hands a table
showing vou the quantities which the child’s stomach will
accommodate and the proper intervals of feeding You
must not suppose that the quantities there given should be
quite hard and fast . you must leave 1t to some extent to
the baby’s appetite. It is usually safe to tell the mother
to give the child as much as he will take at each feed.

The next point is, What sort of bottle should you use ?
The only sort of bottle to be recommended is a boat-shaped
one with a rubber teat attached.®* The rubber tube bottles

* The Oval Hygienie Feeder and Maw’s Universal 'eeding Bottle

are hoth good patterns,
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much used probably destroy more infant life than any
other single ageney. and it would be a good thing if their use
were illegal here, just as it is in France and in many States
of America. The screw-top bottles are not much better
[mpress upon the mother that the bottle must be kept very
clean.  With regard to the teat, many cases of failure are
due to its having too small an aperture in the top. You
may want to know when the aperture is big enough I

big enough if. when vou hold the bottle upside down, the

HHH h P |.‘ at ;h‘ rate of .\Iy‘rkll | |ll.4|| lw] |‘4|>[>«|

[t ought not to require reat deal of sucking on the part
of the bal it will b pt to give the child Hatulence. or
the il " 1 ‘ P leih wefore he viisfied vl
|
) 1 tol
) |
) | 1O
: > ) | 3" to 4]
| | { tobH)
) to to 9

'he next point is, Should the milk be boiled, or should

it be given raw ? That, gentlemen, is a point which ha
]:lwi»"y[\ he I Mmore ‘i1 cn ~'ti l}wu 1t I!ll!l"l].‘lll" l1‘1||\
justifie I advise vou to give it neither boiled nor raw, but
sealded I'hat may appear to you to be a distinction

without a difference, but by scalding I mean raising the
milk to the boiling-point, or just short of that, and then
taking it off the fire The drawback to boiling the milk
is, that there is a very slight risk of producing scurvy by it
But that can be easily remedied by adding fruit juice to
the diet In hot weather it is much more necessary to scald
the milk, because thereby one diminishes the tendency to

its going sour and causing di wrrhoea
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Having given the food by the bottle I have desceribed. and

at the intervals and in the proportions pointed out. you
have to ask vourself. How are you to know whether the
results are satistactory? Here. again, the only test that
the mixture is suitable is the balance. At what rate. then
should the child gain weight This is not difficult to re
member, because a healthy child should gain almost 1 ounce
a day ; he should gain 6 ounces a we« k. Obviously, one

of two thine \‘l”'mp]"’ll'\lw this mixture : either the child

goes on gaining weight, or he uffers from digestive di
turbance, colic, p ibly diarrhea. p iblv vomiting If
the child does not gain weight. or if he suffers from digestive
disturbance vhat are 1to | lvise vou to remember
the po ibility parti ularl | } e ( I witl vVery
oung child. that tl

mixture is too strong, R0 ! ) | PART

and that it man b 9 [..,,.”*_,.—..,.._ i
wWvisable to make 1 " ‘ ! " v /
more dilute In th }’ L > ! |
chart Dia. 3) 1 h Y“! " I

ou an instance of such 6 t + .// |

aresult. Itisthe chart T O O O
of a child eleven weel J ® :

old who was fed on D . a “! “‘lu‘ I “? “‘
milk and water equal MIXTURF

parts of each which

resulted in the production of diarrhcea and vomiting. and
only a slight increase in weight Then we gave 1 part of

milk and 2 parts of water, and immediately the weight
shot up and everything went well This shows that it 1s
possible for a child to lose weight because it is getting too
much to eat Very often you will find that in young
infants you may require to begin with 1 part of milk to
2 parts of water instead of equal parts of each, sugar and
cream being added in proportion

Supposing that even in this very dilute form the milk
still disagrees, what are you to do then ? I do not think
vou are likely to effect much good by diluting cow’s milk

4

. °m :
to a greater degree than this. ( One does not often see

)

children do well on a mixture which is weaker than 1 in 3
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1 ordinary cow’s milk

form in condensed milk, then,

you fail to improve the child’s weight by giving it a food
consisting of 1 part of cow milk to 2 of water. 1 recom
mend vou to try condensed milk I think some consider ]
it a heresy to recommend the feeding of infants with con
densed milk at all That is not a just position to take up
Condensed milk is an extremely useful temporary eaxpedient
if used with suitable precautions, particularly if the defici
Q1L Oor 1 be 1 tified. 1t \ ¢ qu 1 ( ‘:‘l\ r1Vel
for the hrstt 1 I'¢ ' even more. 1 ntl f the child
n Iy ¢ = : Pt o T i
it upu | X 1M t | 15 tort
1 bhecon

| Dl | | t! | |}

Well h | 1 f 1 | il 1l (
N I eparate ( mill
I'l brat lected shoul it 11 tl ricinal creat
l"\ | ) | ich naen 4 | |

, ened and ¢ which ¢ eten | ed
to recomn 1l nsweete hed ¢ 1n theor that he
best form. but | el ip b 1 1 ) fheult
1 ybtain In practice ] mmend Nestle mill
11 ynt 13 per cent. of t that { vl the original
Iat of tn milk besid considerabl quantitic of added

ugat The dilution I recommend to start with O ‘
teaspoonful of condensed milk tosix tablespoonfuls of wate:
not barlev-water, but ordinary water which has been boiled

co0l S ‘1 a mixture fm I;m |<|||'r\\
113 cent
1-28
672
025
somewhat in excess, and the fat is dis

'V\ the M'l'lili'rh of a ll';[\'ll»l)“‘ll‘ ot

» total fat is brought up to 3-1 per
the same as that in human milk. 1
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have here charts which show how successful feeding may be
with condensed milk, Here is one of a child which was
iven two teaspoonfuls of condensed milk to eight tabl
spoonfuls of water, and you see how steeply the weight
curve rises (Dia. 4

You may ask, Why is condensed milk so much more
easily digested than ordinary cow’s milk 7 1 think it is
laregely because one gives it so dilute The dilution of 1 in

24 means that the casein will be much diminished. and if

i add acetie acid to such a mixture and « ompare 1t with
peptonized milk, vou find vou
| -8
vbhout equal precipitate in 5
" . . £ oz
Instead " 1S1n condensed i
milk vou might try citrated milk,
I
hich prepared | ldi
1 orain of f (
( O « 1n \];\ nda R
this diluted th e
| 1 \ mill l" 11
f soda 1 ves the excess of D U \
| : FEED 1 {
e ts from tl milk d y MIL}
prevent i forming a dense
curd You will find that mill )y prepared 1 ometime
digested when ordinary diluted mill not

Desiceated milk is certainly much more digestible than
rdinary milk, for in the process of drying the casein seem
1o wll»']"‘l‘ O11¢ lni\.\wm\i ,'|1|-y“iur|| \\lmh ‘l[l\'f\!‘ 1

ubsequently forming a dense clot The best form of it |

know is the 'H'l|mlnlil'f: known as G'laxo (see Table p 37)
which is often well digested even by delicate babie

[f all these methods fail, T should advise yvou to give fully
peptonized milk. The best way of preparing it is by means
of Fairchild’s Peptogenic Milk Powder. Do not follow the
directions upon the bottle, but give 8 of milk to 12 of water
to begin with. and peptonize for twenty-five minutes, or
longer if necessary Nor should cream be added at first,
although vou are told to do so on the label By varying the
proportions of milk and water and the length of the pepton
izing, you have it in your power by means of this prepara
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tion to prepare a milk of almost any degree of digestibility
and you will certainly find it of great help.

There are many charts on the wall which show the results
of successful feeding with peptonized milk. This, for in
stance (Dia. 5), was the case of a child which had colie and
constipation when fed on ordinary milk. Then we put him
on to pe "!wh;ﬂ d milk and water. and you see the welight rose
very rapidly Some people raise an objection to peptonized
milk ; they say vou will so demoralize the child’s stomach

by that means that it will be unable to digest ordinary milk

|
|
l
1
| 1
| |
|
6

‘ ] [ l
| | | !
. - ! - %
| | | |
| HEEEEEEEN
" N B V-, —y— 2 5 —
DIAGRAM . —SvucceEssruL FEepiNG witit PeproNizen MILK Ty
DorreDp LINE REPRESENTS THE NORMAL \WEIGHT.
later on I believe, gentlemen, that this is a purely im

aginary objection I have fed children upon peptonized
milk for many months. but I have never had anv difficult

in getting them to digest ordinary cow’s milk later on. So

[ think you may dismiss this bogey from your minds
But if you fail even with peptonized milk, what then
Well. gentlemen. the resources of civilization are not yet ex

hausted : there are |I||\"Iw-I'lili';\_\ullv:lll«lu and I should

recommend vou in a case like that, when you have tried

peptonized milk and the child still does not gain weight, to
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l|.\ the effect of a hittle aray |irv\\x|n‘l | do not |\||H\\ how
the gray powder acts in those cases, but I am satisfied that
in many cases, even although there is no reason to suppose
there is a congenital syphilitic taint, the administration of
aray powder will in some mysterious way make all the
difference to the child’s digestive power, and I have charts
which illustrate that fact. Gray powder seems to fatten
some children, just as cod-liver oil does, This child was
fed upon milk and barley-water in equal parts, but he was
ot ll"lli‘_' well Gran |ul\\w|<'|' was [||¢'I| L‘i\l'll and you see
how great improvement resulted, although in that case also

history of syphilis was extremely doubtful (Dia. 6)

] ® oz , A
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| | | | & |
O T T T T 1%
} ! ! } {
| | | | | | t
 S— ! + t— 1 —
|
e 1
!
7
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6

4

DiaGgram 6, SHowiNGg THE Errecr or Gray POWDER

If in spite of Wl you do the digestion does not improve
vou are justified in thinking vou have to deal with a child
who is wlu'llmmrwf digesting cow’s casein There are such
children. thoge who cannot l!!’_{nwl the casein. no matter how
vou present it to them, If you cannot get a wet nurse, in
such a case vou must take away the casein altogether, and
to do llm! the am‘]‘]‘ st wav 1s to |»l¢ lmlw whoy from l!ll

milk Curdle the millk with rennet and allow it to set into

a solid mass ; then stir it up and strain it through muslin *

By that means vou have freed the milk from the casein.

Whey is insufficient nourishment alone, because it contains

very little fat. so you have to supplement the fat. The

best way to do that is to add 1 part of cream to 6 or 8 of

* The whey should be scalded before use, to destroy the rennet
which it contains

Y
b1




whey Instead of using cream i-r;un|-nuH the deficien
cies of whey ou mav use egoe-white in some of the food
or one of the patent food I have used Mellin’s food and
whey successtully Recently I had a case under my car

in which ultimatelv succeeded with Savory and Moore

food made up with whey when everything else failed ; but
usually whey and cream will answer best By such mean
as this vou will in most cases be able to tide the child over

'H» L H}'!t even if he be of very QHIV‘( digestive capad 1ty

until such time as he has cut some teeth., When the child
reaches the first dentition often a complete change come
over the digestion, and instantly his nutrition improve
It would seem 1 yme of the digestive glands only attain
their full function \,w.u“%w‘v?‘ first teeth are cut

\ i mu | 8] | | n 11 oent
men. 1 1 d [ he 1 (
in wi n u cann find thing on wl n the hild
thrive |]<|v will b 1'¢ duum of case of thi | |
which will be smaller the more skilled vou are in vour feed
11 But there v residuum with whom nothi 1CC O
These are cases which 1 shall have to speak of when I com
to talk about marasmus; they go progressively downhill
wnd they die without one being able to find out what
the wmse of the fatal result Here T show vou a chart
Dia. 7) which illustrates the course of such 1 | |
we tried milk and water in equal part we tried it stronger j
vnel it !,,‘,.{m | dharrhoea we tried peptonized milk for
L1 wnd 1t w icceeded by diarrha wnd vomitine and
then the child died Nothii which u can find afte:
death will account for this congenital feeblene f dicest
‘HM\'[

Il now want to impre Upon you on further point about
th wrtifi | feeding of babies. and that is that vou showld
not Lightly change from one kind of food to anoth You will
constantly be having children brought to vou whose mother
say they have tried evervthing In such a case vou may

generally take it that nothing has really been tried in the
propel ense of the term You cannot f\plg( from one
week’s experience what any particular food is going to do

for a child vou have to |~¢[r the child on a diet for a
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reasonable time, so as to give it a fair trial, and it is only if
vou find that he is not gaining weight that you are justified in
concluding that the food he is having is not suitable for him
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DiAGram 7 WEerGnT CHART OF A CASE OF MARASMUS ENDING
FaraLLy. 'ne UrPER LINE REPRESENTS THE WEIGHT OF A
HeEALTHY CHILD OF THE SAME AGE.

Another question is, What should be yvour attitude
towards the patent foods which are so much in use for infant
feeding ? T have put into your hands a sheet which gives
the composition of those foods, from which yvou will see that




LECTURES ON DISEASES OF CHILDREN

child aged three
? ] 1Ctose,

da

for

ater

mees ot w

» on




wheat
ains

ont

baked

ounees

90

9
()

14-0

]

Food. .

/

Mellin’s Food

Milo Food

]
866
S

I~ =
1 N -+
an - on
" r~ =
x

00T¢

M

|




J-

J8 LECTURES ON DISEASE

OF CHILDREN

/ 7

= = : -2 B.E -

N - - %

B <

er's Food

eng

y
)




INFANTS

FEEDING OF

MFICIAL

A\l

YLIDJUT
Pjreun
./:..:::._ 0]
Moy

uarpad
|

‘juepu

10%

:_ ,__/.' 03

__; Il
11X9

v,:u.:“.—

_ :.m %Ti;:

S3e0Ir) s

¢ 'ON

suosuIqoy

._:._.,,_

_;

191(] poog ...::TH

1

Y00 ] S IA%:

poo s {opasoy

T._:._




10 LECTURES ON DISEASES OF CHILDREN

many ot the m are entirely unsuited to be a « ~l|1!-|4 te substi
tute for human milk | have divided them, for convenience
into three groups : First, one which is intended to be a com
|||"Y" substitute for human milk secondly. a group which
is intended to be made up with cow’s milk, and in which the
artificial part of the food is |II<‘1ii:l\I('1l_ the third clas
includes those which contain unaltered starch. My advic
to you would be to rule out the third group at once for all
children under six months old \s regards the first group
they really [)lw—l‘m very little advantage over condensed o1
|u]>lwl.]/m| milk and 1 |;|!~H‘\ evel }m\w recourse to lllt‘lll
I admit that some children mav be reared ~Hl<[“'lll|.\ on
certain patent infant foods. but hardly ever if condensed

milk and other methods of feeding havi been properly tried

and have failed 'hey all incur the risk of producing
CUrvy Therefore. if vou use those foods it well to see
that me fresh elements are introduced into the diet. such
as grape or orange juice

I'he second group of foods is sometimes useful for children

who are getting towards the period of first dentition, and
who are not thriving very well because it is difficult to get
them to take sufficient cow milk In these cases it is
advisable to supplement the milk with some other food
and a dextrinized food is best There 1s one class of those
dextrinized foods in which the hange in the tarch take
place during mixing I think it is more convenient to use
v food in which the change has already taken place : and so
if one has occasion to use this group at all, one select
Mellin's food or Hovis food as being already dextrinized
n |rl"1#ll'!|<!' to the others But remember they are all
aeficient in fat. and their continued use is apt to result in
ricket If yvou use them at all it should be with that d ngen
clearly before your minds. and they should be given only
for a limited time

One or two other questions I must discuss briefly If a
child has been on the breast. and yvou have not had recourse
to any artificial method. and everything is going on well
when are you to wean? | want vou to have clear ideas on
this matter It used to be said that a child should not be
weaned until he has cut some of his teeth. 1 think even
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Trousseau went so far as that : he was guided in his weaning
of children by the dentition But you must remember
always that a child may fail to cut his teeth because he is
rickety, from being fed on the breast too long ; therefore. you

s no sufficient eriterion

SO I||t'.w||,nu>|.|||‘1 of the teeth alone
of when you are to wean.  You may lay it down as a general
rule that the child should be weaned between the tenth and
the twelfth month. Mothers, especially in the lower classes
often keep on suckling their children. partly from motives
of economy and partly to prevent another pregnancy, for
too long a time | have even known children fed mainlh
on the breast until they were two vears old, and without
yvbvious harm But I think in such a case there i1s very
likelv to be detriment to the moth health Between the
tenth and twelfth month is the rule which vou should .J‘]“"l
Or VOul w}'w

Another piece of advice which 1 should like to give you
in this matter is. never to wean a child in hot weather if
ou can avoid it I'he reason for this is that children who
are weaned in hot weather are very .x]ﬂ to become the

ubjects of "i"“l' mic diarrhoea. and to be carried off Irv\ it

It is better to allow a child to be nursed little too long
than to wean him at a time when diarrhcea is prevalent

\ kindred question to weaning is, When should you add
starch to the diet When is it safe to begin to allow
child to have other food than milk l';\‘)lll"l\'l'~|U‘\‘*~”IH‘

that the power of digesting starch varies enormously in
different case | have known children who got starchy food
from their earliest days, and yet, apparently. did not suffer
from it [ recall, for instance. the case of twins being
er\rll;|»l LO ¢ who Imlf been l|‘(| with a <trong 11«‘4 oction ol
'ull|~‘_\ water without any milk for three months, and vet
they were not so thin as you would suppose. and had no
digestive disturbance I have also known a child fed upon
Robb’s biscuits, which contain a good deal of starch, without
any harm. when one month old. On the other hand. one
sees children in whom starch appears to produce fermen
tation. acidity, diarrhea, and colic. So your general rule
should be not to allow a starchy food in any shape until the

child has cut a tooth or two, and then you can begin to give




12 LECTURES ON DISEASES OF CHILDREN

such foods very gradually and cautiously I'here are some

children, however. in whom it may be worth while to run
the risk of giving a little starch sooner than that. Children
who are not getting on well with milk, and who have a
difficulty in digesting casein, should have the benefit of the
trial of a little starchy food [ once got a lesson in this
matter from a mother whose child 1 was attending for
difficult digestion We were strugeling on with |u'|r1u||i/«'<l
milk, and making no headwa) One day. a week after I
had seen the child, he was broucht back weighing a pound
more than at the last visit, and it transpired that the mother
had. of her own accord. added a considerable quantity of
cornflour to the diet, and with complete suces The starch
digesting capacity of that child was evidently in excess of
his milk-digesting vpacity, and in this case the xperiment
was justified by the result. Anyhow, it is an experiment
\-\il"ll cannot ‘[" HIH"\ }l"!]ll I"’fll] ( ) SO0 a ,\"{l l.‘“'l
it disagree you can stop the food

[ may conclude this lecture by directing vour attention to
some standard dietaries suitable for children at and after
the lu'liml of weaning

DIET FROM NINE TO TWELVE MONTHS

FirsT MEAL (7.30 a.m.): Milk thickened with groats, oat
flour, Chapman’s whole-wheat flour, Mellin’s Food, Savory
and Moore’s Food, or Allenbury No. 3

SECOND MEAL (10.30 to 11 a.m.): Warm milk pure ol
diluted with one-third of lime-water

THIRD MEAL (1.30 to 2 p.m.) : Warm milk, with the ad
dition of the yolk of a lightly boiled or raw egg A little
veal irl|'l|1 (0| '_mml |H‘»'l' tea oc A\lHIMHA\ as d |’|!‘1lx"

FourTH MEAL (5 p.m.) : Same as first

Firra MEAL (9 to 10 p.m.) : Warm milk

During this period the use of a bottle should be gradually
discontinued, and the child fed with a Spoon or a( customed
to drink out of a feeding-cup or ordinary cup.

The amount of milk taken in the course of the day should
not exceed 2 ]»illl\_ If the child be l||i1\l‘\. he mayv be given
a little water between meals.
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From about the tenth month onward

'|l||| h given Hw.l\iwu.'H\ S |1 a8

INFANTS 13

something to chew

a rusk or crust, or a

|>‘w"‘l‘ of sponge cake, or stale bread-and butter.

DIET FROM TWELVE TO EIGH

First MeAn (7.30 a.m \ breal

EEN MONTHS.

fastcupful of milk

thickened with groat fine oatmeal, whole-wheat flour o
hominy Bread or rusks and milk as a change

SecoND MEAL (about 11 a.m.) : A cupful of warm milk
pure or with the addition of one-third lime-water

1
il

ch

1'o

Vi
o)

il

an

Muird MEAL (1 to 1.30 p.m.) : Beef-te
lerumbs o1
LN the volk of a lichtly boiled

bread |H|<i“\11y vith the addition of

th, thickened with bre

\ 'ttl‘[')li“v 01 Il[t"wl‘lv“] —lx\\\wlluw
Fourta MEAL (5 p.m Milk and bre
Freri MeAL (9 p.m.) :‘Warm milk

DIET FROM EIGHTEEN MONTHS T(

FirsT MEAL (8 a.m.) : Porridge and n
Ik of a lichtly boiled egg or bread «

mutton or chicken
:b\rw!|r»l‘lw a !
Some milky rice
yme of the l"”i' I a
1€

vl-and-butter

) THREE YEARS

11k, followed by the
]1|>|u|| in bacon fat

ve bread I!i~p toast, or a rusk Milk to drink
SECOND MEAL (12,30 to 1 p.m.):

nced chicken or underdone meat o1
d stewed fruit Water to drink
'nirp MEAL (4.30 p.m.) : Bread-and

other [»‘.Mlux.t{w'wt.A\Im(m]"\ Milk
Fourra MEAL (6.30 p.m.) : Warm milk and a biscuit

\ llHll |\wl|||l|1w] or
fish Milk-pudding

butter ‘\lll'H‘,'l' or



(

LECTURE IV

THE DIGESTIVE DISORDERS OF INFANCY - COLIC
AND VOMITING

(ENTLEMEN We come now to the consideration of the
disorders of digestion in infane disorders which are due
i large m ure to neelec f thi rul for the feedine
of babi hich 1t ( bring he ( uinmy last lecture

I shall not distinguish between the digestive disorder
of fed bottle-fed jnfant [though. for obviou
reason uch disorder wre far commoner in the case of
bottle feeding than in the case of breast feeding Further
| In ttempt to d ribe these ‘fiulw]-!~lwv\4w|!lwru
the point ol view oOf P thol wyv o or morbid anatomy |n’v‘l1|~w’
to do tld b ) mn v knowledege which we do not
POSS I shall deal with them purely from the clinical o
Vimptomati T".‘HMI!I

I'he mptoms of digestive disorder in infancy are both
local and general.  The local symptoms are of three sorts
colic. vomiting. and diarrhea—but T need hardly say that e
these different mptoms, although one describes them
eparately. very commonly coexist in the same case. The
econd or general group of symptoms may be comprised in
the on term wasting To <1.|"x. | ||‘»||1|1‘<| 'nllll\ with the
local symptom The general symptom—wasting—may be
more conveniently deferred until we speak of marasmus as
a ~|H"Lx‘rll-~1.‘ e. digestive disorders being only one of many e
auses which mav lead to it

COLIC,

l.et u b 11 !|le \\ilh l'lu very common l“ﬂ»!«{t'l'

griping, or coli I think one can distinguish three causes
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as giving rise to the painful contraction of the intesting
which we call colic The first of these is a« ll]ll‘\ due to fer
mentation occurring in the milk, and producing lactic and
other acids. which irritate the bowel and induce over-con
tractioninits wall. "The second, and perhaps the commonen
cause is the existence of undigested casein or curds in the
intestine. I told vou that the great difficulty in the feeding
of infants with cow’s milk is the indigestibility of the casein
and there is no commoner consequence of that than the
|||H<|Ilt‘llwll of colie The third cause 1s the presence of gas
in the bowel

How are you to recognise colic 7 Its chief symptom is
pain O courst pain in the case of infant IS eXpre ed
not in words. but by eries. and whenever vou find constant
wnd frequent sereaming it should always make you think of

the Pos ibilitv of colic. for that is one of the commonest

causes of persistent screaming. There are. however, other
causes for screaming which may lead yvou into erron One
of these is earachi It is often difficult to be sure of the
existence of earache in voung infant but in such a case

the mother will probably tell vou that the child has been
in the habit of putting his hand to the ear o1 head. and thi

may indicate to vou the seat of pam Another ||w»-1M'
cause of persistent screaming is feething, a cause which
mothers certainly tend to exaggerate, but, nevertheless, it
is one which you should always have in mind as a possibility
Teething and earache seem often to go together \nother

cause, and one which is commoner than vou think, just

teething is less common than you are apt to think, is renal
coli [t is, perhaps, surprising to yvou to be told that little
children suffer from renal colic at all, but the probability i
that they suffer from it as frequently as grown-up persons
do Of course. I do not mean to say that children pass
stones, but they do pass gravel. You may have seen in
the post-mortem room the kidneys of quite young infants
which contaimned uric acid infarcts, and even in feetuses in
utero you may find them. Another possible cause of seream
ing

S /»//UNHN/F which gives rise to straining on |;;|\~ilw"
water ; and the pain which that entails. the result of what
one HM.\ |H'l'll.‘l')\ .s]wu‘\ of as a (‘nllr ot Hw |V|‘|1llll"' [ \I”(‘\«Q*\
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itself in screaming Another group of causes which you
have to think of when a child is constantly sereaming is

tenderness of the bones, resulting from scurvy, or possibly
from rickets in its acuter forms. or from congenital specific
disease In that case I)ll'>~ ln‘.'luiflt‘ \\i|| be more noticeable
when the child is handled, or when he is put into his bath
and that. along with a careful examination of the bones will
enable you to establish or exclude this cause. There remaii
one other cause of screaming which yvou ought to think of
when vou have excluded every other possibility, and that
1s mental ,/4//, lency One of the siens of defective cerebral
development in young infants is secreaming without apparent
reason. You will, therefore. bear in mind those possible
causes before vou conclude too hastily that the child i
screaming because of coli But you must also remember
that colic i }u))w’v commoner thar [l these other cause
“:1! together

The signs by which you recognise colic are, in the first
place, hardness of the abdomen. You put your hand on
the child’s abdomen. and feel that it is unusually resistant
indeed. 1t mav be almost knotty You may feel Tittle coil

of intestine standing out. coils of "“"'.‘* contracted bowel

And vou will observe. in the second !lllw that as the child
screams he tends to draw up his leg The sereaming many
even be so extreme that the w!H(«i', es 1nto a condition of
convulsion, for there can be no doubt that the irritation
caused by undigested food in the intestines mav be an
exciting cause of convulsions in voung children Another
sign by which you can be quite certain that the pain is due
to colic 1s the c¢ sation of the screaming on the passage Ot
flatu If that happens you may be sure that colic was the
cause

'|}|"‘»l Y ny the ol m"r‘I .|H"f*!||\~ by whi ’ Vou

recognise colic, we now come to consider how you are to
treat it. I shall describe first of all what ought to be the
immediate treatment of an attack of colic. and then I shall
ask vou to consider with me by what means vou may
prevent the attacks coming back The first thing to be
done in an attack is to apply warmth to the abdomen. You

can do that by friction with warm oil, by warm fomenta
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tions. or by poultices of linseed or mustard ; and in ver)
extreme cases it may even be necessary to use the mustard
bath. In addition to the external application of warmth
you can apply it internally with advantage by means of an
enema of warm water. Inject 2 or 3 ounces of water, as
hot as the child will bear it, well up into the large intestine.
In addition it is well to give carminatives by the mouth to
aid in the expulsion of flatus ; peppermint-water or dill-
water are suitable for the purpose. Some prefer to give
mall doses of sweet spirit of nitre, say 10 drops

By means such as these you will generally succeed in
cutting short an attack of colic, and then you have to con
sider how you are to prevent its recurrence. One may
divide cases for this purpose into two groups : first those
which are being fed by the breast ;: and, secondly, those
which are b ing fed by the bottle If a breast-fed l'llll', 18
suffering from colie you will probably find on inquiry that
it is being fed too often or at irregular intervals All that
you require to do in such a case is to regulate the feeding

to feed every two and a half hours instead of every two

hours. or every three hours instead of everv two and a
half. as the case may be The tendency to overfeeding in
those cases is a natural one. because the taking of warm milk

into the stomach, just as the injection of warm water into
the rectum, temporarily relieves the colic, and the mother
finding the child is relieved by suckling, tends to go on
giving the breast too often. and so a vicious circle is set up ;
and what vou have to set vourself to do is to break that
vicious circle by seeing that the child is fed regularly by the
clock, and not at irregular intervals. In some cases the
colic of breast-fed children seems to be due to the casein of
the mother’s milk being either too abundant or for some
reason more difficult of digestion than usual. When you
meet with such a case vou will sometimes find it of advantage
to administer a few flhl*lﬂ'“llhll\ of lime-water to the child
before each feed. the lime-water being sweetened a little to
make it m-wrplultlv to the child Or you may give a couple
of grains of citrate of soda dissolved in a l;th[t'\lmvvllflll ot
warm water in the middle of the feed. Further, you will

remember to correct any l‘tvl|»ll|»;||it'n which is so common




18 LECTURES ON DISEA O CHILDRI

breast-fed hildrer r MmMost Hmpe rtant P it and one

hich 1 shall deal with in another lecture (Lecture VIII

If the « i till pel | the e tion will arise \re you
to wean the child or not Here 1 would remind vou of
what I said in the last lecture. that mere digestive disorder
1s by itself no necessary indication for weaning : it is onlh

if the digestive disorder is accompanied by a persistent and
teady loss of weight that vou are justified in taking that
step No it after correcting errors of feeding .rHriH-I:I\lm
tion. the weight still goes down, vou mayv consider the

({I]q L1011 O weaniny

We will p now to the commoner state of things which
vou have to deal with—namelv, the prevention of colic in
an infant who is being fed by the bottl 'he great cause \
of colic in bottle-fed babies i vant of cleanline 1 pre
paring the milk'¢ and in particular it is the continuous use
of thoee tubs botiles of which T have already had oceasion
to point out to yvou the danger Such bottle !,.,‘,2;,‘, far
more colic. probably, than any other one cause Your fia
duty to see that the child ha v proper and clean bottl !
wind. secondly. just as in the case of breast-fed children. see

that the Mul ar 'w'w‘\iw“ and not given too often \“HI

hird care will be to see that the mixture which the -|lei
ets 1s sufficiently digestible A\ssuming that the bottle i
clean nd. therefore that fermentative action has not
occurred, the colic may be put down to the indigestibility
of casen I'o correct that vou have to give a mixture
which contains less casein, or in which the casein has been
rendered more digestible in one of the wavs 1 have deseribed
when e vk of Itfant teeding You may vl*”l‘l'h‘“ 1S
in the case of breast-fed children, to correct constipation
'hl’ more ‘H'l:r'.?'wix Voul \'1” 1\&\- to 4‘«,~| \\|I|| |M|ll||u,l
wnd the best wa of treating that we hall consider when

|n‘|| of diarrhoea a \ \Ilr!'Y"Illi!v[","\ll\' disorder

In all case of col both in breast-fed and bottle-fed
children. vou will find the administration of a carminative
between the feeds of help \ carminative mixture for a
voung infant should contain certain definite ingredients.
First of all. it should be alkaline, and therefore you use

l»i-.l!l)ls|l‘l|l of soda ;'} ',,'I.Iill\] an Iiu ’»‘1\1\ |l ~~'IU1|]1‘ be
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ukaline, because colic is so often due to acidity in the
mmtestime You ‘l|r|\l| ment this with an aromatic mixture
which is also alkaline ; for instance, aromatic spirits of
vmmonia, 25 minims.  Secondly, to make this pleasant, you
Ul add a little glycerine (2 minims). It is always advisable
if you can to make medicines pleasant for infants, and one
of the best ways of doing this is to add glycerine. Syrupy
preparations are uitable, because they are apt to
ferment. and as you have already got fermentation going on
oun do not want to do anvthing to increase it 'HI!U“_\
you make the mixture up to a teaspoonful with peppermint
or some other carminative watel Thi should be given

between the feeds. and it will be found useful in all case

In addition, vou should see that a child who suffers from
colic is kept very warm A common, but often unsuspected
cause of the disorder is chilling of the abdomen Inquire

therefore, into the covering of the child’s abdomen, and
insist upon his having a broad flannel binder, even though
'.4 be b bxwwl the avre at which |»‘HU|'I~ are |x~~|‘] and see
that the binder does not slip up over the chest and leave
the abdomen unprotected. See also that the feet and legs
are kept warm, for cold feet are a very common cause of
colic in young babies.! The child should have warm socks
and, if necessary, a hot bottle to the feet If. in spite of
Ul you do, the colic persists, and if at the same time the
infant is gaining weight (which sometimes does happen). so
that you are not justified in making any great alteration
in the feeding, you may perhaps require to have recourse to
opium in some ~|m|u You should not give opium an)
oftener than you can help, but sometimes you are driven to
use it owing to the persistent pain which the child suffers

The best preparation to use is codein, )5 or J grain, which,

with glycerine and some carminative water, makes a very

>|i|‘¢}'ll “]",:Vl‘ for a young « 'xl|‘|

VOMITING,

[ now pass on to the consideration of vomiting as a sign
of dyspepsia in young infants. There are two varieties of
vomiting which you will learn to recognize when you get

!
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into I»l.nlnl as signs of «I\:wlr\k disorder Ther 18
(1) acute vomiting which is |I»-Hm||“. the result of an attack
of gastric catarrh ; and there i 2) chronie vomiting. which
may be the result of chronic gastric catarrh. but is very

commonly due merely to unsuitable feeding

You will have no difficulty in recognizing the acute type.
The child will be brought to vou with the history that he
began to vomit a few hours before You will find that the
skin is hot, the tongue thickly furred, and that there is a
sour smell about the breath. The only difficulty in youw
diagnosis will be the exclusion of more serious disease,
Many of the acute specific fevers in children begin with
vomiting ; so do many intracranial diseases. and you may at

first be doubtful whether vou are not dealing with som«

uch case, particularly a cute gastric catarrh is often
accompanied by a high degree of pyrexia You may do
wisely, therefore. to reserve vour diagnosis at first

'he proper treatment of acute vomiting is by starvation.
You need never be afraid to starve voung children in the
matter of sclid food It is said that infants bear starvation
badly That may be true of chronic underfeeding. but

babies will stand the complete withdrawal of all nourish
ment for two or three, or even more, days without any
disadvantage and, indeed. often with great benefit pro
vided alwayvs that vou fulfil two conditions. The first of
these is that the child is kept warm. Children stand starva
tion badly simply because they lose so much heat from
their surfaces, a fact which is true of all voung animals
And the second condition is that water must on no account
be withheld. Children stand the withdrawal of fluid very
I""“f‘ indeed No when I sav that I||='.\ are to be starved
it means that they are to be given nothing which can be
described as nourishment. but they must have abundant
liquid ; and in such cases as we speak of that may take the
form of boiled water, or, if vou like. and in order to satisfy
the mother, one may administer a thin decoction of barley
or weak veal broth Tlu'lltlllitl whatever it maj be. should
be given cold with a teaspoon

You will find. also. a great help in these cases from
washing out the stomach. This is the first time | have
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had ocecasion to mention washing out of the stomach as a
therapeutic measure in children. 1 can only say that you
will find it of the very greatest use in all cases, acute or
chronic, whether in breast-fed or bottle-fed infants, where
vomiting is a prominent symptom. The method is so
simple, it is so safe. and, compared with a similar proceeding
in adults, so comparatively pleasant to the patient, that
yvou need have no hesitation in emploving it. You should
use for the purpose a small-size red rubber "“"||||.‘l:l‘:|l tube

The esophagus in a baby is bigger than you might think ;

DIAGRAM 8.—STOMACH-WASHING APPARATUS,

it is certainly bigger than an ordinary pencil, and yvou will
be able to get the smallest size of tube down it without
difficulty. It is an advantage to use a tube which is rather
large than otherwise, because the tendency of a small tube
is to permit regurgitation of fluid alongside, which leads to
coughing and choking, and to struggling on the part of the
child. The wsophageal tube is connected by means of a
piece of glass tubing to another piece of soft rubber tube
and that to a funnel such as I show you, which is really
nothing more than the barrel part of a glass syringe from
which the piston has been removed. A funnel of this shape
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has the advantage that vou can blow down it if vou want to
Sometimes the evelet of the o Hl!ls\': ol tube gets blocked
with a mass of casein. and it 1s then an ady wntage to be
able to put your mouth over the top of the funnel and dis
place the casein by blowing By the same means you can
produce a sort of shower-bath in the interior of the stomach
and by projecting the fluid with some force through the

tube vou can wash away the mucus and masses of casein

which have accumulated there. It does not matter much
what Huid is used in the washing out I usually employ
plain water You can use it quite hot, remembering that
it always tends to get cooler as it passes down But if
there is a very sour odour in the breath, 1 recommend
you to add a little bicarbonate of soda—a teaspoonful to
the pint—before the final washing. Having completed the

washin vou will find it an advantage to leave an ounce on
two of fluid behind. for this helps to fulfil the condition which
| have laid down. that the child must be ke ”I ullli]lw{ with

v large 1[;4’\‘1‘\ Ol ||(|wn] when he i being tarved The

water also acts as a kind of internal poultice, and is
oothin \fter this manipulation a child will often go
quietly off to sleep, though he may have been screaming
for some hours before the washing out was done

You will not find drugs of much assistance in acute
vomiting. If vou wish to have recourse to them, one
would recommend e pecially small repeated doses of calo-

1

mel. particularly if the tongue be much furred to ! grain

every hour for half a dozen doses is a suitable quantity
for an infant. and that ma) be followed by the use of
bismuth, either the wrbonate or the subnitrate Be sure
Jl\\d\» 1O IV ‘WHHI:“ 1n |w';‘1 Wvl B2 I||‘r! 15 10 say. nevel
less than 10 grains, and even in a young infant you can give
more than that with advantage

The chronic vomiting which is the result of digestive
disorder 1s of 1|lllla' a different nature to that I have been
describing ; and 1 would make this first remark about
chronic vomiting in young immfants that it s of no /./////m/r/u.‘
at all unless it be r/:w//u‘/ww/rr/ /;_r/ /)/w(/wv\,\;./'r loss u'f' u//‘g//«/
You are not to get anxious, as nurses and mothers do,

because a child vomits after his feeds. Many children, like
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the Romans of old, have a way of swallowing more than
they want and lriw'l 1m._' the excess, and that is not a habit
which need alarm you. Indeed, there is a saying amongst
the nurses that ‘ sick babies always thrive.” It is only when
the vomiting is accompanied by progressive loss of weight
that vou should take it seriously. The second remark I
would make is. that if you are dealing with quite a young
infant—that is to say, one a few days. or at most a few
weeks old—and if the vomiting has dated from birth. you
should make certain if you can that you are not dealing
with a case of congenital pyloric obstruction. That, how
ever, is a subject of so much importance that I shall devote

pecial lecture to its consideration

Now. how should you treat that chronie form of vomiting
which is the result of purely digestive disorder ¢ The first
thing is to regulate the feeding Vomiting. if it is habitual
means that the child is getting a mixture which is too strong
for it, and vou must dilute the milk still further, or els

ve it in a more digestible form And here, again, it will
be extremely important to regulate the times of feeding

not given too often. In these

taking care that the bottle
cases, also, you will find periodic w: shing out of the stomach
to be of the very greatest service. You can employ it every
dav. or even oftener, with the greatest benefit. With regard
to drug [ would only say again that they must take quite
a subsidiary I'IIH' It is whl»\ after vou have corrected the
feeding and washed out the stomach thoroughly that you
hould think of drugs at all. You will find bismuth one
of the most useful if given in large doses. In other cases
again, 2 or 3 minims of dilute hydrochloric acid, with a little
glycerine and some carminative water, will be advantage
ously prescribed. 1 cannot tell you beforehand which
cases will do best with bismuth and which with hydrochloric
acid. I think it is more or less an experiment in every case ;
but one or other of these drugs will generally be very
beneficial. supposing you have failed to relieve the child
by adjusting the feeding and washing out the stomach.




LECTURE

CONGENITAL PYLORIC STENOSIS

GeENTLEMEN.—(C'ongenital hypertrophy of the pylorus, o
congenital hypertrophic stenosis, as it is sometimes termed
the subject of myv lecture to-dav. is a condition which has
only been generally recognized in the last decade or so, but
which is probably very much commoner than is generally
believed, and 1 am perfectly sure that anyvone who is capable
of diagnosing it will meet with cases in his practice not ver)
infrequently Inasmuch as the treatment of this condition
f it 15 to be successful. must be becun early. it is extremely
important that you should be able to diagnose it when you
ee it, and that is why I am devoting a special lecture to it

I shall not trouble vou with the history of our knowledge
of congenital ||\|-rliw stenosis. because that !-u!||‘\ does not
throw any particular light upon the nature of the condition
wnd it is of no use to you in vour practice, so 1 shall begin
at once with the symptoms, which, fortunate ly. are few and
definite. The kind of case which exhibits congenital pyloric
stenosis is this : The child i1s usually—indeed, T mayv say

nine times out of ten—a boy vl he 18 brought to vou

when a few weeks old because, as the mother Sayvs she
cannot find any food to suit him at all. She will complain
that, no matter what food she tries, it results in the pro
duction of vomiting. You will usually find that a great
many different foods have been tried—many of the patients
indeed, have run the whole gamut of the patent infant
foods in the market and yet the \Hlnilillg goes on There
is a very curious fact about the vomiting. and it is this :
that when a new food is tried it will often seem to suit the
child for a period of about twenty-four hours, or a little
o4
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longer. and then the vomiting begins again, and will go
on every day until a new food is tried, when it will again
often cease for a day or two, only to recommence once more,
A\t cach of these occurrences the |w'n'~~ of the mother are
buoved up he believes she has at last found the kind of
food that is going to suit ; but they are immediately dashed
to the ground again when the vomiting reasserts itself.
Why it is that the new food is often borne for a time in these
cases | ecannot tell you ; it is one of the many curious clinical
facts that characterize this condition

On careful inquiry, you will usually find that the vomiting
has not strictly dated from the moment of birth As a
rule ou will be told that the child was born a fine, he "“",\
child : that he was fed from the breast at first, and all went
well for a week. ten davs. or a fortnight. but then vomiting
D n. and the child was taken off the breast. very often by
because of the continuous sickness. and put

n to some artificial food \s that was also followed by

medical adviee
miting another artificial food wa II\<'|| :4Iu|‘u“l|
[ want vou to observe—because it has some bearing upon
the view that one takes of the l"'ll]u!“‘\ of the condition

15 not tricthy \l»«l]\llw_' congenital ; it

that the vomiting
is more usual for it to begin ten davs or a fortnight after
birth In addition. the vomiting has certain pe uliarities
which characterize it and distinguish it from the ordinary
vomiting of dyspepsia In the first place, it is often ex

tremely violent, or what is termed °projectile *—that is
to say. the child will suddenly throw out the stomach
contents forcibly, often projecting them quite a long wa)
from itself This foreible or projectile haracter i1s one of
the things that distinguishes the vomiting of congenital
pvlorie stenosis from that which is due to ordinary dyspepsia

['he vomiting is also characterized by its abundance, and
the mother will tell yvou that the child brings up much more
food than it swallowed at its last feed Further, you will
often be told that the child brings up a quantity of ‘slime’
with the vomit Slime is what you and I know as mucus,
and the bringing up of a quantity of mucus is another
of the things which characterize this particular kind of

vomiting
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Another prominent symptom that the child will exhibit

beside the characteristic vomitine Progressive loss of
aht That. of course 1s natural If the child is con
stantly vomiting, it naturally loses weight. and along with

the loss of weight there is a shrivelling up of the kin. and a
loss of its elasticity. such as you meet with in cases of chroni
diarrheea in children. The loss of weight may proceed until
it reaches a very serious degree ; such children may waste
away until they are literally mere skin and bone

The third thing which characterizes a case of pylori
tenosis is that the child is usually indeed. almost in
variably-—constipated. That is a sign of very great impor
tance. because if a child is vomiting from unsuitability of

food. mstead of

being constipated, it usually has diarrhoe:

wnd a combination of vomiting plus constipation should
wavs arouse in vour minds stron ispicions that you are
dealing with a case of this sort The reason for the con
»»Hp,v'lwhlutlur«' LS obviou If no food. o very little
food. 18 entering the intestines. obviously there must be

very little in the way of excreta to co out of the intesting
and the con Ii[mii‘lu therefore, is what is sometimes called
the ‘ con 11!):|'|HIIH1 starvation.’ It 1s ”H‘iH‘\lIv!l‘!"l"‘ll"
of the small amount of nutriment which is finding its way
through the |>‘\l'v!I|~ into the bowel

When vou come to ¢ xamine the child for })ll_VSiCll[ signs
vou will be at once struck by the emaciation. Observe that
although these children are emaciated, I}u_\ wre not cacheetic
and that is a point worth noting ey show the thinne
of starvation. but not the thinness of cachexia In other
words. althoueh thin. often ltii\v’!w‘»lv\ s0. thev are not
anemic. and vou know that it is a combination of emaciation
with anemia which makes up cachexia

In examining the abdomen, vou will usually find that
there is a certain amount of fulness in the upper part above
the umbilicus, whereas the rest of the abdomen is sunken
And then, having vour suspicions aroused, vou should look
for what is, after all., the most characteristic sign of the
condition—viz., visible stomach peristalsi: If vou are going
to succeed in seeing visible stomach peristalsis. you must

full. There is no use in

look for it when the stomach
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examining a child for gastric peristalsis shortly after it has
been sick ; if you wish to make it out, you should always
insist upon the child being fed in your presence, and im
mediately it has taken its food you should make your exami
nation. If the peristalsis be not immediately visible, yon
may sometimes elicit it by applying friction over the
stomach ; massaging the stomach may bring it out. This
visible ||'l‘l«l<|i\i\ assumes a very characteristic form. You
will see appear below the left costal margin a swelling
about the size of a golf-ball, which will begin to travel
downwards to the right, sweeping above, or even over, the
umbilicus, and which, before it has disappeared, is followed
by another swelling., so that a dumbbell or hourglass-like
appearance 1s [»I’nnfllu d ovel the upper 'Mll of YlH‘ ;t'»ll'llllvl'
Sometimes in extreme cases you will see three such swellings

or, in other words, three waves of }n'l'wml iIs—simul
taneously visible over the stomach. Such peristalsis, if it
be well marked, is absolutely pathognomonic of the con
dition, and sometimes it is extremely well marked. I have
seen it so well marked that the swelling of the stomach
could be seen through the child’s clothing Unless it be
well marked you should not attach importance to it, because
slight gastric peristalsis may be visible as a purely transitory
phenomenon in circumstances other than those in which
there iz an actual constriction of the pylorus

[n addition to the emaciation and the visible peristalsis
you will fad in many, but by no means in all, of these cases
that you can actually feel the thickened pylorus ; and you
can feel it usually to the right of the umbilicus. Observe
that sometimes the pylorus cannot be felt, even in undoubted
cases, for the simple reason that it lies tucked up under the
liver where you cannot get at it But if you wish to give
yourself every chance in feeling for it, there is a particular
way of setting about it, and that is that you should not
merely press downwards and backwards as one does in
ovdinary palpation of the abdomen, but you should pinch
up the deep structures, and try and grasp the thickened

pylorus between your fingers and thumb. You then find
an elongated swelling about the size of a hazel-nut. or a little
larger ; and sometimes, if you are lucky, vou will feel it
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actually undercoine contractions whilst vou feel it : vou feel
it undergoing relaxation, followed by hardening
If vou proceed further in yvour examination by washing

out the stomach. vou will usually be able to make out that

the « ipacity of the stomach is increased—that instead of
holding. let us say, a couple of ounces or so, which is normal
for that time of life. the stomach holds 3. 4, or even more
ounces of Huid In other words, vou can prove the existence
of actual gastrie dilatation. and that. in addition to the
peristal el the palpable tumour, is the third purely

tomach sign of this condition. So much. then. for the

vimptoms and sign
It will be well for us now to look for a moment at what i

known the pathology of congenital pyloric stenosis, and |

mayv say at once as regards this subject that we do not
know what the real p tholo of the condition 1 What
ve do know 1s that in tl e cases which prove fatal, or in
hich operation has been performed and an opportunit)
| heer ven of insp tine the P lorus durine life. there i
P t ! thicker of the pyloru which section
| | | most exclusively to hypertrophy of the
reulan | of the pvloru I have here
| | t] thickening verv well Here
( I | ! e q ¢ ell with the
1 1 T 1 11 th
| nvel it it tul I
( | one thin can
\ rotl il 1 can | | hat the
| ! more or | h |"'”‘N”‘4
| { f 1) ! h t Irive 1t ents through
| 'hirdl | find tl he n |
( | | { ch catarrl
| it the 1 rhie
hyvpertropl ! !
1 | I the 1 I't thicker
| ! here h of
! n |
( h het ome t ttempt
| { I | findin re produced I
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may say that, roughly speaking, there are two views preva
lent as to how it is that this condition is brought about
There is. first, the view that the /««//rvr/rw/r/f// of the muscular
/J/u«» n/' the /»///u/ US 18 (0 Cone nital H/m//////// that there is a
true overegrowth. a true hy |...,;|.v',|..\ of the circular muscular
fibres existing as a congenital anomaly, just as you may
have a congenital club-foot or anv other inborn mal
formation The other chief view of the |).|l’»l»[<»:.\ of the
condition is that the hypertrophy is not a congenital mal
formation at all. but is consecutive to a spasm u/ the /r/(/u///.\
Those who :!w|v>|'l this view maintain that the condition of
which we are speaking is, in its essence, a spasm of the
plyorus of great severity and of long continuance and that
as a consequence of the continued spasm, you get what vou
obtain from over-use of muscle anvwhere—hypertrophy

and that that thick pylorus which I showed you in the
specimen is simply the result of over-use—it 1s the result

of prolonged and repeated spasm of the sphincter of the

|r\|"7|1 \\lmu those who l“,i'| lln VIEeW are l '\'lf ||lr\\
thi pasmn 1 brougeht bhout the LI ‘“IHth"] to have
recourse to variou wvpothetical explanatior NSO
ime that there i inco-ordination Now entlemen
mneco rdination 1 0 f th ¢ CXpre 101 like \-‘wlwlww
effect i ftoxin nd ‘retlex action.” and a few other
which are often used cover for mucl NOTrance and
it 18 no Mmore vhistacton n tl ( ¢ than 1t usuall
I'hen there ar VN ho t he pasm of the |»x!"¥\‘
brought about b N eXCo of acid in the stomach content
b 1ge it 1s known that ex f acid in the stomach lead
{ the ¢l ne of the P loru No chemical ;"*"I h |||'<I|
vlvanced that such excee V¢ it wetually exist Others
\ that ymethin ha Oone wron with the chemical
wechanism in the duodenum. which i1s really r pon ible
Pawlow h hown for the normal openin nd shutting of
t he p lorn ut vl these ;.\l‘iuw!‘ 3] | confe ard
extremel 1 i LO] \ OwWn view | i1 l | Ol
cition 10t a congenital anomaly, but that the second view
right, explain it how you may, and that we have her
primarily to do with a spasm In favour of that I would

only point to the two great clinical fact hich cannot be




60 LECTURES ON

ot over : first, that tl
atelv after birth. but
and. second. that the e«

cured by purely medic

as l have ,1"”.!!' LO My

DISI

A S

O (

nerall fortn
l“[“":\\ ( ‘l)‘y|>lv
| treatment., I

oWl

a perfectly normal condition

the a sumption of a ¢

ich cases sl

1.1 ]
VUHECE LK

,rrwl \\H}vuz: ny 1[\,!]“\.m| Ol

helieve therefor th
\\".i-l» goes on to

brought about 1 confe

l

M

of view of treatment | do not t

'hat brn me to

essential her I hat
I believe that failure 1
being re | too |
left un he child i
recovel lifficul 1

(l 1
I’} ! 1
[ put £y
I
7
(sh IR
t he { ( \Y
In 1 {
1 [1e] |
| there Nt
l
veal ( ] I |
1 |
e ther \
) ‘r. pl1 !4 el ( 1
! 1te
AN
|
i
1 11 ‘r‘ ‘r
1 MICe
tl
1
| ( ( m { {
f /

v

I tion

terward

HILDREN

i

OF T ni*

more later

of b 1n ulw r~.‘|Hv'|\

Wing

L

¢ tomach

nd ag LI, 1

( nt o« 01
enttal anomaly of formation. how
perfect recovery thout operation

f the stomach benr left |
we have here to do with a spasm
hyvpertrophy, but how that pasm
I do not know wnd from erlurml
hink it matter
( of treatment. N the first
h \‘,{ ]u 1 reatment « ||
the cases 1s due to the condition
with the result that treatment i
| exhausted mdition that
t1mp bl I'hat just ,:';ﬂ‘
| al portance
] 11 mant
| th ( ¢1
hat ringettn
! raill I (
! ! t much
} { ( ch h |
| | ? 1’1‘ 11 1]
hon 1¢ | ! 1Or examnle
much mu 1 mach « 1
f 1] 1 1 mbrane wl ]
I | nter {
| 1
Pr I ( |
It te of « D of rm
| H: mmed I It
1 { 1;.‘ L C¢ (
\ ot 1 H |
I'e me
\ b n ( (



CONGENITAL PYLORIC STENOSIS 61

which will pass through the pylorus as easily as possible
and therefore you will select a milk which does not form
large clot that is obvious As a matter of fact there is
nothing better. when vou can get it, than human milk, and
that is why it is unfortunate when these children have been
weaned ecarly, as they usually are. under the impression
that breast milk is disagreeing with them I'hat is always
v pity, becausze you will find when you wean them that you
are jumping out of the frying-pan into the fire. for if these
children are not able to retain human milk the chances are
they will not retain anything else. So that if the child is
at the breast, you should keep it at the breast ; if it is off
the breast. it is a good plan to get a wet nurse The
practical difficulty of breast-feeding is that these patients
need to be fed frequently and in small quantities, and that
becomes a nuisance to the mother. In some cases you may
have to draw off the breast milk l'.‘ a pump and feed the

child with it from a bottle or by teaspoon at short intervals

of, say. every how Assuming that human milk is un
obtainable. 1 believe the next best thing is fully |u‘||T<llui'/'l|
mill ven diluted with an equal quantity of water, and |
do not believe that. bevond that. there is anv good in
earching about for a particular food that will suit thes
children If vou m‘;“}" lavage. and do it props I!‘\ vou will

find that they will retain their food well enough, but you
will never find anything which will pass quite satisfactorily
through the pylorus, at first at least Hence. although there
wre many combinations on which these patients will do well

cn a \\‘w‘ wnd cream \\‘H"\ .'lUi egy \\Il!" (l““'l.l’*"l
milk. malted milk, and so on, yet my experience has been
that if they do not do well on peptonized milk they will
not do better on anyvthin else, and there is no use in per
plexin vourself by a large choice of methods of feeding

\s 1¢ wds the intervals of feedin the ]'l'ih"lﬂ‘\ and the
quantity. you have to be guided by the capacity of the
tomach in the ]nHM ular case with which vou are «Io.nl!ll_’

e have to feel vour way, and to notice how much the
ch ":[ can | lu] W 1||4-ill |'| 1Ny ! l Sometimes vou IM\V'
to feed every half-hour, or every hour or two hour; Here

vin vou will find that. once vou start washing out. vou
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will oon b ‘|.|.- to vet the Itl\»i I|‘4\\|| 1o .||»|1]H\|Ill‘ll"l\
the ordinary intervals which are natural and right for a
healthy child of that age

Third as regards the question of drugs. 1 believe there is

none which is of anv real use in this condition Opium in

of the tincture given shortly before each feed These

minute doses has been highly recommended. .\, to minim
quantiti cem almost infinitesimal, almost ||un|u-u|v'|||lh
and vet I have known one of these children rendered almost
comatose by % minim of the tincture of opium given before
each feed for less than a day Owing to their exhausted
wd feeble condition, they are extraordinarily sensitive to
opram hut O1 |Yl!1|(ll"|l\ Crerman, writer ||44\1‘|¢'>H||H|
very great benefit from giving it. the theory being that it
|1.-1]| to abolish the pasm ol the |l\|"lll \lthough 1 see
no objection to trying opium, personally I have been di

vppointed in the results it has vielded | have tried alkalies

in a few case wd L have tried belladonna, which has a
reputation as an antispasmodi nd i neither case have |
found any benefit from so doin I'he treatment, therefore
resolve tself into eful feedin nd nursing. and per
tent lavage of the stomach You will be told sometime
that 1t vnoadvantagve 1 these cases to teed per rectum, ol
rather. to Ve water ol i lution per rectum. 1n order
make up tl | I n fluid in the body which un
ubted ( 1 \s to that 1 would onl vy that my
experience has been that it Imost impe ible to get
hildren of that ace to reta [ine enemata for anv length
of time. and. therefore. althoueh such treatment i I-'!IH(I\
ht 1in theo in practice it vimost impe ble to carry
i1t o«
You m What are the results of this treatment?
| tell yvou that, taking my own experience of these
( D te pract | finn mvself t well
marked | it tl ( ! | hich there could b
I b loubt \ n which tl tric per |
[l n | \ ! h thel \ reat em 1ntion
na i many ol hich. at least. though 1 admit not in all
thickened P lor ould be felt I have had twent which

vere treated med | nd only two of those died | have
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followed these cases out, some of them for three or fom
vears, and they have remained perfectly healthy children,
The question is, Are they left with any dilatation of the
stomach ? T would say that, in the majority of cases, so
far as 1 have seen, l]|<‘_\ are left with no dilatation of the
stomach : the condition seems to be one of genuine cure
But every now and then you will meet people in adult life
who have stomach symptoms, signs of dilated stomach
particularly, who date their symptoms right back to child
hood, and who are, 1 believe, cases of imperfectly recovered
congenital pyloric hypertrophy. I saw last week a young
|H|_\ whose gastric symptoms went richt back to childhood
Her mother told me that when she was two months old she
was reduced to a skeleton, and was 1“ll|~1;[II|[‘\ sick ; Illl*_\
could not get a food to suit her. She ultimately recovered
but she has suffered more or less from dyspepsia ever since
and at the age of five it was noticed that her stomach was
dilated I believe that this was a case where one had to
do with congenital hypertrophy of the pylorus. whi h had
not completely disappeared. But that is an exceptional
OCCUrTeNnce the great majority of those I have seen do get
perfectly well, I do not profess to explain how it is that such

treatment cures those cases : L only sav the fact that they are

cured 18, to my mind, an arcument that it is a condition of
pasm and not of true hypertrophy. and that if you can get
rid of the spasm the muscle will go back to its normal siz

I'here are certain things you must be prepared for in the
course of vour treatment | told vou that almost as soon
as vou begin lavage the vomiting will cease, but you must

not « Xped t that as soon as the vomiting ceases the child will

tart to gain weight Quite the contrary is the case. You
hould warn the [ul«m\[h.‘i these children will often. after
they cease vomiting, o on lo Ing we |;‘||3 and even to a
large amount, for a considerable time. What happens, in

my experience, 18 sOmM¢ 1||II|'_: li ke this The \HIIHHI'*_: \ll\!l\
vnd vet lill Wi l;‘|H continue to 0 (1 Wi .rl‘<| I’M\*.lr .'HNi
down ; everybody gets alarmed, and begins to talk wildly
about the necessity for operation. You must keep calm
and sav it |‘\lll|ll‘_’|l( that it i~llw||.1Ii|"\|uwlll~«‘nl l||H\:\

The child goes on losing weight until it is four and a half o1
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five months old, and then, as Browning says, * Sudden the
worst turns the best to the brave. the black minute’s at end

it 1s round the corner almost at once, and the weight begin
to go up \ very experienced hospital sister, who has seen
a lot of these cases once told me that she |»|||tll~'l those
children who went |‘||'|f||_\ downhill. On one occasion she

.l“\‘ltJ‘"l‘ Hn' ~’||r|~| ‘nvrw; sent out 1n order I||‘-I 11 ||:!;|xl

come back much worse because,” she ud. “when they
get to a certain |v|!‘ h ol '»w|||| ss, then l|:~>\. ‘gwlu-l,»”_\ oed
round l|n-u-|x_n[ It glmw\! seems thl \\]wn [l;._‘_ et to

a suflicient degree of weakness the spasm passes off, and
it is because ]ll‘w|»|1 are not aware of this natural course
of the disease, even without treatment. that operation is
advocated.  You may ask, What is vour view as to opera
tion ¢ My view is that operation is only rarely to be
recommended | am ~1!-r'|:|\ convinced that if one were

all of these Cases i SOOI as Vlll‘,‘lzw ed the

Lo H'Nt.lh' O
mortality would be much higher than if one were to treat
all of them me ={r-"|||_‘. | admit, however, that there are a
few cases which mav be vwved ".‘ oper vtion whi h would
uccumb if treated on the lines I have recommended to vou
The difficulty, however In practice 18 to recognize s h case

early enough For of no case of pyloric stenosis can it be

truly said that it is so bad that recovéry without operation

LI POS ble. for | ‘w\\r HI["A WOrst cast red \‘.v” \\'Ul'
left alone If. on the other hand, one waits too long, it i
obvious that one doc not give the surgeon a fair chance
The only practi al guidance [ can give vou in this dilemma
is to consider seriously the advisability of operation in
Case n which (1) the mptoms have set in very 1
ter birth, and (2) in cases in which, in spite of careful
medical treatment carried out for two or three we t he

child still continues to vomit and to lose in weight and
trength I'he decision 1s alwavs very dificult one, and
involves grave responsibility, but it is your duty to make it
ol ou cannot fairly leave it Yw-’.u"u"h'

I'he exact nature of the operation to be performed and
the relative merits of stretching of the pylorus, pyloropla
vnd gastro-enterostomy are surgi  question vith which |

do not I..l‘-‘n||u tent to deal
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epidemic dysentery The growth of these micro-organsm
is favoured by certain quite definite conditions If you
trace the adm ions of acute diarrheea in such a he |w!‘|

this in the summer. vou will find that gradually t he
weather gets hotter the number of such cases mcrease but
you will also observe the curious fact that for some tin

after the thermometer has fallen the admissions still con
tinue numerou in other words, the curve of epidemi

diarrhea follows approximately the ordinary curve of the
thermometer, but not quite accurately And if vou investi
agate the matter still further, vou will find that what it doe
follow pretty accurately is not the temperature of the an
but the temperature of the soil It is when the thermometer
immersed 4 feet in the soil. begins to record temperature

of about 56 | that .lm!ll- ( diarrhoea becomes mo
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in the prevention of diarrhcea. But in spite of all you do,
there is no doubt yvou will have a great many such cases in
vour practice, and therefore we may now pa s on to a closer
study of this disease and of the treatment appropriate to it

In classifying the varieties of diarrhcea met with in
infants [ shall proceed upon clinical rather than upon
trictly pathological lines, and 1 shall divide the cases
first, into those which are acute ; and, secondly, into those
which are chroni I shall distinguish among the acute
diarrhoeas three varieti those which are simple, those
which are febrile, and those which are choleraic—and 1
hall make no subdivision of the chronie diarrheeas at all
When we come y treatment we shall take both acute and
chronie cases together

If the diarrhoea be acute it may be simple that {0 8ay

it mav be diarrhoea and nothinge else or it mav be accom

P ed by pyres when we speak of it as febrile ; or it may
h )y severe i it mptoms, and accompanied by such

profuse water vl tions. that it is deseribed choler;
I' t danger form, what is called epidemic diarrhoea

1 | ) |\ f the hospital receiving-room

I | | Sometim 1n vel ere ( (
m | len Of his ¢l ification i it b n
meal hard nd  fast Diarrha nnot be definitel
marked off into different classe he varieties pa nto
ne another \ case which begins a \ =m|v\. diarrhoea
m become febrile, and from that mav become choleraic
st 1t ma 3] holeraie from the first. or n v begin with
I ! (h he i hand | ma remaialn n ’l{l
throughout You cannot alwavs refer a case exactly to one

r other t these | (

Wi the symptoms of infantile rrha In the
rst place, it may begin either gradually or with great sud
lennt It m come like bolt from the blue vecting
a child which wa ppe wred to be, in perfect health
I'he motior n ed t be more frequent nd often
ther mo rle mitin \t first the stools are natural
in colom that 18 to v, more or le vellow but before
the diarrhea has lasted long thev become greenish. and
nally thev n come to contain mucus, or even blood
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If the diarrhoea still persists the motions become extremely
offensive and of a watery consistence [ wish. at thi
point, to say a word or two about the character of the
motions in different cases of diarrheea. because I know it is

a matter which will be apt to give you some trouble when

vou get o into l»l.lxl\w What 15 the ienificance of the
different kinds of stools which vou meet with in the diar
rhoeas of infancy First about the green stools, which are

O commorn,. a 1l ‘.\,II‘ h I'¢ ~tIH|>|l nm 4'»‘!0',11 et AIM'|1|H*|

lmrlv\ or spina h What is the cause of their greenne

It has been supposed by some that the colour 1s due to the
Pl

L‘!-x\,\l‘ll-'vr |"l‘\.l|ll||'|"“l ranl lli\\|1h |I'iIlHlH'(".l'H'l ||’|A|'
pigment | do not wish to denv that that mav sometimes
be the case: but in the majority of instances | think it is
merely due to the bile pigment being hurried on through

the intestines without having undergone the usual changes

What is the meaning of the motions being stinking and
putrid 'hat means that peristalsis in the upper part of
the tract 1s too 1 ’m| I'he con equence of this 1s that the
food is hurried on before 1t can be pr perly digested and
thsorbed You get, therefore Lom of imperfect]
higested nd tlw‘wlv":i'H' bsorbed food lodeed 1n the
olon, and putrefactive organism row in it : hence the
putrid stool There other variet f stool. which may
be described as lumpy o cheesy, where vou see white
particles, s ze, more or l val or rounded in
’\‘it- cattered Ul throueh the fecal matter What i1s the
1 nce of that I'hese round or oval ;»‘r?-\‘ are the
remailt f undigested mill they consist partly of casel
nd p "“ | o P 1 wnee formed from the fat of I‘L,H\
ind lime It and theyv indicate that the child i ett
more mill than he can digest I'hen there 1 v kind of stool
children which extrems rritat v whieh ld
t he ki If a child has that form of diarrhea he ot n
ervthen 15 eruption er the buttocel ind 1 have geen
hose stool irritating that a drop of them falling on the
dorsum of the foot produced a blistar in few minute
I'o what do these stools owe their irritating propertie I
due, I think, to the development of fatty acid butyri

and means that there is too much fat in
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the diet Fixcess of sugar, on the other hand, produces
frothyv acid motions of natural colour. Then there is a stool
which vou mav describe as ‘slimy ' ; that means a stool
which contains mucus in excessive quantity Remember

however, that barleyv-water may produce a slimy-looking
tool. which looks verv like one which contains mucus I
VOU Tecognize exce of mucus, vou are justified in believing
that the large intestine is particularly involved ; and if

blood is passed in the motion, as it sometimes is, that sus

picion amounts to a certainty Such i1s the significance of
the chief varieties of stools which vou will meet with in the
dhiarrhoeas of infant

We will now pass on to look at some of the other symp

toms. The general symptoms may be trivial, as they
usually are in simple diarrheea ; or they may be extremely
severe, as they alwavs are in the choleraic form. Where
the constitutional mptoms of diarrheea are severe, you

wee justified in coneluding that vou are dealing with bacterial

po1soning I'here can be no doubt that the extreme .unjl'
nd depre on from which those children suffer is not the
equence merely of the d nii Wi of fluid from the
hodl vt 1ich that i‘!i;v n then production, but thie LI
rect result of poisonii bv the ab rption of toxins fron
the alimentary canal lose symptoms may be described
the vmpton of collapse I'he fontanelle become
depressed, the eve immken and starin nd by-and-by the
we kept partially open wl le the child i1s a \..!. wmnd vou
M percerve mucu i the Orne The kin become
vrinkled, the child seeming, as it were, to shrink away from
| kin, which becomes redundant wnd when you pinch
1p, instead of falling back again as it would normally, it
pt to remain in fold When vou t this condition
vhich 15 deseribed a want of elasticit n the kin ou
n be cert vn vou are al \ dealin with a evere cast
{ one of the points alwa to be looked for in vour cases
f infantile diarrhoea \]"w yhservel believe tl { \'.l,trl
wn condition of the kin pre ent vou are dealin with
e in which there n involvement of the kidnes and
n which partial ippression of urine is taking place \nd

unquestionabl if vou examine the urine in those infant
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vou will usually find that it containg some albumin 'he

icity in the skin

importance of recognizing this want of elast

based upon the fact that when you find it you should
institute special means of treatment, which I shall describe
to you later If the diarrhea goes on, the .~.\Illpll‘lll- ol
collapse become more pronounced The temperature,
which was at first perhaps high, falls, at least on the surface
of the body, though it may remain high in the rectum ; the
child becomes blue and livid, and finally dies, death being

often preceded by convulsion That is the usual pictu
Of :in[ﬂmrl we of diarrheea of sever tvpe 1n a ‘\Hl]]\‘,‘\ll;!il
I need hardly say. however, that the picture varies a great
deal In the :u;ﬂ form there will be little evidence of
"‘“f” vt all n the hol ic form the o] of coll P will
lominate the whole 1 whereas in the febrile cases the
depn ion mayv not at first be verv great. but becomes more
marked the ¢l

We may now pass to the treatment of acute diarrhcea.
Here entlemen. 1 would wish to give vou thi plece 8}
vl vice Put not vour faith in drug Your watchword
in the treatment of acute diarrhcea in an infant must b
two mne 1 farvation, the other is elimination. I you bear
in mind these two great indications, vou will never go far

ron 1 the treatment of yvour case

\ word vbout cach ol l!l i€ imdications You must
starve the child because you do not wish to furnish any
further pabulum for the growth of micro-organisms ; and
milk in particular you must withhold. for there is reason to
believe that milk in such cases is actually poisonous. In a
case of acute diarrheea, whatever you do you must stop milk
With regard to elimination, your idea should be, in the
first place. to remove as far as you can those organisms
which are still growing in the JlHItv‘IlLH'_\ canal, and, in the

second place, to get rid of their poisons

How are you to carry out those indications in practice ?
Starvation is easily carried out by withholding food ; but,
as | have told vou before, infants only bear starvation well
if you keep them warm and at the same time supply them
with l"' nty ol li'|!lw] Withhold all food for twenty four

hours if there is severe vomiting, and give sips of boiled
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water, or a weak decoction of barle 3\ water or rice-water
Or, if vou want to make a pretence of giving some nourish
ment, give a weak veal broth or raw egg-white mixed with
water, one or two ll.‘l\'l""ll\lll\ at a time Even in that
case. however. I think the benefit is derived from the water
[ think it is a matter of indifference whether you put any

thing in it or not. Still, as I say, you may wish to defer

to the wishes of the parent in the matter of appearing to give
If the case is not doing well you can

As the

symptoms abate you may begin to give a little nourishment
but the thing which you should give

ymething nourishing.
continue starvation for two or even three days

in the shape of whey,
oiving, is the casein of milk

last, and be most careful about
because that is what does harm more than anything else
You may add raw egg-white to the whey, and continue this
mixture until the motions are satisfactory

With recard to elimination, if there is vomiting, b
washing out the stomach in the manner I described in my
last lecture If the diarrheea be severe, and espec ially if

on to suppose that th i;ll;:‘v Itestine 1s « lm'l‘|“.

rin by

there is rea
involved, wash out the colon also—that is to say, begin
vour treatment by washing out ‘at both ends.” I have
y described to you the technique of washing out the
tomach, and I would like now to say a word about washing
out the bowel. 1 do not think it matters much what solution
you use for washing out. Warm saline is as good as any

thing else. It should be given through a douche-can o1
funnel. Care must be taken not to hold the can too high

it should never be raised more than 2 feet. Remember it
is not difficult to rupture the colon of a child in attempts to
wash out the bowel, I think it is best to have the child
lying on his back, with the hips slightly raised, so that the
fluid can gravitate down into the colon, using a small-bore
SOft es ~|i]x |;n.|| Hlln- jllxl as for \\.Mun; out Illt‘ SLOMa ]l.
The tube should be introduced carefully, and you will find
its introduction much more easy and satisfactory if you
!\M‘l) the fluid Howing all the time The reason for this is,
as yvou will readily see, that the colon being only a potential
cavity and its walls more or less in :lm»:wiliull. the lil.llil]

as it runs in clears a way for the tube, and so vou are less
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|Il\v'l'\ to get the end of it entangled in folds of mucous
membrane, or to push it through the wall of the bowel
Pass the tube up as high as you can you cannot pass it
too high Irrigate the intestine thoroughly. until the
washings come away clear. By so doing you will wash away
some at least of the organisms which are growing there. You
also wash away a certain amount of the toxi products
which these bacteria have been producing.

In order to favour elimination you should have recourse
in all severe diarrheeas to subcutaneous injections of fluid.
In cases accompanied by collapse, especially in those inwhich
the skin is inelastic, elimination is apt to be interfered with
\lln'»l_\ from the fall of blood pressure and in such ||.‘llit‘|:l-
vou have to make up the volume of fluid in the circulation
as quickly as possible. The best way of doing this is to give
a subcutaneous illj»‘«llt-lx of about 4 ounces of sterilized
normal salt solution under the skin of the flank.* This
can be ly||l‘t‘|-‘<| I)_\ means of a clean brass syringe connected
with a large hypodermic needle by a piece of rubber tubing
[t is very quickly absorbed, raises the blood pressure, and
helps to wash out poisons through the kidnevs. The in
ji ction may be !‘(']n‘:llc-vl every six hours if necessary. \H\\,
vou cannot, of course, wash out the small intestine, where
the micro-organisms are chiefly growing In order to pro
mote 1'|iH|H!"11HI| there you require 1o |\.r\( recourse to
drugs. In other words, paradoxical though it may seem
you must treat diarrhcea, in its early stages at least, by
|1|H:,',Ii\r\ just as you treat <|_\»rn1r-l‘\ In grown-up persons
by aperient drugs such as sulphates. You may start with
a full dose of castor-oil, which may be poured down the
tube after the stomach has been washed out If there is
vomiting and difficulty in getting the oil retained. give half
a grain or so of calomel

There are still some speecial indications to be met. [f
the skin is in the inelastic state I have desceribed, you will
find it advantageous to give the child a wet pack, and you
will find benefit also from the administration of diuretics.
especially sweet spirits of nitre If the signs of collapse

* *Nea-Water Plasma,” which has recently been advocated, is
not in any respeect better than normal saline.
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are great, you may require to have recourse to the mustard
bath, the temperature of which is gradually raised to
110° F., this being perhaps the most powerful stimualant
we possess. | like also to administer camphor in such
cases, either in the form of a solution in olive oil (1 in 15
or 1 in 30), of which 5 minims is injected subcutaneously,
or in the form of spirit of camphor, 5 to 10 drops by the
mouth. Liquorstrychning in 4-minim doses subcutaneously
is also a valuable stimulant. It may be repeated ever)
four hours. Brandy may also be given in 10-minim doses
added to the albumin water, and repeated as often as is
thought nec “sary

During all this time the child must be kept under the
best hygienic conditions possible. He should be placed in a
well-ventilated room, and should be kept very clean, the
1 ;}l|x'il|~ b 1Y ( |mv.‘jm] as soon as l||<‘_\ are \ui]o 1] ;ll)t] nevel
llowed to stay in the room after being taken off the child
In every case the patient should be gently bathed with
tepid water twice a day, and the mouth frequently swabbed
out with cold water In bad cases and in very hot weather
the child should. if |l'v\\i|l|t' be removed from the town to
the country

[ said you were not to put your faith in drugs in the
treatment of infantile diarrhcea. But, of course. drugs can
give you some help, and I now want to say a few words
as to the use and scope of drugs in the treatment of such
Cases

\lthough, as we have seen. intestinal putrefaction is an
important factor in the production of diarrheea, I do not
think you will get much benefit from the so-called intestinal
antiseptics. I am no believer myself in salol and all the
substances of that class which are \|||»|Nl\|'<| to [rl‘v\t'lll
intestinal putrefaction. I believe the best intestinal dis
infectant is a dose of calomel, though whether it acts by
virtue of its being calomel or because it is an aperient I
do not know

You may derive certain indications for the use of par
ticular drugs from the character of the stools. If the
motions are very sour, it is well to administer alkaline
remedies, carbonate of bismuth or aromatic chalk being
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amongst the best. If, on the other hand, the stools are
very slimy and alkaline, many believe in the administra
tion of hydrochloric acid. In the severe cases, so long as
the stools are green, I recommend you to oive small doses

14" castor 1I|| n some such form as this

Ol rie. . i nv.
Mucilag. tragacanth. b ; e q.8.
A q. menth. pip. vl 3i

(ive this at intervals of two or three hours for one or two
days. Instead of castor oil you may give calomel and
Dover’s powder, | grain of each. Later on, when the
stools have begun to improve, you should give bismuth

remembering the rule to give it in large doses. A ver)

favourite prescription, and one which is now in the hospital
pharmacopeeia, is carbonate of bismuth, 10 grains calomel,
L grain ; pulv. ipec. co., | grain. Such a powder suspended
in some of the albumin water, and given every four or six
hours, as the case may require according to its severity
will often be of great service o you after the acuter stage
of the illness has [mwwl oft If the stools continue to be
watery and offensive, you may require to have recourse
to astringents of some sort. Tannigen and tannalbin are
very useful in such cases. You will also find in nitrate

of silver a very efficient aid—} to } grain of nitrate of silver

is usually sufficient for a young infant. 1t may be given
with dilute nitric acid, 1 minim ; glycerine, 5 minims ; and
distilled water, to 2 drachms. Such a dose, given three o1
four times in the day when th: motions are very watery and
offensive in the later phases of the illness, is often very
useful,

\s opium plays such a large part in the treatment of
diarrheea, I want to lay down for you, as clearly as 1 can
some rules for its administration. You can do great harm
with opium ; you can Kkill children with it quite easily
The warnings of the text-books in this matter are fully
justified. 1 have known a baby rendered dangerously
comatose by 1 drop of laudanum. On the other hand,
there is no one drug which is capable of rendering you
such good service if properly used, and in many cases of

infantile diarrheea it is indispensable. Let me state, there-
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fore, the following rules Joi the administration l(/ u/»//H//
which I think you will find useful in practice. First, never
give it at the outset of the illness. Begin with aperients,
not with anything which will cause the contents of the

bowel to be retained,

s opium does. Secondly, never
give it if there are signs of collapse, because then its narco-
tizing effect becomes extremely dangerous. Thirdly, never
oive it if the tongue be furred. These rules, like all rules
in medicine, are subject to c« rtain 1'xa'('|)livi[|\: but when
you are beginning practice let me advise you, if you want
to avoid making serious mistakes, to keep them in mind.

You will now require some rules as to when you are to give

opium Always give it if the stools are very frequent
and accompanied by much straining—that is to say, cases
in which the lower part of the large bowel is partic ularly
involved are those in which opium is specially indicated.
Secondly, if the stools are offensive and the tongue ¢ lean.
vou have a combination of things which eries out for opium,

because, as we have seen, this is due to the hurrying on of
the contents of the small intestine by too rapid peristalsis.
In such a case opium calms down the peristalsis, and so
prevents putrefaction and diarrheea. 'Thirdly, you should
always give opium in those cases in which the diarrhcea is
of the lienteric type—that is to say, in which a motion tends
to occur immediately after food is introduced into the
stomach.  Diarrhcea of this type is due to an exaggerated
exclt ||v)|l!‘\ of the whole intestinal tract, and H||illl|l is the
HI||_'\ acent which can b xlr]trlult’tl upon to lessen this
excitability.

Two practical rules remain. One of these is, never wake
a child up to give a dose of opium, If you observe that
rule, you are not likely to produce poisoning. The child
will sleep off an overdose of opium if you will let him ; the
danger is that the mother or nurse may wake him up to
give another dose when he is already in a drowsy condi-
tion. The remaining rule is that, as far as possible, you
should avoid adding opium to other mixtures, but give it
by itself—that is to say, measure out a drop or half a drop
of the tincture (for the liquid preparations are the most
convenient), and give it separately. The reason for this is




16 LECTURES ON DISEASES OF CHILDREN

that one often wants to withhold opium while going on
with the other remedies

The treatment of chronic diarrheea I need hardly describe,
because it is conducted on the same general principles as
that of an acute case You do not l('«lllilr to starve such
patients, but vou select a diet in which there is no milk
curd, or in which the milk has been thoroughly peptonized,
prevent chill, and choose one of the drugs I have mentioned
according to the indications furnished Iv.\ the stools

There remains a special form of diarrhecea which 1 have
not yet mentioned—namely, ileo-colitis. 1 speak of it
separately because it is different from the other forms I
have described in so far as it tends to be accompanied by

uleceration, and to be confined to the large bowel and the

lower end of the ileum [t mayv start as ileo-colitis, or any
diarrhoea uch a | have been deseribine mav end by
passing into a condition of colitis and ulceration. One

reason why this disease is of importance is that it is apt
to be mistaken for another important disease—namely
intussusception You will be apt to diagnose colitis a
intussusception, and vice versa, and that is a mistake which
is fraught with serious consequences. For this reason |
bring forward the consideration of ileo-colitis \lllill'.’lh'l‘\
How >|1‘4|| Vvou I"H;Hi/r 1 ¢ Il\ chief features are that
it is accompanied by fever, by straining or tenesmus, and by
the passage of blood and mucus. How shall you tell it
from intussusception ? In intussusception there is less
tendency to fever, there is usually vomiting, and you can
generally feel the tumour either through the abdominal wall
or per rectum * The late Mr. Barnard [u»im'-ll out a diag
nostic sign of some value in distinguishing these two cond
tions [t depends on the fact that the contents of the
small intestine are unable to pass the seat of obstruction
in intussusception so that if you get any bile on the napkins,
or on the finger after it has been passed into the rectum,
you may conclude with fair certainty that you are dealing
* In making a rectal examination in a case of intussuseeption the
sphineter will often be found to be relaxed. The descending part
of the bowel has been said to feel like the os uteri, but sometimes

it is rather soft, and mayv eling to one side of the rectum, so that
the examining finger may pass by it if care be not taken.
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with a case of colitis, and not of intussusception If your
minds are open to the possibility of making this mistake
you are not likely to fall into it often, but I have more than
once known the abdomen opened in colitis under the im
pression that it was a case of intussusception, and I have
known one case of intussusception which was allowed to die
under the idea that it was one of colitis So there is a real
danger of the mistake being made

About the treatment of colitis there is little to say. |
have practically described it in speaking of the treatment
of diarrheea in general As the motions are frequent and
accompanied by tenesmus opium should be given almost
invariably, combined with castor oil at first, and later with
large doses of bismuth In this form of diarrhecea vou will
find washing out of the bowel particularly useful, seeing
that the colon is the main seat of the affection. Wash out
with warm saline Some recommend a solution of nitrate
of silver. but I think it is of doubtful advantage, and 1
apt to produce pain. In chronic cases however, a solution

of argy rol or |IIHI,|I',‘HI (4 petr cent.) 1= often very effective




LECTURE VI
CELIAC DISEASE

(tENTLEMEN The question was put to me the other day

by one of mv colleacues What on earth s comlia
disease ? And that is a question which 1 dare 'y ma
have arisen in the minds of some « 1 when vou saw the
ul 1€ f thi 1 1 ('« \
matte f fact, by no means an ! w
| ( |‘ [‘ Vel \ s | ) L | ha v
found 1ts wa curiously enouch. into the text-1 vk Yo
may e ribe it briefly as a wasti lisease beginning in
childhood. which i haracterized bv a 1 wticular form of
diarrheea. which runs an extremel protracted chroni
mrse with a great tendency to relapse wnd which. when it
last lon cnouehn 1’\! to lead to form of infantihi m

[ shall make it clear as 1 go along what some of the point
in this definition mean

The disease was first described by Dr. Gee in 1888 H
gave a very clear and graphic des ription of it in St. Ba
tholomew’s ”H-»}tl?;nl |:<'|)<r1! Tor that veal \ few vear
afterwards it was again described under the term ¢ acholia ’
by the “l(-' Dr 1‘||<‘an|i1 He used the \\Ivini ‘I"H‘I"r‘
because he thought that in those cases there was a deficient
secretion of l»lll' ‘\Ii” later 1t wa re 'iiww\c-lvn! 0O to
||.;11\ by the late Professor Herter, of America. who de
S |i!u(| Hu ¢ Case as v\mlc\!lh O iM- ??Iull ileMJl‘ m
||4‘ believed l]u v were due to a spe 1f1¢ M’u' of mi ro
organism. These are historical points that do not interest
you much, but I bring them forward to show that the
disease has been described several times ".\ different [H'Hlbl(‘

under different names, although it has never found general

S



C(ELIAC DISEASE 79

recognition And yet it is a disease you will find not so
very uncommon in practice. Indeed, it makes up one of
those conditions which are slumped together by mothers,
in the out ll.llin <lt‘[);1|‘ll|11'|:“ under the title of ‘con
sumptive bowels,” a so-called disease of which you must all
have heard mothers \«|n‘.nl\.

Passing to elinical characters, I have already told you
that it is a disease of childhood. Tt begins not in infancy
but very constantly and definitely about the second or
third year of life. The vast majority of the cases, 1 think,
begin in the second vear. The first thing noticed wrong
with the child, usually. is that it is wasting and is dull,
languid and fretful-—nothing very definite, but just the
general siens of ill-health. If you make inquiry into the
character of the stools, you will probably be told that they

\re 1 ‘e‘ul more flrxlue nt llzmll !IH‘\. r».l‘_'l'l to b ]I|,4{ s to

not a violent diarrhoea, but e rhaps there are two o
three or four motions a day !“HHI”{ the stools are ‘_Yvw’lv.
1Neres: n|| m |)HH and they e u IIEH‘ of the consiste nce
of porridge and not unlike it in colowm They are pale
extremely offensive, and sometimes contain a little mucu
or blood

When vou come to examine the child VOu W ill find that
the onhy ymptom, 1n addition to the general wasting, 1s
ome distension of the abdomen lell("IlHIHIIH‘ll!\[bl‘ minent
wnd ty ln]mmﬁ«_ but vou will not find any IH):||»~~_ nor any
4'![1!“;1” ‘.‘I:ilué\ noil ”\Hwi 'H.l‘%‘ (“ll'l]H'H t\]rH'f.‘nH‘\ :l|14l‘
the disease has lasted some time, come to exhibit Wliiv a
characteristic mental condition. They are usually rather
spoilt children, and as the disease goes on they get to be
remarkably precocious for their age. They acquire what is
very unchildlike—an abnormal interest in their own disease
and its .j\m];lwn\\ and mayv become 1%1'1-'14“!1:1”_\ t'nilr
‘\\]l"-‘ll“!l"liil(‘.ll | H'lllt'lll’“‘l' a Wi ” Il\.‘HI\Hl l‘\.'Ilblbl" ot
the condition in the children’s ward here, about a year or
0 ago. in the person of a little boy three years of age. The
sister in the ward said he was only a child of three, but he
talked like a man of thirty—he was so precocious in his
ideas and showed such abnormal interest in his own symp
toms. This mental attitude has been noticed by several
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observers who have written about the disease. The parents
also, I might sav. tend to be of a certain mental I.\In- which
may be described ‘fussy.” It might be supposed that
this disease is one which affects neglected children chiefly
or children of the '|<»~ln!l.’|| class of patients Quite the re
verse | 'l)"l'(l"' \"’“ L &l & \"“l("" l!l" IV“" “Iill"\‘ (l "\{l“ll,["\
of it in children who have had a large amount of attention
sometimes, one might almost say, an excessive amount of
attention paid to them from their infancy upwards, and
who have been brought up amid the best surroundings

As the condition progresses certain complications ma)
appear the cause of which we will consider later on

Amongst these is weakness of the leg This may set in
fairly early I have known a case in which difficulty of
walking was one of the first things the mother noticed
Wrong In all cases, if they have gone on for some time
the child tends to oet weakness of the I US ac( l~|!||r.!l>|m| by
absence of knee-jerks—a condition which looks like one of
l“""l’i“'l"i neuritis ‘|'|-l_\ mav get also cedema « Spe "'”,\
ffecting the arms, hands, legs and feet, without anv renal
disease one ol those “toxie or ‘essential’ edemas
as they are sometimes (‘|||r'|€, which vou are .:}M to meet
with in voung children who have suffered from chronic
intestinal disorder for some time. That you will see in a
fair number of cases

\ much more severe complication is tetany There may
be tetanie spasm of the hands and feet, and vou get also
in a few cases actual general convulsions, epileptiform
convulsions

Thege, then, are the clinical characteristics : w isting
diarrheea characterized by stools that are not numerous
but large |i.||<' and offensive : distension of the abdomen :
a curious mental attitude ; and certain complications such
as weakness of the |1-:\ with absence of knee it'llv-. toxic or
essential cedema, tetany and sometimes convulsions.,

The disease is a very chronic one, it runs a long course
which can be measured by years. It has also this aggra
vating peculiarity, that it exhibits a great tendency to
relapse. Just when everything seems to be going well and
improvement setting in, suddenly there is a set-back and
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all the symptoms become aggravated much more, This is
quite a well-marked feature of it. Yo 1 must not suppose
however. that it is necessarily a fatal disease—very far
from it., It may be completely recovered from even if it
has lasted two or three years. and the child become per-
fectly sound and well to all appearance, but, of course, you
may have death in the course of the disease, usually from
some intercurrent trouble such as broncho-pneumonia

There is a aroup of these lb.llil nts which is very inter
esting—those. namely, where the disease has lasted a long
time, and has interfered so much with growth and develop-
ment that infantilism results. This tendency for the
disease to interfere with growth and development was well

recognized even by those who first described it, but it is

only lately that the late Professor Herter wrote a little
book on Intestinal Infantilism * in which great stress i
laid on the arrested physical development [ think, myself
there is no great mystery about the infantilism It 1s
probably simply the result of chronic starvation Any

disease which interferes with nutrition will finally lead to a
condition of retarded growth, and anv condition of retarded
growth and development one may speak of as infantilism
The child. as recards its |»hx sical condition appears two o1
three years younger than it really is

\s regards diagnosis, the onlyv thing that ceeliac diseas:

mulates is abdominal tuberculosis. The distinction be
tween the two is made all the more difficult by the fact
that cases which be oin as ceeliac disease or intestinal cararrh
wre apt to becomy uw»nli.ml.\ infected by tubercle and pass
on to abdominal tuberculosis, and it may be difficult to say
when this has taken place. But you are never justified
in diagnosing tubercle unless you can feel enlarged glands
in the abdomen, or a thickened omentum, or make out the
presence of free fluid. The tuberculin reaction will help
you in some instances \ negative reaction. I think, will
justify yvou in the case of a voung child in excluding tubercle

The pathology of ceeliac disease is still disputed. One
thing everybody is agreed upon is that if you make a post
mortem examination in one of these cases you will not
find anything beyond the fact that the intestinal wall is

]
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rather thin and A‘[H]lilil‘ll |le\m‘_' but there 1 nothing to
be made out on careful inspection of all the organs. |
have had a post-mortem examination on two cases, and In
neither of them could 1 find .Illl\ll\ili'__‘ visibly wrong at
all In the absence of a definite lmluwf«.\c' Ibi'llllll“‘.'.\
various theories have been |Hll forward as to the cause of
the symptoms. It has been suggested, for instance that
they are due to functional deficienc vV on the part of the
liver that the liver does not secrete enough bile, or that
it does not perform its duty adequately 'his was the
I|u'w'\ of Cheadle A second IIIH'I_\ is that the pancreas
is not suffic i<'||l|'\ active A third l||wll.\ is that the condi
tion is simply due to catarrh of the intestine. possibly set
up !r_\ a »Iu‘(‘!’ir type of micro-organism That is the
lfulwl‘\. which Professor Herter ul{“iﬂ"l

In deciding between these theorie careful examination
of the stools might b t\lnvlwi to be of |«|yv 5 you

examine chemically one of the large pale offensive motion

in a case of coeliac disea vou will find alw 5 v great
increase in the amount or fat About that there is no doubt
The pale colour of the stools is mainly due to insufficiently
absorbed fat I have never seen a case where the bile
pigment was entirely absent from the stools with the

perchloride test you can get a bile pigment reaction, There is
also no other evidence of inactivity of the liver in these case
lhere is no defective secretion of urea, for instance 0
that one can only say there is insufficient evidence in support
of the view that the liver is inactivi [t may not be
active as it ought to be, but there is certainly no complets
arrest of the bile-secreting function In favour of the
pancreatic theory is the imperfect absorption of fat But
u will find that most of the fat that occurs in the stool
in these cases is fat ‘I"":‘l|‘\ \|1||Y up into fatty acids and
soap In cases where the pancreas is inactive, the form in
which the fat is met with in the stools is ordinarily fat
unsplit up.  But still, in some cases of the disease there is
a great deal of unsplit-up fat present, looking as if ther
wer |nl"::<|»\ a deficien 3\ ol |<.|H"'.|1h' secretion In
favour of that view, also, is the fact that these patients

cannot stand starch [f you give them much starchy food,
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you will find unaltered starch in the stools, so that there
is a certain amount of evidence in favour of the pancreatic
view. To that one might add that, undoubtedly, some
patients are much benefited by giving them active pan
creatic ferments by the mouth,

There is, finally, the view that the whole clinical picture
s .\Illl[)ll\ the result of intestinal catarrh. 1In favour of that
is the fact that many of these cases begin with acute intestinal
catarrh. A child, for instance, gets an ordinary acute
attack of diarrheea from which it does not make a complete
recovery, but goes on by degrees to exhibit the full-blown
picture of ceeliac disease. Then, of course, the intestinal
catarrh would explain the character of the stools ; because,
if the contents of the intestine are hurried on too fast, there
is no time for the ;!lr\ul‘p]l«m of fat, so that a large excess
of fat in the stools is quite compatible with the view that
one is dealing with an intestinal catarrh, and the very
offensive character of the motions also may result {rom that
the contents of the small intestine being hurried on l“||>‘il!|'\
into the large intestine, where they putrefy. So that on
the basis of intestinal catarrh you can explain all the
characters of the stools fairly well. Professor Herter went
further, and :ulwl)lul the view that the catarrh was set up
by a specific type of micro-organisms. He pointed out that

in the stools in these cases vou get a great excess of gram
positive organisms. In the normal stools you get an excess
of gram-negative ones. Dr. Panton examined for me the
stools from two cases of ceeliac disease, and there was no
doubt about the positive organisms being relatively in
excess, but he was unable to find specific types of abnormal
organisms such as Herter believed :l'lll;lll.\ caused the
disease | think it is an open que stion whether the organ
isms present in these cases are not the result of the state
of the intestine rather than its cause. Abnormal flora you
undoubtedly get, but 1 think they are quite as likely to be
consequences of the catarrh as the cause of it Whether
the condition is due to specific organisms or not, I think
that all the evidence is in favour of the view that these
cases are to be reckoned essentially as cases of chronic

intestinal catarrh, where absorption of the food constituents
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is greatly interfered with, and possibly there is in some of
them some degree of defective action on the part of the pan
creas as well

We now come to the important question of treatment.
The first and most important thing in the treatment is to
find a suitable diet Seeing that fat is so badly absorbed
in these cases, one must greatly lessen the amount of tat
in the food I told you also that most of these children do
not stand starch well. 1If you give them starchy food, you
will find unaltered starch in the motions, and with that you
et fermentation and great abdominal distension, so that
yvou have also to limit the amount of starch or give a sub
stitute for the starch in the form of dextrinized foods
Proteins the patient can stand quite well, and gelatin is also

a particularly useful food constituent, so that it comes

to this : the constituents of the diet must be proteins
oelatin, and dextrins It is not quite easy to construct a
.l\v! on thes ‘Hl and vet neee ful treatment n!‘l,u)n’,\

entirely upon your doing so

I should recommend that vou alwavs make raw underdone
meat the basis of the liet Children two vears old. o1
even I will take six ounces of raw meat daily quite well
It is made |
fibre from the connective tissue, and ma\ be given with a

craping down the meat. so as to remove HU‘

little broth., The only objection te it is the possibility of
producing tape-worm 'hat happened in one patient that
[ had. but it is rare. and in any case it is easv enough to deal

with the tape-worm afterwards ; but there is no question

at all about the immense va'ue in these cases of raw meat
In addition to the raw meat itself. vou can also give with
advantage pure raw-meat juice. I do not mean the bottle

juice I mean the actual juice of the meat \r;Hu‘/“] out by
means ot i |'lt~~- \.,u can ‘Ml‘\. HOW a ~~!Im|| |bl1*«\ ‘1|l"
Hercules Meat Juice Press), and by turning a serew you can
squeeze from the meat all the juice part, which looks just like
blood, and which forms a liquid of high nutritive value
Several ounces of this can be given in the course of a day
The raw meat and meat ill!lo should be, so to \}|(,||\ the
piece de résistance of the diet Dextrins you can get in the
form of Mellin’s food biscuits, grape-nuts, breakfast biscuits
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and malted rusks, which contain little or no starch, and
can be given freely. Herter is a great believer in gelatin ;
he thinks it does not form a basis for the nourishment of
the particular organism which he believes is at work in these
cases. Certainly children stand it well, and it is nourishing.
You can give it in the form of calves’-foot jelly or any form
of food into which gelatin can be introduced. Milk, these
patients do not stand well, partly because it contains fat
and partly because the curd of the milk is not easily digested ;
but you can give skimmed or peptonized milk, and, used
cautiously, vou will find it of value. Fortunately, there is
not usually much difficulty in getting the child to take this
diet. The improvement in the stools under it is immediate

Next in importance is the hygienic treatment. and one
of the chief things to attend to here is the avoidance of c¢hill
These children have a great tendency to get cold extremities
and even the least ¢ Xposure to ( old ma bring on a |<";||»~l'
and a return of the diarrhea. Hence yvou have to guard
them very particularly against chill. The legs have to be
kept very warm ; sometimes one may have to wrap them

in cotton-wool and bandage them ; these patients should

also wear a flannel binder in order to keep the abdomen

warm Be careful also that they do not get chills out of
doors or \\hrll they are |l|‘iH;‘ ’Ll(".i‘&‘ l“”"'l\l'l' '\“H \\|”
often find a great advantage from change of air. If a case

is not making progress, a change of air to the seaside may
help matters very greatly In a protracted sort of illness
like this, it may be necessary several times in the year to
send the child away for a change.

Last we come to the treatment by medicines. Medicfnes
help you a good deal in the treatment, but they are secondary
in importance to the diet and general management First
[ would put opium, Tt is particularly serviceable : it lessens
the motions by delaying the passage of food through the
small intestine, so allowing of better absorption, and, by
]'I"‘\(‘Illill'_‘ the food being hurried on into the large intestine
before it Il;t\ |n'!‘ll :lln~u|‘|n*c| it lessens |»l|1|( faction because
by the time the contents of the small intestine reach the
colon there is less unabsorbed material to putrefy. Hence
under the use of opium the stools become less frequent and
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less copious and less offensive ; the nutrition also tends to
improve as the child gets more value out of its diet You
may give 1 minim of tincture of opium three times a day,
for every year of the child’s age, with a carminative mixture
or with an astringent such as bismuth, or with a more
powerful astringent such as nitrate of silver, which T have
often used with great advantage. One-sixth of a grain of
nitrate of silver may be given along with a drop or two of
dilute nitric acid and a little glyeerin and distilled water,
Some people are afraid of using silver in case of producing
pigmentation, but T have never known that happen. By
omitting to give it for a week or two now and then you can
obviate any such danger

lvll«!'l the |l0"'|il\',' of lll"«!\l mes one may cons ll"l llu-

question of ferments. Where there is much unsplit-up fat

and unaltered starch in the tools it is well worth while to
try an active preparation of pancrea One of the best
of thes prepal vtions for children is that known as Pan

kreon.” given in the form of sugar-tablets. two after a meal
.\H"Y!\'%‘,'H\l'i’r|l'\l"r";"l};w|l\l American one « \'!mf '”H!*
din,” which may be given in capsules, one three times a day

two hours after a meal



LECTURE VIII

CHRONIC CONSTIPATION IN INFANCY AND
CHILDHOOD

GeENTLEMEN,—Of the minor maladies of early life there is
none commoner, or more far-reaching in its consequences
than that which I have chosen for my lecture to-day
namely, chronie constipation And the subject is of in
terest. not only on account of its immediate significance,
but because it is very probable that the habitual constipa
tion of adult life, which everyone knows is one of the most
prevalent of the minon maladies of the people at large, often
owes its origin to the neglect of habitual (‘Hll“iililﬂllll in
childhood. For it must be remembered that the bowel,
after all, is a creature of habit, and if it is to be trained up
in the way it should go its education must be begun early,
and carried out persistently. 1 feel |H'lt'w‘l|‘\ certain that
if habitual constipation in early life were taken more seri
ously, and were more perseveringly treated, we should hear
much less of chronie constipation in older persons than we do
[t will be convenient for our purposes this afternoon to
consider, first, chronic constipation in infancy, and, secondly,
chronic constipation in older children, because one meets
with the disorder both in the early yeais of life and also in

what one may speak of broadly as later childhood.

CHRONIC CONSTIPATION IN INFANCY.

[ think one may say at the outset that constipation in
infancy is much commoner in breast-fed than in bottle-fed
children. T know that in some text-books the very reverse
is stated, but I believe that to be a mistake, and I think

IS
87
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anyone who keeps his eves open here in the out-patient room
will have seen that when an infant is brounght for r(»ll~l|'v,\
tion it is almost invariably a breast-fed child

It is difficult to say why it is that breast-fed children
should be so apt to suffer from chronic constipation ; cer
tainly I have not satisfied myself as to the reason for it In
some cases it may lll‘llr.lly\ be due to som pec ///u///'/v// in the
mother’s milk For instance. one might mention as one
possible peculiarity a deficiency of fat in the milk, and that
certainly may be a cause in some instances. On the other
hand, 1 feel certain that in some of them it is due not so
much to deficiency of any ingredient as to the milk being

altogether too poor in quality. too watery, with the natural

result that it is absorbed almost completely, so that there is
practically no residue left to stimulate peristalsi And in
favour of that view is the fact that in manv cases the
M\'rleJw-\Ml\} ion 1s acco ed b persistent wastin
h 1 that the child 1 N insufhicene imount of
nutriment That may explain some of the case thouch

certainly not all of them

'I;IIH agaimn there \re case Ol con IierHrll ‘,|||w }' are
accompanied by colic, where the child is more or I rest
i' f araw w|n M J« 3 .\';\] i\w\*,- II‘ I]u 11 \\Iw ‘» O1¢
associates with spasm in the bowels And one fir not
uncommonly that if one can remove the colic the consti
pation wso b Lppeal In these cases 1 think we may
reasonabl peak of the condition as one of spasmodic cor
‘/'////‘/w ”nl' “qu eem to be a pa modic contraction
of the bowel which is the cause of the coli wnd which i1s at
the rme L wn obstacle to the onward passage of the
intestinal content

There is another group in which there is reason to sup
lr«wril.,” the intestinal secretions are //,f.z/,/'. For instance

vou will meet with cases in which the mother savs that the

stools are exceedingly hard. friable. and even chalk-like in

appearance, and in those cases, I think. one is right in sup
posing that there is a defective secretion on the part of the
intestinal glands. and 'u|~—||'|\ 150 defective secretion on

the part of the pancreas and the liver, and that it is to this
that the con tipation s due
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\gain, it is possible, although it is difficult to prove it
that in some of these cases one has to deal with congenital
atony. or want of power in the wall of the bowel. Com
bined with this congenital muscular feebleness there may
also be a deficiency of reflex nervous excitability, but there is
no reason that I can tell you why that kind of constipation
should be commoner in breast-fed than in bottle-fed babies.

There is another point about constipation in infancy to
which I should like to direct your special attention, and it
is that, for some reason or another, it is particularly com
mon and obstinate in children who suffer from any form
of mental deficiency. The forms of mental deficiency in
which it is particularly apt to occur are cretinism, and what
one can best term infantilism. Perhaps one should not
really speak of infantilism as a form of mental deficiency,
but it is at all events an arrested development in which to

me extent the brain participates, and in connection with
these conditions I have seen some of the most obstinate and
severe forms of habitual constipation in infancy which one
has ever met with. And the peculiar thing is that in such
cases the administration of thyroid to the child may act
almost as a laxative A few years ago | had to treat a
baby, the chief complaint being that it suffered from con
stipation, and always had suffered from it to an extreme
degree, so that a week or ten days might elapse without a
spontaneous motion. I tried all sorts of aperients, but
without success, the efforts extending over a long time.
The child was born in South Africa, and the mother had
consulted several people in this country about it, as well
as on the Continent. The story she gave was that various
laxatives had been recommended, but that nothing had
3\ ielded success One «I:I_\ it occurred to me that the child
looked slightly cretinoid ; that is to say, although it was
certainly not a well-marked cretin, still, there were features
which suggested cretinism. So I started to give thyroid
with the laxatives which had been prescribed, and practi-
cally from the moment that combination was given the
difficulty with the bowels disappeared. That is a good
example of the fact to which I wish to direct your attention

namely, that habitual constipation is sometimes associated
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with mental deficiency, and in such cases I believe it to
be due to impaired innervation. My opinion is that in
these children the complicated nervous mechanism con
trolling peristalsis is either imperfectly developed, or at all
events sluggish, just as one knows that other nervous
mechanisms are interfered with—for instance, that which
controls speech, or that which controls the complicated
muscular movements concerned in the act of walking
These children are late in learning to talk and to walk, and
[ believe that they are also late in developing a proper
,H‘I“V\I.‘Illh‘41!!!]!"‘

Of the consequences of habitual constipation in the in
fantile period of life I have mentioned one—namely, wast

ing—and that is perhaps one of the commonest conse

quences of it, or, at all events, it is one of the commonest
concomitants of the ‘\l]‘"\lw action ol lllq' |u>\\.¢-| | 11.‘!\"
sald that in some cases this wasting to be ¢ \[»l‘llnwl by
the poverty of the mother milk, which not only causes

constipation in the way I have indicated, but also causes
wastin But that certainly is not the cause of the wasting
in every case, because it not infrequently happens that
when one gives an aperient to such a child, and begins to
get a regular action of the bowels. it begins to gain weight
traicht awav. even though there is no alteration in the
feeding [t would seem. thereforé, that there must be
SOMe cause 1or wasting in these cases other than mere
deficiend in the constituents of the milk What that
other cause i1s it would be difficult to say I think that in
ome cases it is due to deficient secretion of the intestinal
juices of which I spoke. which leads to imperfect dige stion
of the food, or perhaps to imperfect absorption of it And
when, by suitable aperients, one stimulates the secretion of
the intestinal glands, digestion and absorption are both
improved, and in consequence the weight begins to go up
[ think that in addition there is some reason to suppose that
in some cases the wasting is due to the continual restlessness
which the constipation causes. The child is kept constantly
uncomfortable, and as the attacks of colic come on he
screams and kicks about very vigorously Also he \il‘r'r‘
badly, so that altogether he expends a great deal more
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muscular energy than does the normal child of that age
This all means a waste of tissue

Then, there are certain mechanical consequences of
habitual constipation which should be borne in mind. One
of them is the result of the continual straining which the
constipation induces. This strain falls most on the ab
dominal wall. And one of the most obvious of these results
is the development of hernia, and particularly umbilical
hernia. One often sees umbilical hernia in children who
are the subjects of habitual constipation. Another result of
this constant straining to pass a motion is the occurrence of
a ll.‘ll‘li;ll /l/r//r//:m 1{/' the rectum There is a third and rarex
consequence of habitual constipation which must be men
tioned, and that is dilatation t(/' the colon The exact mode
of production of this condition, which is also known as
“idiopathic dilatation of the colon,” or * Hirschsprung’
disease,’ is still in dispute. 1 have spoken of it as if 1t were
the result of |HH[HM;'H| con ‘)}i.!!lwh but it is HII“\ H','|\l 1o
point out that many believe that dilatation and hyper
trophy of the colon may occur as a congenital defect, and
b accompanied by obstinate constipation as one of its
symptoms. Whatever the correct explanation may be, you
will occasionally meet with cases—nearly always in boy
in which there is a history of inveterate ¢ thlllml n dating
from birth, and in which vou find the abdomen to be greatly
distended, tympanitic, and often exhibiting visible coloni
ln‘li\lzll\l\ | 'u.u[ a case of this SOt lately in a |»|!-. of ten
Hmllilla in \\;m || there !n.l1| hee n no action of ||‘-" lﬂ)\\l'[\
for ten (l‘i‘\ § 1n spite of the vigorous use of enemata 5
vou examine such a colon after death—and the cases are
not illflwl“lt I|l|‘\ fatal you will find that it 1s enormously
dilated throughout most of its length. and the wall greatly
thickened, just as the wall of the stomach is in cases of
pvloric obstruction. The curious thing, however, is that no
actual cause of an obstruction can be discovered, certainly
none of an anatomical sort Hence the explanation has
been advanced that the obstruction is really a physiological
one, and consists in a neuro-muscular defect, in consequence
of which a section of the colon is incapable of forwarding
1ts contents,
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The treatment of dilatation of the colon is reallv surgical
and I only mention it here because of its association with
(HII*H]I‘IIIHH

Finally. there are ‘// v consequences of this habitual con
stipation, the result of the stagnation of intestinal content
and the irritation ‘\v‘ those contents of the wall of the out
Amongst those « onsequences pe x'm}» the most marked are
disturbances of sleep and restlessness, often accompanied
by twitching movements., and sometimes culminating in
convulsions On the other hand. little babies seem to
suffer much less from the toxic consequences of constipa
tion than do older children. That is probably attributable
to the fact that the diet of infants consists almost entirely

of milk, and that milk produces a less degree of intestinal

'»IIHI'LH'I\MH than does anyv other article of food

[ shall now speak of the treatment of habitual constipa-

tion in infancy And first I would emphasize that the
treatment must be persistent You will find that the treat
ment adopted by the mother in such cases tends to be any
thing but persistent The child 1 n m t cases allowed

to go on without a motion for two or three davs. and not

until then is anvthing done, and then the mother get

alarmed. and flies to castor oil or some other drastic
aperient This acts at the time. and then the child is
‘(”w\\twl to go on again ftor dl\"'!;\’f two 01 lIIY"(‘ 1|‘l\ 01
|l~‘l)|‘|}»\ |-r!\‘wl wnd the treatment 1s lr|u.<‘\w| and so on

That. of course, is not the wayv to deal with a case of habitual
constipation in an infant I'he treatment of these case
should not be by means of drastic aperients, but by means
of those aperients which exert a more or less tonic action on
the bowels Your ulmw! should be in all these cases to
educate the bowel to act spontaneously ; you do not want to

have to go on giving aperients always. but to bring about a

condition of attairs which the bowels act ll"!ﬂ')l]l“ll
Such aperients as aloes and cascara sagrada are the best
‘xlﬂl iH many cases one l\‘l Lo t!” |u|v K il,?“(l one ol Hf;‘%‘l 0Ol
those in order to produce a suitable action. But before |
lmwunl to \]u.nl\ of the methods of })Mwlllrnuy aloes and
cascara, I want to mention one or two other plans which

are sometimes sufficient in the milder cases. In bottle-fed
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babies, for instance, vou will find that adding |)|n>~»i»ll;ll(' of
soda to the bottle is often enough to produce an action
You should add 5 to 10 grains to each feed. Or one may
sometimes give manna. which has a laxative effect. It
should be dissolved in hot water and added to the food. Or
sometimes a grain or so of sulphur given with the baby’s
milk produces the desired effect In breast-fed babies fluid
magnesia is often found to be a useful aperient

On the other hand. there are certain methods of treat
ment which yowg ought to avoid. One of these is an)
attempt to treat constipation in the child by administering
aperients to the mother. One can only call that a very
roundabout and unsatisfactory method of trying to reach
the child’s complaint Many people believe, however, that
that method of treatment is efficacious, and you will find
that sometimes sulphate of magnesia is administered to the
mother with that object If you will think it over you will
ee that the only chance of this acting is that some of the
wf]tlm:r of magnesia may be ¢ xcreted in the |||!H~., and 8o
reach the child’s intestine. If the mother suffers from
constipation there is no constipating principle excreted in
her milk that I know of, and the only conceivable way in
whicl

mother would be by reaching the child through the milk

laxatives could act upon the child if given to the

But that is so uncertain that it is not a method which could
commend itself to any rational therapeutist. Again. I do
not think the tendency to administer aperients l'v\ the lower
bhowel is much to be commended That is a method largely
in vogue in the nursery, in the form of soap suppositories
or small Hyim tions In some cases that treatment 1s '_'H'l'l
enough—that is to say, in those cases where the constipa
tion is due entirely to stagnation in the large bowel and the
defective action of the lower part of the large intestine.
But if. as 1 think there 1s reason to suppose, iaiy oi thost
cases are due to a cause operating much higher up in the
intestine, such a method of treatment is not to be com
mended. because 1t acts upon one section of the bowel 'llllA\
The habitual use of laxative enemata or suppositories
is also apt to result in a certain amount of irritation
of the rectum, setting up a chronic catarrh or proctitis
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For these reasons this method of treatment is not to be
commended

As an accessory to bringing about a proper and regular
action of the bowels, massage is always a plan to be adopted
[t undoubtedly helps where the constipation depends upon
a defective muscular tone in the large bowel, and it can
easily be carried out by the mother by rubbing the abdo
men along the line of the colon svstematically for five m

ten minutes two or three times a dav, at the same time

kneading the bowel. If necessary. a small amount of any
unguent or oil may be used to prevent breaking of the skin
but 1 think it is futile to expect that by rubbing anything
on the abdo 1 I find its wa I, and pre duce M\'I_'\
of the bowels in that One has known an aloetic pr
pal L1017 ed ith the dea of 1t bein vhbsorbed but that
like the method of trvine to bring about an action of the
bowels of the baby | \ he mother la t1y IS very
unsatistactory I'he oil ubstance which vou rub on the
vbdomen acts mechanicall if it acts at all, and is only used
to prevent irritation of the skin, which might otherwis

follow the rubbinge

I have said that one ha y fall back in all obstinate case
Lpon 01 1 her f the tonie iperient uch as aloes or
cascara \loes 15 best given to little children in the form
f the ti e For a « [d aged six months 3 to 5 minim
will be sufficient With that you may combing me other
vperient, dru because in children, a probable also in
vlult vperients often act best when given in combination
One torm of aperient acts on the muscle another on the
Ner v ind another on the secretions., and you want to

combine the actions of all We do not know exactly what

18 the ctual factor t worl 11 T ixl‘»u"u’w‘ll“Y any ¢i

Vell
case of con H|‘v1'\wr‘ Certainly 1 do not }v't'h'lui to know
definitely whether a give 1 case ol 1‘»»1|~-l!,LlT]HH 18 due to
defective muscular action, or to defective secretion, or to
defective nervous control ; therefore in the treatment it is
better to give a small amount of an agent which will act
upon each of these different constituents For instance,
)

one can give 3 or 4 minims tincture of aloes with the idea

of stimulating the peristalsis of the intestines, and also
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10 grains of ~»r|||'||:vl~‘ of soda to increase secretion One
has to remember also that aloes has a griping action, and it
is necessary to put something into the medicine to prevent
it. Of the preparations with that action, one of the best
is belladonna, so that one adds about 1 minim of the tine
ture of belladonna to the mixture It is ;ll\\:l‘\\ well to
give in addition a carminative (such as syrup of ginger
20 minims), and peppermint-water to 1 drachm. Some
such mixture as that may be given both night and morning
or 1t may be given three times a (|.|‘\ or oftener. One ha
to find out what dose is I»'(illll'i‘4| Lo |rl"><|llx e a daily action

in the case with which one has to deal, and, having found
what dose required, one should maintain it for a number
of week It should then be gradually discontinued, and
probably one will find that by the end of that time the
bowels have learnt to act spontaneously Sometimes even
that combination of aperients 18 not suthcient Nome ol
these case are so obstinate that even stronger measures
are necessarv to bring about what is desired And in such

v case vou may add syrup of senna, which acts on the small
bowel as well as the large one, 15 to 20 minims of the syrup
being added to each dose of the mixture [ have recently
used in some cases of chronic constipation in infancy the new
svntheti aperient which coes by the name of purgen |
produces fairly satisfactory results if given in doses of § to

| erain twice a dav, but I think it acts mainly by stimulating

secretion, and does not seem to exercise any tonie effect
such as does aloes It has the advantage of not griping
Some special indications for the use of drugs may he
cathered from the study of the motions If they are white
chalky. or friable. vou will find that there is nothing so good

as podophyllin. 1t is best given in the form of the tineture

1 or 2 minims two or three times a day being the dose I
may either be added to the mixture which I have des ribed
or it may be given by itself. If there is much straining
and the motions are hard and passed with much difficulty
and tenesmus, I think you will find that sulphur gives
spec i.l”) cgood results. 1 use it in the form of the confec
tion, in half-teaspoonful doses. It softens the motions in
a wonderful wav, and children take it well
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CONSTIPATION IN LATER CHILDHOOD.

So much for constipation in the period of infancy. Now
we pass to consider its occurrence in later childhood. Here,
as | indicated at the outset, the malady is often the result
of the neglect of constipation during infancy, but in some
cases that is not the cause, the constipation being acquired
and coming on after the child has cut the second teeth.
In some of these cases it is due to defective diet, to the
child not getting a suthciency of those things which stimu
late |u||\llt|~i~ That is to say, the diet is either alto
gether deficient in bulk, or it is deficient in those articles
which contain a quantity of cellulose which one knows are

specially calculated to produce an action of the bowels

[ think it is easily possible to exaggerate the importance
of the dietetic causes of constipation, and as an inference
from that we may safely say it is easy to exaggerate the
amount of improvement which you are likely to obtain by
an alteration of the diet [ am certain of this, that there
] scarcely any case ot con tipation bad enough to b

brought to the doctor for treatment which can be treated
effectively by change of diet alone. It sounds plausible
that if vou LA RY th nes which will \1‘|||H],|l\‘ the bowels
bulky things or those which contain stimulating principles
vou will effectually remedy the condition But I am per
fectly certain that if you attempt to carry that out in
practice you will be disappointed in the majority of cases
Further, if vour dieting fails to do good, then you may be
certain vou will end by doing harm : for if vou increase the
bulk of the diet without l"lllt’«l\\lw,; the con I\\w’mh the
result is that the bowel has still more work thrown upon
it. the accumulation becomes oreater, and the chances of
dilatation and atony are increased No I would say te
you that if your dietetic means do not answer at once they
are likely to do more harm than good if persisted in After
all. there is nothing very mysterious in the way in which
dietetic means act. They either act mechanically by stimu
lating peristalsis, or they act—as prunes, for instance, do

because they contain laxative principles, and it is much

easier to regulate a dose of senna than a dose of prunes
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[n the one case you know exactly what you are doing. but
in the other you do not, and I do not see why prunes should
be preferred as an aperient to senna. It is true one is a
common article of diet and the other is not, but that is
not a special commendation. So, although a modification
of the diet may be necessary in such cases or advisable, in
all your more severe cases you will require to fall back on
drugs.

In other cases of habitual constipation in the later period

of childhood the condition is due, no doubt, as in the adult
to some secretory or muscular fault in the bowel. or to some
luggishness of reflex action, or possibly to a combination
of these causes that is to sa) to deficient 1nnervation
along with defective muscular action and secretion And
as | have said, 1 do not think anyone can pretend to know
with certainty which of these causes it is that is at work
in any given case I would warn vou here about a fallacy
into which one is tempted to be led. and that is of mistaking
an insufficient action of the bowel for a natural action.
Again and again yvou will be told by the mother that the
action of the child’s bowels is regular And so it probably
is. but it is insufficient ; there is not a complete evacuation
every day ; only a certain amount is passed, while a certain
amount is retained. The inference from this is that if you
are dealing with a child whom you believe from its symp
toms to be subject to constipation, you should not be
deterred from administering aperients just because you are
told by the mother or the nurse that the bowels act regu
larly Over and over again I have found great benefit
from giving aperients to children in spite of the assurance
that the bowels were regular

The results of constipation in later childhood are even
more far-reaching than in infancy. and for this reason
that you have the toxic effects superadded to those which
are due to reflex irritation, which I have mentioned as
being chiefly at work in the case of the infant. You will
find that older children who suffer from constipation are
always dull and languid ; they suffer from headache and
defective appetite, and in particular from disturbed sleep.
They are restless and nervous at night. Again. vou will




98 LECTURES ON DISEASES OF CHILDREN

find that, as a consequence of the toxsemia. their te mpers
become affected. and Ihtv\ are n]1-|>l~-\ ed. irritable. and
')l'!‘\inll You will also find, as a result of the retention of
the intestinal contents and the |;|‘\ul|l« tion of an excess of
mucus by the irritation of the scybala in the bowel. that
the lodgment of worms in the intestine is encouraged ;
indeed, I would say that the treatment of threadworms in
most cases consists 1n giving regular laxatives You will
find there is a rarer consequence of constipation and one
which is apt to be overlooked, and that is intermittent
pyrevia. You will have cases brought to yvou every now

and then—and very puzzling they are unless you are warned

about them-—in which the mother tells yvou that the child

at interval of a few week hecome feverish ['here 1
nothing else obviously wrong with the child. but at nigh
the te Illi.«l vture ool up to 102° or 103 and that ort ol
thing may go on for several nights in succession, and ma

subside without there being any other special manifestation
of illness [ saw not long ago two little girls. in both of

whom the history was that the child had suffered for some

months from the attacks of pyrexia such I have men
tioned. All sorts of treatment had been adopted, but
without any benefit [ was told that the bowels acted
regularly, but, in spite of that, I gave aperients. and pushed
them until '!:'rr were twe [4|‘!!J e t1o1n every da) That
caused the pyrexia to d ppear How the pyrexia

brought about in such cases 1 do not knoy It mav b
toxic. but t all event I would t i u | e a
child brought before vou whicl uffers from recurrent

attacks of pyrexia without any apparent reason, you will

do wisely to order that child ‘:[.u rients, and in the majorit
of cases that treatment alone will be successful

Now to pass to the question of the treatment of con-
stipation in later childhood. You will give your attention
or direct the mother’s attention to the ordinary hygienic
rules, to the importance of suitable diet, if necessary, to
regular exercises, to massage of the abdomen, or perhaps
abdominal exercises, and sometimes even to cold douching
or sponging of the abdomen. All of these measures help

ind should be tried first In some cases, again, you will
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find it advantageous to order l:lljgm' quantities of ||(|Hi<|
to be drunk. There are some children who do not drink
enouch water. and in certain cases, where the motions are
dry, yvou will find that merely drinking larger quantities
of fluid is sufficient to bring about a satisfactory result,
But in the majority of cases you will find that these means
alone are not sufficient, and at last you have to fall back on
the use of aperients. Here the principle which T laid down
for infants Al‘r|v||1-\ with greater force : that is to ay the
treatment which you adopt must be persistent and con
tinuous, and not spasmodic and intermittent. and the
drugs which are used should be those which have a tonic
effect on the whole of the bowel Here. again, cascara i
very useful. given preferably as the elixir. or vou may give
aloes in the form 1 have indicated Of course, you will

require to increase the dose in accordance with the age of

the child In some cases quite a large dose will have to be
siven. I have had to give as much as a drachm of sulphate
of soda and 15 minims of tincture of aloes, with some syrup

of senna, three or four times in the day before a satisfac
lur.\ I'¢ \Illl wa ,vll‘vill¢'<l| \'H!l \||n|l|t| give an i!|< lt.‘lsil"_‘
dose until you get at least two liquid motions in the day
Having reached that point, you continue the same dose for
some weeks, and then gradually leave it off, for at the end
of that time you hope to have brought about a spontaneous
wetion and educated the bowel to perform its function

properly Here, too. as in the case of little babie ther

K metimes special indications to be derived from the
character of the vmptoms Where. for instance. there 1
reason to suppose that there exists a slugeish action of the
Hvel vhatever that mayv mean vhere there is de pression
of spirit ind a vellow conjunctiva, and a furred tongue

vou only get the best results by giving a so-called hepatic
aperient in addition to the other drugs which T have re
commended. and one of the best of these is mercury One
may give it in the form of gray powder at night in addition
to the aperients T have described. If there is much mucus
in the motions and worms are present, I prefer to give
mercury along with rhubarb, 5 to 10 grains of powdered

rhubarb. with 1 or more grains of gray powder, being given
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in the form of a cachet You will find that the rhubarb
has a tonic effect upon the mucous membrane—or an
astringent effect. as some regard it—and one of the con
sequences of its administration i1s that mucus ceases to
be secreted in such a large amount as before. The result
is that the worms no longer find lodgment, and so they
disappear But rhubarb has not that tonic effect on the
muscular part of the bowel which belongs to aloes and
cascara. It has an astringent after-effect. for which reason
many people object to its continuous use. But in many

Cases

n combination with gray powder. it gives better

results than anvthing else That is the principle to go
upon i voul treatment to select a tonic ape rient, and ad
minister it persistently If vou are persistent. it does not
matter verv much what laxative vou give : vou may find

one child will react better to one form. and another child

will do better on another form I'he great thing to bear
in mind is the education of the bowel. and in a child it
\|U'V1ltl‘ll\‘.,i\~ b !-x«wln\t'lw'l\v{]m! |h‘Mwml'twll-ll|m

tion in the adult the bowel seems to be almost ineducabl
but in the case of the child one Hll‘,"ll alwavs to be able
by persistence, to train it properly By persistence one
means treatment carried out often over weeks. or even
months ind 1t 18 alway well to warn the parents that the
treatment must necessarily be prolonged, and that they
must not be discouraged If this persistence is practised
[ am sure that the reward will be, not only the relief of

the immediate symptoms, but the prevention. possibly. i
after-life of habitual sluggishness of the bowels and all the

consequences which follow in its train



LECTURE IX

THE WASTING DISEASES OF INFANCY -MARASMUS
AND CONGENITAL SYPHILIS

WASTING.

(ENTLEMEN In this lecture I wish to consider with you
vasting as a symptom of disease in infanc) When you
go into practice it will occur to you almost every day to
have a baby brought to yvou with the complaint that it is
vasting

I'he mother will tell vou, in the common phrase, that i
was “a beautiful baby born,” but that either from birth
or at some in'llwll ~I:lr~~|n‘ll~‘nl 1o |»|Hll 11 |u:;llt 10 waste

And very commonly you will find on inquiry that the child

began to waste when artificial feeding was adopted |
would point out to you that wasting is not a disease In
itself ; it is, strictly speaking, a symptom, not a disease
So when a child is brought to you with this complaint it is

vour duty to try to find out to what the wasting in that
particular case is due; and there are many possibilities
which should present themselves to your mind.

l'he first is that the feeding may be insufficient. That is
the first possible cause of wasting, and, of course, a most
natural one. If the case be one of a breast-fed child, you
may find on analysis of the milk that it is poor in fat, or
that the total <[||,|I|I'|l‘\ secreted is small If it be a bottle
fed child, you will find that by increasing the strength of
the mixture on which the child is fed, or by giving more
at each feed, it will start to gain weight. So there is no
areat difficulty in diagnosing wasting from mere insufficiency
of nourishment

101
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Then you may have, as a second cause of wasting. in-
ability on the part of the child to suck. That is a cause
which you are more likely to overlook. The child may
¢ the breast or the bottle because of local

be unable to su
conditions—I mean such things as stomatitis, an inflamed
and painful condition of the mouth, which makes the
movements of the tongue in sucking productive of acute
pain. In such a case the child will cease to suck. and
whilst the local condition lasts he will waste But that
as you will see, is not likely to be a cause of chronic o1
prolonged wasting, because those local conditions in the
mouth are, fortunately. usually of only short duration

Then. a child may be unable to suck because he is unable

to breathe I mean that if the nose be blocked up the
child has onl ne channel left by which both to breathe
and to feed. and 1in that \ he 1s unable to breathe whilst
sucking ; and owing to that he is probably unable to get
down a sufficien of nourishment, and so again wasting
oceu Other local causes are such conditions as hare
lip or cleft-palate [ have known children waste severely

on account of their inability to suck from the presence of a
cleft-palate

[n the third place. I would remind you again of the possi
bility, in the case of bottle-fed children. that the teat may
be unsuitable. 1 saw a child not long ago, for instance
\\’ll' ;\ Va "“"‘\ l“ o me \"EH I 'l!"|‘l7'l "1‘] "ll'l \\4'1:1‘-‘ '{
only 6 pounds 7 ounces At first 1 could find no obviou
cause for the wasting [ made a little modification in the

feeding. and it was brought a week later weighing 6 pound

5 ounce Still 1 could find no explanation for the loss of
weight.  The child came back a week later weighing 6 pound
L ounce ['hen 1 looked at the teat, and found it was of
the “leech-bite form. which. as I told you before, often
prevents the milk coming through easily | recommended

that the bottle should have a new teat. which was done
and the child was brought back the next week weighing
6 pounds 10 ounces, and in a fortnight it weighed 7 pounds

12 ounce I'hat

an example of how real this cause of
wasting may be. no matter how trivial it may appear

In the fourth place, an infant may waste on account of
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persistent indigestion—that is to say, if a child is getting a
mixture which is too strong tor him, a mixture which i
chemically quite sufficient to supply his nutritive require
ments, but which is too strong for the digestive organs
that child will waste, with the ordinary symptoms which
[ described to you in another lecture—namely. colic. vomit-
ing. and probably occasional diarrheea. So that the treat
ment of this form of wasting will resolve itself practically
into treatment of the disorders I described to you earlier in
the course

\ fifth cause, and one which you must never overlook, is
the possibility of the existence of organic disease. 1 refe

particularly to congenital syphilis, to latent tuberculosis
in some form or another. and thouch this is rarer, to the
presence of an undiscovered empyema All those forms of
organic disease may be the cause of <1iwu. wastiny wnd |
shall consider them separately in a few minute

We come now to the la l"lwlli)ﬂlm‘l es in which one finds
wasting. those. namely, in which there is no apparent or
discoverable cause. It is to that group, a comparatively

small one, that the term “ marasmus,’ or, as it 18 sometimes

called, athrepsia strictly applicable I do not think one
has anv richt to talk of marasmus when one is referring
simply to a case of insufficient feeding. o where one is

dealine with persistent indigestion, or where there is an
organic cause ich as those I mentioned in the fifth group

I think one should reserve the term marasmus for those

ing for which one can find no

cases where ther
ufficient explanation. I saw recently in the post-mortem
room an mh‘].‘ upon a }‘l‘n_\ which be longed to thi
group .1'u1 the house }l‘]»n H L'II \*Iw "IH'I‘ ht ’iu organs
Lo me ud he wa ')l//i'-! at bein unable to find any
evident cause for the child death That is exactly what
one expects in those cases You search the body I.I“l""“lll;\
after death. but can find no reason at all for the wasting
and fatal issue. Naturally, theories have been advanced
to account for llw|l an occurrence '||u re are some '\‘-ll“
state that if you examine the alimentary canal histologi
cally in those cases you will generally find it to be the seat

f microscopic alterations. They assert that you will find
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ln.«i‘l-\<|n-,»m-|‘niu!l Tl |\m!ri'i~: 1cl and Pever |\|!wivv

and that vou will find al *.11'w|)]\\ and catarrh of the gland

of Lieberkithn. On the other hand. it is denied strenuously
by others that these apparent microscopic findings have
any significance at all 'hey sav vou will find them a
commonly in children who are not wasted !llr];\\. a i

result of post-mortem change, and if you inflate the bowel
of children who have died from other diseases vou will find

a similar alteration brought about purely mechanically

There is perhaps more to be said for those who maintain
that this condition of apparently causele wasting is not
H\IV\T]HH_‘ on th ide of the alimentar canal at all
bt L L1 e vice v fatlur I a milative pDOWel
part ol the t u [ ! | }»«41‘ P n the part
W\‘r |m('\\»‘w H i } 'W‘ { 1N« :|.~r
\ u nd | Imit it b | don ki of ar
vy in which to pu MOore 1 And =sucl
tion not unthinkable You can find analogies for it in
certain disease I rown-up per I'here the farlure
of assimilative power with regard to carbohvdrate
diabete vou know of a similar failure as regards fat in
Ome case of obesit where e fat tored up 1nstead
of being consumed 'here is also the failure of imila
BAY powel with !'_‘H-i L Oome nitrocenonu comp« und
In gout And 1t p ible that some children come into
the world with congenital inability on the part of then
cells to assimilate nutriment properl wnd the condition
undei which many Marasiiu hildre: LI horn vould
conduce to that congenital feeblene I'hev are often bori
at the end of large familic when the 'r;:"wiwl:\' powel
mav be assumed to be on the ne. or to be part 11 X

hausted, and they have often been brought up under very
|

unsuitable hyvgienic surrounding nd probably have heen
wa badly fed

So much for the pathology. if one may call it of th
condition 'he symptoms | need hardly describe to vou
'he chief one is persistent loss of weight, and in the group
of cases which I am now particularly considerin those

to which the term ® marasmu is striethy J!v'»lh‘xlxlr there

need be no other symptom at all ; no pecial disorder of
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digestion, no diarrheea, and no vomiting. The child simply
goes on losing weight, with varying rapidity ; he become
shrunken and emaciated. and finally presents that picture
of extreme feebleness and atrophy which is so commonly
seen in the out-patient room (Fig. 6)

The treatment of marasmus you will find by no means
satisfactory The treatment of wasting due to many of
those other causes 1 have mentioned is quite easy [t i
ecasy to increase the amount of food, or to alter it [t is
often easy to correct indigestion, or even to deal with some
forms of organic disease, but it is not easy to improve

n one of these marasmic children

the assimilative power
You will find that vou exhaust all vour ingenuity in devis
ing mixtures of artificial foods without any success ind
indeed these LI the Cases which are |rlfu."_;]\" to you with
the history that they have had all sorts of foods without
any benefit If you can, you will probably find that the
best thing to do with those marasmic children, assuming

that thev are not being fed from the breast of the mother

iIs to get them a wet nurse They <~‘I!.M|\|_\ do better on
human milk than on anything else, and you will save a
certain proportion of them by having recourse to that
mean Failing that, vou often have to use the most
easily digested mixtures which vou can find For instance

peptonized milk may be used, and by extreme care in
feeding, and by husbanding the child’s strength at the
same time that is to SA) by lwi‘pill;‘ him very warm, so
that his expenditure of heat is comparatively small—you
may sometimes be able to tide him on until the period when
the first teeth are cut |“<>IIIII\.|IA'|‘\ about that }n‘lww“
the digestive power of such children often appears to
undergo a sudden alteration for the better. and towards
the sixth month le{\ begin to be able to deal, not lh‘liml"
with milk, which in these cases often presents a great
i llll‘\ but lhl'\ ‘l(“_’lll to be .||»|x' to 1“'_'1 St stare }I\ foods
and thrive upon them ; and after that all the difficulties
which you have been combating may disappeai But vou
have to be prepared for frequent disappointment, inasmuch
as these children often go persistently downhill and die. no
matter what you do for them. One peculiar symptom
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which vou are likely to meet with towards the termination

! of these cases of marasmus is that the temperature, which

has been previously normal, or perhaps subnormal, rushes

up to a very high point I have known it go up to 108° F.

5 (Ill'l even |||:'l1'l '|'||I\ de \~'|1‘|)||l« nt of Ix_\ln‘llsl\lc \i.’l iH l'tl-
last |»<rlll'~- of life is a thing which occum not un l'llllll“'ll‘\
and you may perhaps think, on that account, that there will
be signs of tuberculosis after death, but yvou do not neces
arily find such signs at all. I do not know what it means,
but it is always a symptom of grave significance. 1 have
never known a case which developed it survive more than
a few hours at the most

CONGENITAL SYPHILIS

[ will now pa from the subject of marasmus to con
1der Wl‘ ¢ two organic diseas nwli,w!ll%l! ,\\l"l”t‘ and
tuberculosis, which so often manifest themselve chic H_,
by the symptom ol wasting We shall take congenita!l
syphilis first [ shall not deal at all exhaustively with it
and 1 ~]|4!H not e scribe 1t as 1t oceur in older children

! [ want merely to deal with congenital syphilis as it occurs

! i voung infants, and ilu!li\‘]‘l!l to tell vou how vou are

1 .

| to recognize it. because upon its recognition, I need hardly

ay, the pre per treatment of that group of case n which
the wastinge 1 induced by the existence of I“' \lef‘lu

‘ taint must .n|\\|v\~nfv|n!r1‘

In the first place, if you suspect that congenital syphil
mayv be the cause of wasting in case with which vou
have to deal, vou must mquire ¢ wrefully into the f:llll]ly
history. [ have previously told vou that you must inguire
carefully into the family history of all infants, but yvou

i‘ must particularly do so in those whom von suspect to be
the subjects of this disease You will ask about the health

(: of the previous children ; about the number of still-birth:
i1l any ;| whether there have been an Miscarriage vndd
whether the child before you was carried to term. You

‘ may get a positive history which is extremely suspicious

You mav have a narration of cases of still-birth ox 'Q"l"ll(‘}

!ll!wvllrif‘_,w» or the !»'4\4M l]liH mav have been |>'nl|m
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turelv born But you must be prepared every now and
then to hear, in a case in which you may conclude on other
grounds that the child is the subject of congenital syphilis
that the family history is good. In other words, you do
not always get a suspicious family history, and you must
not be led off the scent by its absence. What, then, are
the signs by which you will recognize the existence of the
yphilitic dyserasia in a young child ?  You will often, by
v mere casual inspection, be able to decide almost at once
that the child is the subject of syphilis. There is the cha
acteristic facies which has been often described The child

‘rm 1 }IKH N 11 Ol w.\.r'v‘lr! '1|t l|v|rv Lrance 'Hu »1~H| }‘\ |
curious earthy tint \]1‘\ Il ] been cf lulm't"i Lo !iml of a
mixture of coffee and milk, and the nose often shows a de
¢ 1 Of t he '.n‘.\ ( HH" IS comim !\i‘ LSO al 1bsence
L scanting of the evebro When vou look more care
fully at the head vou will find frequently, although by no
means alwany L peculiarity of the hair to which I want to
direct your special attention This peculiarity of the han
has never y far as | know. been described in books on thi
w‘hy-n! but vou will often find it of very real service
diagnosing congenital syphili You will observe in many
of these children that the hair is unusually long, that it
traicht. fine in texture. and usually dark in colour. sug
P ne fur rather than hai combination of things which
ne is in the habit of describing as the °syphilitic wig.’
I'he existence of th a sign of congenital syphilis in early
life was pointed out to me some years ago by Dr. W. S
Clolman, and 1 have fre que ntly found it of the very greatest
! value ill w]iJ_‘!!‘ SIng Mll;_\ cases ol twlbgmll! \|v’»l‘l~ |
| hall show you immediately lantern slides illustrating

examples of the syphilitic wig, in order that you may be
ible to recognize it afterwards (Fig. 7)

You will find signs in the bones in many cases also ;
a bossing of the fronto-parietal eminences is a common
but not an invariable, sien. The existence of those areas
of softening behind the ears and along the occipital suture
to which the term ‘ cranio-tabes ’ is applied, is frequently to
be made out You will often find also that there is a slight
degree of hydrocephalus, and that the veins on the scalp are
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prominent and distended (Fig. 8 \long with that vou
may observe a curious rideing of the edees of the suture

and a sheht thickening round the marein of the anterion
fontanelle, the bone being. as 1t were lightly heaped up.
I do not say that such heaping up is invariably due to con
senital syphilis ; but, like head-bossing and eranio-tabes, 1
think it is more commonly due to that than to anything
else.  Then, passing down over the child, you will fre
quently find the existence of an eruption; but here. again
not necessarily always Nor is the eruption of congenital
‘|-"v’m‘- discase alwavs easy 1o recognize [t occurs, as
1 probably know, more commonly about the nates than
inywhere else But vou will remember that in that region
so eruptions of the nature of intertrigo. due to rritation

§) tl tOO r b the 1INt wre not b any mean iun

| th ¢ ( hich 158 due to th rrrtation But
hich will help vou Onie the
f tl eruption In coneenital phili t has that
| | O characteristiec ol ;,»luhl\v J-,;r:
eRi01 vherever found You will find also that wherea
{1 » rash appea onl on the opp ed urface
those which touch one another. a \I.)m{m« eruption tend
the liml ‘;VIf"‘I» over the calve
e feet or the [)‘:|||<
of the hand And when it appears in these situations it
often has a lky or glistening look (‘ondviomata may

uso be met th. but rarelv below the we of one veq

Fig. 11
Snuffling is another common sign. as yvou know, but |
would warn vou not to attach too much importance to

L1

It snufthing and the presence of an 1'|lll>llull are signs
which are apt to be overrated as a means of diagnosing
syphilis, for those two signs in children are not by any
means always due to that diseas Moreover. many
syphilitic children do not have snuffling at all Other
causes of it are the presence of a mere cold in the head,
or the existence of adenoid I shall have a good deal to

say in a subsequent lecture upon the subject of adenoids
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in children ; and | (~!|“\ want to |milx1 out now that adenoid
do occur in infancy, and that they may give rise to snuftling
and discharge from the nostrils which you may mistake for
the S1on ot \||)||‘:~ \ <‘1'|(| mn l'l" hu!" Vou *~l|«»|l|l| not
mistake for it because the cold is usually of shorter dura
tion, whereas the snufling of congenital syphilis lasts for
ome time. The snuffling of syphilis does not begin immedi
wtely after birth ; there is usually an interval of at least
two or three weeks, and it is always accompanied. sooner
or later, by the discharge of a vellowish irritating fluid from
the nose

l'here are certain other symptoms which yvou may look
ymj ‘

for One is the existence of thickenings of the phalange
what is called syphilitic dactylitis. You will find that of
help 1n the diagnosis in a few case and I have also known
wes recognized by the existence of gummatous deposit
particularl ummatous epididymiti which mav occur in
quite young infant You will perhaps get some help from
an examination of the wviscera You may pos ibly  find

splenic enlargement. This occurs in about 50 per cent. of
Case of congenital ~‘\MHII= but you must not expect to
find 1t great in degree A\ »,1|H'H which has been enlarged
by congenital \||lulw is not often very big ; it is palpabl
but usually not more than that An affection which also
occurs sometimes in this disease is an inflammation of the
ends of the long bones. so-called syphilitic epiphysitis. [t
is really a perichondritis affecting the whole length of the
bone. but the tenderness and swelling are most marked
round the joint, because the muscles are inserted there
wmd drag upon the perichondrium. It usually affects the
upper limbs. On account of the tenderness there is a loss of
wbility to use the limb, sometimes spoken of as syphilitic
pseudo-paralysis, so called because it is not a genuine para
lysis, but an inability to make use of the limb from the
existence of pain. I shall have more to say about that
when T talk about paralysis in infancy generally

Last. I would mention a symptom which has been em
phasized by Dr. Eustace Smith, and which one sometimes
finds of use in diagnosis, and that is restlessness at night.
Syphilitic children, for some reason or other, are apt to
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be wakeful and restless at I,:'_;h] and to erv a oreat deal
at that time Dr. Smith suggests that thi may be due

to the existence of periosteal pains, just as there are often

ains in the bones of adults who suffer from svphilis At
| |

all events. you will sometimes find that thi symptom will
]HH vou on the I",'ll‘ track. and enable Vol to 4114:1 NOS( l|w
existence of a syphilitic taint

When all is said and done. and you have all these po
sible signs before you, there will still remain a residuum of
Cases :y. \\,’liwi; VOou must b 1N ‘fwl:zv‘ |)|1.|'|>~v' IIH re are

many children who waste merely because they have a

slight ‘]vh‘!ﬂw taint thev ar not "lil”‘\ Pt l'\i!l‘,'
sufferers from congenital syphilis, but there is a syphilitig
train in the family. and ther enough of the poison in
them to affect their nutrit n adver ]y and 1t 1s in thes«
LS¢ th 11¢ ( h ¢ uded | 1a
) { L )] | tmeil 11 i“ | I'¢ 1 (
wnd seeing what happen You will remember 1 showed
VOl me charts of wasting infant in whom the admin
tration of gray powder at once caused a gain in weight

wnd in a certain proportion of these cases that result i

{

probably due to the existence of a congenital syphilitic

taint which one has ove rlooked | told vou that it is not
invariably due to that [ think one sees aray powder cause
v gain in weight in cases in which one has every reason to
exclude syphilis ; but in some of the cases the explanation

of such a rise in weigcht mav be that the child has been
slichtly affected by this disease
If vou have satisfied vourself that wasting is due to

congenital syphili there is a definite line of treatment

marked out You have to treat the syphilis by mercury
and the best way of doing so is by the mouth, giving  grain
of gray powder in this way four times a day Begin with
1

} grain in the morning and 4 grain at night, until you have
got up to that dose four times a day. It is important to
recognize signs of overdosage. How shall you know when
vou are giving too much mercury ? You know that you
can recognize overdosage in adults by the occurrence of
salivation ; but infants never salivate with mercury. 1T do
not know why that is, but it is probably due to the fact
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tl the salivar lands do not dewve Ilv[l well until the teeth
wre cut \t all events, salivation is not to be looked for
when giving mercury to young children I'he ereat sign in
infants is the appearance ol diarrhea So if during your

treatment with mercury diarrhea develops, remember it
mav be due to the giving of too large doses

How long shall you continue to give mercury? That is
a question which often presents real difficulties in practice

Many people advise you to stop giving mercury when all

the mptoms have disappeared. 1 think those who recom
mend vou to continue the treatment for nearly a yea
in at least moderate doses, are probably better advised
'here 1s a danger n stopping too soon Over and over
acgain it h been my experience to stop mercury when
( 1 1 » be going on well, and to have the child
wht ba a 1 nth o later with definite 1ons ot
phil * Of course. vou often find it difficult to
pel her | reatment to be carried on
( cl¢ 1n ital p1 1€ 101 patier o cea
[ hen the symptoms have disappeared vou
! 1] upon parents at the outset the n ity for
Y need treatment Sometimes yvou will find it difficult
e mercury by the mouth there are some children 1n
vhom even |“i\" mall dose "wuhlw‘ diarrheea and 1in
these case inunction into the skin i1s a good method of
treatment [ generally use blue ointment. about 4 drachm
it being rubbed into the abdomen once. or at most twice
in the da after which the kin is covered by a flannel
hinde y that o1 mill:ll.lhw]]vlll)llwi the ointment goes on

You will find syphilitic children tend to suffer from a sort
of cachexia and from ansmia, and if that is a prominent
ymptom it is advisable to give cod-liver oil and iron as
well as mercury Indeed, there is reason to suppose that
the prolonged administration of mercury is in itself apt to
produce an@mia, and that is probably why many people
advise its early discontinuance, So when you go on giving
mercury after the symptoms have disappeared. you may
find it well to give iron and cod-liver oil in addition

What about the treatment of local lesions? [ think
yvou should treat the snuffles by syringing or brushing out
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the nose with a H|HiIHH Ol |)-l|.|\ or of corrosive \1('»![“1.1[»'

I 'in 2,000), and putting a weak mercurial ointment up the
nostrils by means of a feather. That prevents the crusts

from drving and the nose from !nwn“n].y blocked

usually employ weak white precipitate ointment for the

purpose. The other chief local sy mptom which one has to
treat is the eruption, and that you can do either by weak
corrosive sublimate baths or by dusting powders containing
calomel. Sometimes vou mav use a combination of weak

white precipitate ointment and zine ointment




TUBERCULOSIS IN CHILDHOOD

(ENTLEMEN In the last lecture we were considering
wasting as a sign of disease in infancy, and w aw that
there re several morbid condition vhich mav b
ciate th it as one of the chief symptom | enumerated
everal j ble can 0 tin n children which
ou mu 1der he ( 14 befor \ wd 1
[t part lar] lpon congel yphih ne of the
wnie d ( hich 1 h u ] ¢ 1 Ul
1 {\ | 11¢ H 11 1 10N ~\ 11 ‘i\ [-“‘ 11¢ |
vish to dire war attention to tl he reat organ
dis { nien m b cause ol wtinge 1n children. botl
in infan and later childhood I mean tuberculosi
I'he frequency of this disease in children will be realized
fron | i ha wreful hosp | ker
vari pal of tl rlc h that about one hird of
all the children who die in ]mw’m\ die of tuberculosis in
Oom Torm or anothel ww] !‘IHi\'! in about 12 ‘nl cent
of the remaining cases tubercle i present in a latent form

If vou examine the bodie of those children after death.
vou will find that the tuberculosis tends to attack on
particular set of tissues with a very striking degree of
lv_nlf‘v!zT_\ Those are the tissues which are concerned
with the formation of the blood. Ninety per cent. of all
the cases show an affection of the ].\lnlvh;lliv system o1
the bones. The lymphatic system, you will remember, is
encaged in the formation of one \‘Ilil‘1.\ of white blood
corpuscles, and the bones are quite as much blood-forming
organs as they are supporting tissues. And so when one
says that the bones are affected, one really means that a
113 8




blood-forming organ is affected And I want to mmpre

upon you this fact. that it is this particular set of tissue
which. more than anv others. tends to be involved in tuber
culosis in early Life If vou look at the diagram on the wall
which shows the age distribution of 500 consecutive 15

of tuberculosis in children, taken from the statistics of the

Great Ormond Street Children’s Hospital by Dr. Still. you
will see that tubercle attains its maximum frequency in
the second vear of life And | want you to correlate in
vour minds those two fact first. that it is the blood
forming tissue that are }u-u‘.‘ vffected b tubercle
and, secondly. that it in the second vear of life that

ber ‘- wttan 11 maximaum “'“Q*’ | by 15¢ | thinl
there relat 1 | | { { | | 1 | 1 1
ental one I thin t | | bl
for ' |
i el
Whe | m f( peal \ \ { .
I )

‘ D har

vb t | f1m b f tl (

LI i { 1m ha |
bl | 'p t on ( ( {

vl A\fter that f
pass into the cond = ‘ ¢

01 np | (
v§. 1 Hnm | b | n Nnnol | 1 (
body in childho ( t= path of infection.
very well t th ) 1 | ire the
| ”‘l’; Ral r bl l-forn bu ha O |l
want t | 1s | | b ( here t (W
eries of 216 cases which were wrefull tudied from thi
point of view by Dr. Still. it w found that the ess of
the bacillus had been through the lui iin 63:8 per cent
through the intestine in 291 per cent.. and through the
middle ear in about fifteen case I'hese statistics were
derived from the Great Ormond Street Children’s Ho

pital. but there are similar statistics from other children’s
hospitals. They all tend to show the same thing—namely

that the lung is by far the commonest 'l‘lle ol mtfection
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| You will see at once what the significance of that is. It
means that the talk about the milk of tuberculous cows
being the chief cause of the infection of children with
tubercle is certainly wrong, and it also means that dust
must be regarded as the main source of infection in the
child, just as it is in grown-up people.* The tubercle
bacilli are conveyed into the lungs, probably mixed up
with dust, and thence they find their way into the lym
phatics.  When one speaks of the lung in this connection
it must be remembered that the chief part affected is the
bronchial glands at the root of the lung. But these are
not likely to be affected if I||<'.\ are 'n'lh‘l'llv\ ||!.l|l|l_\
Unless there be a great inherited [1!:‘\}i-~luv\lliw| to tubercle
the healthy gland may be assumed to be able to deal with
uch tubercle bacilli as find access to it ; otherwise all of

us would be ufferineg from tuberculosi And the reason

whyv the bronchial glands in ehildren become so 114‘11\14 nth
uffected no doubt is that they are very often not in a
healthy condition ; they have already been the seat of
inflammation How do they become inflamed They
become inflamed secondarily to catarrh of the bronchi o
alveoli In other words. the bronchial gland become
inflamed during an attack of bronchitis or broncho-pneu
monia, The bronchitis or broncho-pneumonia is recovered
from, but the glands are left in an unhealthy condition
dust containing tuberculous material is inhaled. and the
bacilli start to grow in the glands and set up a caseous
degeneration of them. which is the starting point of tuber
culosis.  So I want to impress upon you, as the great pre
disposing cause of tubercle in children, that group of dis
cases which are accompanied by catarrhal processes in the
bronchi and lungs, particularly such diseases as measles
wnd whooping-cough.  And you will constantly find in
your practice that children wiili be brought to you for
wasting and some vague complaint of ill-health, and on
inquiry into the past health, you find that they have had

* This statement will probably require modification, for evidence

18 accumulating that baecilli which have gained access to the body
by the alimentary canal may travel up to the bronchial glands and
first reveal their presence there,
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an attack of measl ome months or weeks before, and

have not been well since 'hen when you come to make

a physical examination, you will find that they are the

subjects of tuberculosis. That is a very common histor} 4
Now, no matter by which path the bacillus finds access

no matter whether it is through the bronchial glands o1

through the intestines. affecting the mesenteric glands, or

through the middle ear, it sooner or later generalizes itself

And that is the other point 1 want specially to emphasize. \
that no matter what the primary path may be by which

the child becomes infected. the disease has a great tendency

to become wide ‘»I(w& a much oreater I4I|}'|\l_\ than 1
the \se 11 rowI-up person What usuall !mmnx
that one f tl ¢ caseol 3]} chial land ofttel 11
1 te 1 broneh | the caseous materi
( into t ul { pul: ryv tuberc
D he Y ( I 1 (
( | 1 il
i n that tl uch the b \t all events. in what
ever \© ( Chnin | 1 |“ { Vel ulA]‘
Fhaf h; mp U 101 1 practitioners 1
diagl ( tuberculo 1 chiuldren a early \ po s1ble
I L1 ¢ unle O rect nize 1t cariy and treat it IH"V'.I\IM
| it will certainly before long | me generalized, and ther
it mayv be too late to treat it at all
'hat leac us naturally te ler hoy n are te
diagnose the existence of tuberculosis in childre I shall
onsider first of all the diagne of general tuberculo:

\\v\\‘” 1 ume that the {Mlnw ha 'lih‘ul'\ beci me g neral

: 1zed How are vou to know. then. that the wa ting in this
!5.[!1;-‘4‘54‘« wse 18 due to ceneral tuberculosis or not Olten
I believe, it is not possible for you to know at all. It is
not po sible to know until the post-mortem in many cases
i The diagnosis of general tuberculosis in children is ea

tremely difficult, and it is so for this reason: that the
process kills the child before the tubercles have had a
chance of breaking down. You know that unbroken-down
tubercles do not give rise to physical signs.  You may have
a lung stuffed with miliary tubercles. but until they soften

and break down you have no means of telling that they are
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there, and it is on this account chic Il;, that the diagnosis
| olten O uncertain 'Hlv'lr alre 'l"\H'\"l certaln '.\“'l’
toms and signs which should make you suspiciou One
of these suspicious symptoms is the occurrence of irregular
pyrexia along with wasting for which you can find no other
cause \gain, it there is much apparent illness and fretful
ness on the part of the child, without obvious or apparent
reason, you should be \ll\pio‘itv!l\ that it is a case of tubercle
But there is no other symptom to help you much. You
will easily see that the danger you run is of attributing
those symptoms to. perhaps, a slight dyspepsia. or catarrh
of the stomach or intestine ; or, perhaps, to a slight bronchial

atarrh, or to some trivial condition of that sort which may

be present along with the tuberculosis, and not to tuber
tlosis itself [t is so extremely difficult to a n it
proper value to each of these mptoms that you have
often to suspend your judgment

\mongest the signs which mav give vou some assistance
in the diagnosis of tuberculosi re certain appearances in
the child—appearances which clini 1l experience h hown
to be often associated with tubercle Tuberculosis s
known to be commoner in children of a certain type You
know the fragile, fairv-like type which is uppo ed to be
particularly marked out for tuberculosi That is an
extreme example of what I mean In voung babie how

ever, that type is not so noticeable, and you have to go by
S || minor llu}ﬁ Lt1ons a |HI|A '\\"«!*'JH\ or the ]»I’t‘\»‘w‘« of
an excess of downy hair, especially on the back between the
capule. There is also, which you will find of value, a
tendency to the appearance of blotches of ervthema upon
the skin on very slight pressure or irritation. These signs
may perhaps seem to you trivial, but very often, taken
together and alone with the family history and the general
symptoms, they may suffice to put you on the right track.
Of course, you will look also for signs indicating the starting-
point of the process. First of all you will look for signs
of the discase having started in the lungs. I shall deseribe
to you immediately what the signs associated with tubercle
of the bronchial glands are ; but I shall only say here that

in this case again you have great difficulty in coming to a
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right judgment, because, admitted that you get moist
sounds over the lungs in a case which you suspect may be
one of tuberculosis, you are still in doubt as to whether that
is due to breaking-down of tubercles or not. because there
is nothing commoner in marasmic children than for them
to suffer from a slight attack of hypostatic pneumonia as
they lie in bed, and that may easily give vou moist sounds
over the back. So it is only when you get signs of breaking
down on the anterior aspects of the lungs that you should
attach much importance to them

[ next pass to the consideration of the i')“ ical sign
wsociated with tuberculosis ot the bronchial glands: in

other word the signs which vou find when the tubercle
finds access, as it usually does, by means of the 1 ings, and
\\ll'l} It LJ ot Vel ‘uw-lm o I\'!w|tx\<| "I!l avaln
there is no quite conclusive symptom. There will be more
01 |<>~ wasting and ]"‘ll!.l;l there \\1“ be IIM',‘HIH pyrexia
'|‘||v1r \\IH also be Oend I‘Il fretfulne wnd i”!u S “IH l|n‘

mnly local symptom of any value i the occurrence of a

spasmodi couch. Children with enlarged bronehial glands

often suffer from such a cough. which vou will be apt to
mistake for whooping cough. which 1t may simulate very
clo .l'\ Many cases of whooping-cough which are upposed
to 4{!4;‘ on ton IH"HYII\ are }lehlir‘_, Case which may ||4|\
begun 1In x\lulm,‘mg ough. but which are now suffering
from secondary enlargement of bronchial gland Note

then, that one point which will help vou is the existence

of this pasm die cough When vou come to the i»lurhw\
igns vou will find that they are only present in a minority
of the cases, and vou have no difficulty in seeing why that
should be. The bronchial glands are not very large : they
lie de p down in the mediastinum. and 1t ||‘1|l|ill'\ a great
deal of enlargement of them to produce signs which you
can recognize with certainty So you must be prepared
to find that in cases in which after death you are able to
recognize a considerable degree of enlargement of the
bronchial glands there were no signs of them during life

Still, in some cases, when the enlargement is very great

it will reach the surface. and the chief sign in such a case

is dulness behind the manubrium sterni—dulness which
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extends outwards towards the aplees of the lungs and down
wards towards the heart. [ would warn you, however
of one possible fallacy here—namely, that in enlargement of
the thymus children may closely simulate this sign. There
is no way of discriminating exactly between the two
Another sign which you will find is distension of the veins
in the neck. This is due to the fact that the enlarged
bronchial glands tend to press upon the superior vena cava.
Further, owing also to such pressure upon the veins, there
may be a bruit heard on listening over the manubrium
Dr. K

if the child stretches its head back, which causes the superion

tace Smith has pointed out that this is best heard

verna rva to b |HA ,[! !Ili 11 ]l va’ mass of ,‘H.x‘|- I':HY

[ do not think yvou should attach too much importance to
I

that sign One certainly hears a bruit of that sort in many
ases in which there is no reason to suppose that the bron
chial glands are enlarged. On the other hand. its absence
is an indication of me value. which should make vou

uspicion that vou are not <|l‘1i|(\; with such "!||1!’;‘I ment

[ am afraid these are the only signs which one can give you

s indicative of enlarcement f the bronchial glands. and
e will sec that. take: ‘1"4-‘7'1'I-v1 thev are not of very reat
value What I wish to impress upon you by all this is the

reat difficulty which vou will have in making up your mind
vbout either bronchial tubercle or general tuberculosis
and vou must often remain in doubt. and must not blame
yurselve too readily if. after death. vou find extensive
tuberculosis when vou have been regarding the case as one
of ordinary wasting

I'he next form of the disease which we come to is much
more hopeful, both as to diagnosis and treatment—namely

tuberculosis in the abdomen—those cases in which the

bacillus has gained access through the alimentary canal
into the intestinal glands and peritoneum. Abdominal

* T'he cutaneous tuberculin reaction now often employed as an
aid in the diagnosis of tuberculosis in childhood It 18, however,
bv no mmeans a certain test Latent or healed tubercular lesions are
<0 common in childhiood that a positive reaction is only of value in
quite young children. A\ negative reaction is more trustworthy as

excluding tuberele, but it must be remembered that a negative
reaction may be obtained if the lesion is very extensive or active,
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tubercle differs so much from tubercle elsewhere in children
and the same is true of grown-up people—that one is
tempted to suppose it is a different disease ; and it has

recently been suggested that it may prove to be bovine

tuberculosis in man. and therefore a milder form of
similar pathological process If that were established, it
would at least explain the very marked clinical differences
hetween abdominal and other forms of tuberculosis When
we come to consider progno is and treatment. vou will find

that abdominal tuberculosis is much more curable than any

other form ; indeed, one takes quite a cheerful view of it
because a large proportion of cases get inr.‘llv well
Abdominal tuberculosi resemble the other form n
bein most mmon 1 the ccond vear of life I he
tatistics of a number of cases of fatal tuberculous peri
tonitis in children were collected by Dr. Still when he wa
Registrar of the Great Ormond Street Children’s Hospital
He fernd that the maximum frequency of death occw
in the ( nd vear I'hat 1 wainst the milk E!AH!_
Seeing that children live almost exclusively on milk up to

the first vear of life. one would expect abdominal tuber

culosis to be common in the first vear if milk were the
main source of infection Not only does abdominal tuber
culosis oceur most commonly in the second vear of life, but
at that particular time the abdominal disease is usually
onlv part of a general tuberculosis In voun nfants it

not I'““" tbdominal tubercle which vou have to deal

vith You may think when you examine the case that it
abdominal tubercle onl but you will almost certainly
find that there are tubercular deposits elsewher That
only another way of saving that tuberculosis in voung

intant no matter where it start tend !,llwi'{ﬂ 1O |';11r|||l'
reneralized. and if it starts in the abdomen it ends by
involving the lungs or the meninges of the brain : ,>|,‘<l
what you will find constantly happen in these cases is that
the case drags on until of a sudden it flares up into tuber
culous meningitis. which is followed by death

There are two varieties of abdominal tuberculosis. There
is the plastic form and the ascitic form Most of you must
be quite familiar with those two varietic The plastic
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form consists in an enlargement of the glands and a matting
together of the coils of intestine with tubercular deposits
in the peritoneum and mesentery. The ascitic form is that
in which an effusion of serous fluid takes place into the
peritoneal sac

To the first or plastic form the term tabes mesenterica

is sometimes applied, but I think quite erroneously. |1
strongly advise you to discontinue the use of that term
altogether. For my own part, I have hardly ever seen a
case of true tabes mesenterica It is a disease which, if it
occurs at all, must do so with extreme rarity Rightly
used. the term ‘ tabes mesenterica ’ means an enlargement
of abdominal glands, with caseation, and nothing else
That may occur, and probably does occur sometimes but
it 18 very unusual It will certainly conduce to clearne

if we talk merely of the plastic type of abdominal tuber
culosis, This type is commoner than the asciti Nome
people say that it is ten times commoner, but my own
observation would not corroborate that, I think. In older
children at least the ascitic form is certainly commoner
than that : it is much more than one-tenth of the other
You will recognize this form by the general signs of tubercle
the wasting, pyrexia, and so on. The local signs are hard
ness. with nodulation. in the abdomen.* You mav take
it as a broad general rule that if you find nodules in the
abdomen of a child, if vou can exclude fecal masses, the
Ib](l’);|’#i|l1i(\ are t‘llHIlllHll\ll\ in favour of those nodules
being tuberculous, no matter where in the abdomen they are
situated, and no matter what they feel like. Tubercle is so
very common compared with anything else that you do
wisely to regard every mass in a child’s abdomen, where
vou can exclude a faecal accumulation, as being a tubercu
lous deposit of some sort. You can easily exclude or con
firm a faecal accumulation by the administration of purga-
tives and enemata, and if you are dealing with a doubtful
case of abdominal tuberculosis you should take that pre-

caution, seeing espe ially that the large bowel is l||wlul|:h|‘\‘

In many cases also the thickened and rolled-up omentum can
be felt as a band erossing the abdomen transversely above the level
of the umbilicus.
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"Ill]nllul Then examine the abdomen again if need be
under an anwesthetic, and see if you can still discover the
lumps, They are due partly to caseous deposits in the
mesentery and elsewhere, partly to glandular enlargement,
and partly to coils of bowel bound together by adhesions
and are the main physical sign of the plastic form of ab
dominal tuberculosis

The aseitic form you recognize by the presence of fluid
Is the ascitic form of tuberculosis ever simulated by any
other peritoneal effusion ! In other words, may there be
clear fluid in the abdomen of an infant which is not due
to tubercle Of course., such effusions may sometimes
occur in the course of cirrhosis of the liver, and vou may
find a difficulty in excluding the presence of that disease
Not long ago I had the case of a little girl in whom that
problem came before me in a very acute form. She looked
the picture of robust health, but her abdomen was full of

fluid. and the liver was about two fingers’ breadths down

|l~t"‘_‘4 was also very |ml|| 'I wa I|1tli1_’|.'. 1o be a case
of cirrhos and that it would be well to treat the case
from that ’lwllllul View However, w¢ \\.;11r'|nt|1!;4"».«!l<‘|1!

m!w‘~)1|'1]t\l:~|n'lfA MH:]M‘I.HIHV ind then we |"'L'Illl""'
suspicious, and thought it would be better to operate
because if it were tubercle it would be the right thing to
open the abdomen md even if it were ascites due to
cirrhosis. operation would not do any harm. On the day
decided upon fon Ope ration she \!l‘lfl' 1||_\ became comatose

developed all the signs of tuberculous meningitis, and died

and post-mortem, the abdomen was found to be the seat

f very generalized tuberculosis Such a case may cause

vou difficulty : but I would again remind you of the great
Ilulm-m\ ot !ll‘l('\\ll'v~)~ .9:u] the \|»|||'r.|[‘1!\\«' ]JHI‘\ )

cirrhosis, so it will be safer when in doubt to diagnose

tubercle. Clear effusions into the abdomen due to simpl
chronic peritonitis have also been described. but they are
very rare. Theyv are said to occur after measles or scarlet
fever, or after injury. Many good observers, however, are

of opinion that all clear effusions of an inflammatory sort
into the abdomen in children should be regarded as tuber

( ulw.u\
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Both forms of abdominal tubercle are commonly accom
panied by ulceration of the intestine, according to some
statistics in as many as 70 per cent. of all the cases. Ulcera
tion does not necessarily show itself by clinical symptoms
[t does not necessarily cause diarrhcea. But where ulcera
tion becomes extreme and extensive you will find it tends
to be accompanied by an extreme degree of anemia—a
degree which may almost resemble pernicious anemia in
Its Intensity

We turn now to the general treatment of tuberculosis :
but one may first say a word about prevention, which. of
course, is more important than cure. [ need not remind
vou of the general hygienic rules which should be observed
in the rearing of children : attention to proper feeding
proper exercise, propel ventilation of the \]u|>ilu rooms
and all those other commonplaces which even lay people
now recognize. But I would direct your special attention
to the question of dust, because if dust is the chief cause
of infection, as statistics show it to be, then dust must be
one of the chief things to fight against Another [llrilr! 18
this : seeing that dust infects through the bronchial olands
what you have to do if you want to prevent children be
coming tuberculous is to keep their bronchial glands healthy
To do that you have to treat every case of cat wrrh of the
lungs or in the bronchi seriously You must not think that
even a slight bronchitis is a trivial thing. nor vet a little
attack of broncho-pneumonia. So far as you can you must
see that convalescence is made thorough and complete ;
that there is not left behind a little wheezing, or a few
( ll’|Pil.lI\“¥l~ at one base You must try to restore the child
to complete health \s it is certainly possible for the ab
dominal form of tuberculosis to be conveyed by the milk
of tuberculous cows, vou should, of course—particularly
in the case of children who are predisposed by heredity or
by surroundings to become infected with tubercle—see that
the milk which they get is at all events boiled. 1 do not say
it should necessarily be sterilized, but it should be boiled

With regard to the treatment of different forms of tuber
culosis, I need hardly say there is no special treatment for
the generalized type. Whether general tuberculosis is ever
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recovered from at all it would be very hard to say Such a
high authority in‘*the matter as Sir William Jenner was of

general tuberculosis is recovered from in chil

opinion that
dren much more commonly than is supposed. It depends
a good deal upon what you mean by generalized No doubt
deposits of tubercle in the lungs and abdominal organs may
apparently be recovered from ; and years afterwards you
may find evidence of it in calcification of the glands But
once tubercle has become really generalized, 1 think any
thing which vou can do in the way of treatment is not
likely to influence the process much. The same is true of
tubercle of the bronchial ;'l.llni . which Hl'Y(:_\ from its
situation, it is difficult to treat, for you cannot get at the
bronchial gland Not even the modern surgeon has yet
atte 'u|r‘w‘ to excise them F'on prad tical purposes there
fore, vour treatment in both general and bronchial tuber
culosis must resolve itself into simply putting the child into
the best possible hygienic conditions, in the hope that the
natural powers of resistance may be able to bring the
favourable termination. In a case of abdom-
inal tuberculosis, on the other hand. vou can do a great
deal by treatment There are no cas of tuberculosis

disease to

which you approach with more hopefulness than those of
abdominal tubercle in children ; and T should say that the
prognosis will be better in older children than in younge:
for the reason that in voung infants tubercle generalizes
so fast that you do not often have to deal with the local
disease only In older children generalization occurs more
slowly. so that vou have a chance of getting it in time. and
treating it successfully The first thing to do is to attend
to the general surroundings of the child. Such children
should be sent away, if possible, out of towns, and be taken
to a place like Margate, and spend their time by the sea
shore in a wheeled carriage, lving down. The abdomen
should be supported by a broad and firm binder You
will find it an advantage to apply iodoform ointment locally

11 »I:«»H|l! b Hlltfnkl Wi H into the skin of the Allw(ﬂlllt‘ll |
also often use, and 1 think with advantage., liniment of
mercury, 4 ounce or so being rubbed in night and morning

all over the abdomen \bove all. make it your first care
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to see that the stomach and bowels are in good order, so
that the child can take and digest a suitable quantity of
food. You must correct gastrie disorder if it exists, and do
all you can to increase the appetite. If there be diarrhcea,
vou must make a Imill( ol t'ln-('l\ill; it before you do any-
thing else. Having done that, you can proceed to feed the
child up, seeing in particular that he has plenty of fatty
foods. With regard to medicines, you will find help from
wn] lT\t'l "I| l"(“l’l' of ilull (|l|<[ creosote, \'ull see Ill(‘l‘t' i\
nothing in this line of treatment other than what your
common-sense would dictate, But you have often to con
sider in those cases the question whether you are to continue
medical treatment, or whether you are to have recourse to
surgical aid [ do not think it is often advisable to have
recourse to surgical treatment in those cases right away. |
think the necessity for surgical treatment in abdominal
tuberculosis in children is very much exaggerated. Taking
the last six cases of purely abdominal tuberculosis which
have been under my care simply as they turned up in the
out-patient room, and all between three and nine years of
age, I had the abdomen opened in only one of them, and
that child recovered. although it suffered for a time from
fistula of the umbilicus But the other five children all
recovered completely without operation at all. So you

see medical treatment 1s of very con iderable use, I;_\
recovery I mean that, at the end of two years, some of
them now at the end of three years, they are apparently
in perfect health. You should speak cautiously of recovery
from abdominal tuberculosis. I do not think one has a
H;lll to say that a case is t“'lll[#ln'lvl'\ cured .\ilnpll\ because
after a few months the \k\llllbll)lll\ have not recurred The
symptoms in this disease are apt to remain latent for a
considerable time Such a child may, perhaps, get an
attack of diarrheea, or other slight illness, which pulls him
down, and. his resistance for the time lwillu lu\\n'll'tl the
process flares up again. Seeing, then, that medical treat
ment gives such good results, what should guide you in
having recourse to operation ? In the first place. all cases
of abdominal tuberculosis should get the benefit of opera

tion if fever and continuous wasting persist in spite of the
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medical treatment I have sketched out for you I'he con
tinuance of such symptoms means that medical treatment
1S not going to .|uul|‘|1]|~|| much. and it is well to give the
patient the benefit of operation, although it must he ¢on
fessed that many such cases. perhaps the majority, do not
get well under surgical treatment either. Further, you
will always be biassed in the direction of operation if you
are dealing with the ascitic form as opposed to the |~|.«~llc

because the ascitic cases certainly do better under opera
tion than those in which the disease is mainly in the glands
or the peritoneum. Numerous statistics bear out this
statement For instance. the records of the general he spit 1l
in Heidelbereg., embracing cases at all ages. and not onlyv in
children show that of forty-one persons operated upon for
the ascitic form of tubercle. twenty wi |~»x~m|»l4 telyv cured

that is \ about '.H]ylu“! Of nineteen cases of the
other form. the plastic. only about four could be described
a ured. So vou see the ascitic form certainly offers a
better chance than the other of successful treatment by
means of operation. On the other hand, you must remember
that the total statistical results of surgical operation are
not so much better than the medical statisties if you take
them all round. and so it is as well to give every case the
benefit of thorough medical treatment first 1\|Hn!.|”‘\ i1

there be any 4>irir1‘!'|) to operation on the part of the

parent Operation in the ascitic form, properly performed,
is almost perfectly saf In operation on the plastic cases
there is a greater risk Every now and again in such cases

owing to the presence of adhesion the immtestine has been
opened into by the operator, and sometimes the bladder
also. I have seen the intestine and the bladder both opened
into at the same operation. So you see the procedure is
not devoid of danger Still, if medical treatment fails in
such a case, I think it is right that you should have recourse

O surgery,




LECTURE XI
RICKETS
(YENTLEMEN I shall ask you to-day to study with me a
nutritional disorder, which has the peculiarity that it i
found in children only—I mean ricket On the Clontinent
rickets goes |>"\ the name of the * English disease That
is not because it is commoner in this country than abroad
indeed, I suppose there is no place where rickets is com
moner than in Berlin But it is called the * English disease
hecause the first accurate description of rickets as we know

it now was given by an English physician, Dr. Glisson
whose name will be familiar to yvou in association with
Glisson’s capsule in the liver In the vear 1681 Glisson
wrote a treatise on rickets. which was then ‘l}\}mlrll‘l\ a
new disease. He described it as having first appeared in
the south-western divisions of England, and having spread
thence over the country He thought it began in the
south-western districts because these were mostly in
habited by the more luxurious part of the community
Whether rickets has increased much since that time it is
a little difficult to say : but I think one can be pretty sure
that it has increased. because all those factors which tend
to |1|HH~|H>-~<' to rickets are such as are daily becoming
more pronounced. One of those factors is that inability
on the part of women to nurse their own children which
[ have already deplored in a previous lectur Another
is the increase in women’s work. With the advent of the
industrial epoch in the middle of last century, and the
establishment of factories, there opened up at once a great
field for the labour of women., This tempted them away

from their domestic duties and from the personal care of

07
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their children,  That state of things persists, and in many
of the large industrial towns rickets is extremely prevalent,
for the reason that women go to work in the factories, and
their children are left at home badly looked after and
improperly fed. A third factor in the production of rickets
is found in the tendency for the population to be crowded
together in large cities, which is such a striking feature of
social life at the present day Now, so potent are these
factors, and so prevalent is rickets in consequence of them,
that in many towns more than half the children seen in the
out-patient room exhibit the disease in a more or less
marked degree. So that the dictum pronounced by Si
William Jenner a good many vears ago, when he first began
to work at Great Ormond Street, still holds good—namely

that ‘rickets is the most common, and. in its indirect
results, the most fatal of all the diseases whicl pecul vl

affect children.’

The word ‘rickets ’ is derived from the Norman-French
term ‘riquets,” which meant deformitie particularly
deformities of the spine, or persons who were sufferin
from such deformities. And it was owing to the fact that
one of the main symptoms of rickets is the existence of
deformities of bone that this name was first applied to the
disease. Glisson, or one of those who wrote with him
|ll‘1']1v~~'wl as a substitute a sort of ;|~lllt|<v(ilu'|\ term
‘rachitis.” That, however, presents no advantages over
the name commonly used, which has at least the merit that

it conveys to you one of the main symptoms that cases of

rickets present—namely, deformities of the bones. It would
be 4||lilc- wrong, however, to suppose that that is the whole
of the trouble You would have a totally erroncous con

;-s'!»1i1x|l of rickets as a disease if you were to imagine that
it consists solely in the production of osseous deformities
You must remember that there is a visceral side to the
affection as well, which, so far as effects upon life are con
cerned, is more important than the mere deformities dug
to alterations in the bones., As the bone deformities, how-
ever, are the most prominent and striking change, we shall
consider them first.

The changes in the bones in rickets are of two sorts
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There is, in the first place, an alteration at the point of

ification, the nature of which has been summed up by
wying that there is an exaggerated preparation for ossifi
cation and a diminished accomplishment of it. That is
to say, the preliminary stages of multiplication of cartilage
H'H g0 OI 1In an 1'\4‘;:1'(.!“’4' tll’:lm‘ <|H1| lllv u‘”\ cease
to be disposed in those regular rows which are character-

istic of normal ossifying cartilage, and become arranged

irregularly The result of this is that the line of ossifica-
tion become thickened, and in consequence you can
observe. clinically. enlarecement of !|u't-|>i|liw~v\ I show
ou the cast of the wrist of a child who suffered from
rickets, in which yvou can see very well the thickening and

enlargement of the epiphyses due to this exaggeration of

the preliminar we of ossification., Such thickening is
usually firs ecen in the rib [t begins there, or can be
| earlier recognized there than anvwhere else In conse
| quence there is produced a row of knobs down the sides of
the chest. to which the term °‘rickety rosary ’ is :=|l|'!l"~|.
because the ippearance 1s like a row of beads Thickening
takes |)|m e not only on the outside of the rib, but even
more markedly on its inner aspect ; and it may so pres
) upon the lung that there is a groove of compressed and

solidified pulmonary tissue corresponding to the enlarged
epiphyse The pecimen [ have here shows t‘\Hvlm‘]‘\
well such an enlargement at the ends of the ribs just where
the cartilage and the osseous part join Not only are the
bones which are developed from cartilage affected in this

L\ but a simila process take ‘»}‘H e in those bones which
develop in membrane. Hence the skull bones undergo
onsiderable thickening at the point where ossification is
most active. Here I show vou the skull of a child which
was the subject of rickets, and in it vou will be able to
feel that in the centre of the frontal and parietal bones
there is a considerable degree of thickening. That is one
chanege which the bones show—enlargement at the point
where ossification is going on But they show in addition
another general change—namely, a process of softening
The softening is due to the absorption of the mineral con
stituents of the bon I[f vou analyze the bones from a

0
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case of rickets, and compare them with normal bone ou
will find that whereas in health there is 37 per cent. of
organic and 63 per cent. of inorganic matter, a bone 1n
rickets shows quite the reverse namely, 79 per cent. of
organic matter wnd 21 per cent, of norgani In other

words, there has been an absorption or removal from the
bone of its mineral constituents, chiefly phosphate of lime
I shall point out to vou the significance of this more fully
later on. when we come to the theories which have been

advanced to .v\].l‘uu rickets

When phosphate of lime is removed from the bone, you
in casily see what the consequence must be I'he bone
bend wnd the direction in which it will bend deter
mined solely by the line of chief pressure Now, practic Ul
the lines of pressure depend upon the position hich th
child habitually assume In the leg bon for example
one usually finds that in the femur there is a bend forward
In the tibia there is a ‘M.H’» kink in the lower third uch
as vou see in the pecimen before vou : or another common
deformity for the tibia to be curved outward |v|wlw‘1
bow-leg I'hese deformitie LI |4<I,t|"\ due to the way
in which the child sits with his feet tucked under him, [t
that which causes the femur to bend forwards and out
wards. and causes the tibia to kink forwards in its lower
third In the vme wayv the humerus tend to bend out

wards, and so also do the radius and ulna, for a rickety
child tends to sit up and lean forward, supporting his weight
upon the arms [n this way it is possible to give a mechani
cal explanation of the direction of bendin ind
tions in them depend simply upon the variations in the
habitual attitude of the child

The other groups of change the visceral—are of even
greater importance than the osseou [ might remind vou
in this connection of another saving of Jenner., that it
would be as reasonable to regard rickets as a disease of
bones only as it would be to regard typhoid fever as mervely
a disease of Peyer’s patches. The visceral changes consist
first and chiefly of catarrhs affecting the lungs, stomach
and intestines. Secondly, they consist in a tendency to

fibroid change in some of the internal organs, particularly
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the ~~l»[4-<'|1 with enlargement of that organ, and an increase
in the fibrous stroma. The frequency with which enlarge
ment of the spleen is met with in rickets has been con
siderably disputed. Probably, however, it is not appre
ciably enlarged in more than 5 per cent. of the cases
that is to say, not enlarged to a degree sufficient to enable
it to be felt. These visceral changes have this great im
portance, that they cause, or tend to cause, death much
more than the osseous changes. It is largely a matter of
indifference to a child whether the bones are hard or soft,
unless he happens to be walking about But it is a matter
of serious importance if he is constantly exposed to attacks
of bronchitis or a catarrh in the intestines, because these
repeated attacks of catarrh subject the child to a great
risk of the development of tuberculosi

Now, to pass to the more clinical side of rickets, it is
well that you should recognize certain distinct types cf
the disease. First of all, there is the acute type, which
some people call *acute rickets.” But this term is one
which it is better to avoid, because many cases of infantile
scurvy have been desceribed under it But in spite of that
there is a group of cases which one can class together a
showing a rapid onset of the disease and a great tendenc)
to the development of visceral rather than osseous symp
toms, and as being characterized by considerable tender
ness of the bones, as well as a great tendency to sweating
Such children sweat profusely about the head, parti ularly
when they are asleep, and also about the trunk—so much
so that you will often be able to recognize them in a children’s
ward by the way in which they kick off the bedelothes
In such cases 1 think vou will find that the disease has
come on rather rapidly There is a second group of cases,
in which the osseous symptoms predominate, and in which
the bending of the bones is the most characteristic and
striking feature. These are the cases which are likely to
come under the charge of the surgeon for deformities of
different sorts. Such patients may suffer from time to time
from visceral symptoms also, but throughout the course of
the disease the bone lesions are those which most arrest
your attention. Then there is a third group of cases
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characterized by a k|u-r|‘1| tendency to catarrhs These

may be called the catarrhal cases. They are children i
whom rickets is not very marked, but who tend to have
constant attacks of bronchitis or diarrhecea, and in them
the rickety element is apt to be overlooked. There is a
fourth group which one can profitably recognize—namely
those cases in which there is great laxity of ligaments
brought

and muscle | saw vesterdav a child who w:

to the hospital with the complaint that he was unable to

walk When a child of three vears of age has not yet |b.l~~l(!
that “ walking milestone * which T spoke of early in these
lectures, vou mav take it that he is suffering from one ot
three conditions either he ha ric ket or he ha mental
leficiency or he i the ‘:J'in" 0l """[ Thi ‘ll!’é |
m }-rﬂ- n I not the subject of ym'«‘_ | ind there
was no reason to suppose him mentally deficient but he
uffered from rickets of the type in which there is extrem
laxity of licaments and great feeblene and flaceidity of

the “acrobatic

the muscle Th 1 ymetimes de 4|\i'v‘i 1
form of ricket wnd I shall show vou at the end of the lecture
yme lantern slide which illustrate it
\ll these svmptom no matter which are most pro
nounced, tend to come on pretty uniformly at a particula
period of life, and I want to impress this upon you, becaus
there is nothing more important than to know what disease
we most likely to happen at a particular age This is a
touchstone by which vou can invariably recognize a man

who has not seen much of practice from the man who ha
I'he beginner is alwavs diagnosing conditions which the
not occur at ¥|m! agi

maore v\’n"\(l?\"; man | wware do
lNus, I constantly find that voung infants are sent down
I

from the receiving-room with the statement that they are

uffering from rickets Now anyone who has seen much
of disease in children knows that definite signs of ricket

are hardly ever observed below the age of six months : the
likely time for it to come under observation is at
By that time the disease

most

about eighteen months of
omes distinctly marked. It is perfectly true

usually be
Many people assert that

that it begins earlier than that
rickets is always diagnosable in the second six months of




of

life ; but even if it were, it is only by the time the child i
L year ol rl;'»'m 1 Ill-'lllll\ HH that the \\!y||iltvll\\ ar I|i‘.l I_\
to impress themselves upon the mother,

We may now pass on to consider the causes of rickets.
| suppose there is no disease of which it has not been asserted
it one time or another that it is due to one of two causes

either to a mysterious nervous disturbance, usually
described as llenin- or to the action of bacteria To this
rickets is no exception. There have been some who have
asserted that it is due to a trophic influence of the nervous
vstem, and there have been others who have asserted
that the whole condition is produce d by a micro-organism |
hall ask you to dismiss both these theories from your mind
as being, in the present instance, quite unprover To
French author Wi we two other theorie ) of them
that rickets is an expression of congenital syphilis, and the
other that it is due to dilatation of the stomach Both of
those theories are equally chimerical. The first was put
forward by Parrot long ago, and the other by his sucee l
(‘fomby, at the infants’ hospital in Paris. Neither of them

has received much support, except from its author or hi

|'H}»l|~~ And, indeed, 1 think there are pra tically onl
two theories which have to be seriously reckoned with :
likely explanations of the production of ricket One of
those is that the disease is due to defective 'll""li"l“ll ol

lime salts, or to the production of lactic acid in the stomach
dissolving away the lime salts out of the bones I'his one
might call the ¢lime theory.’ The importance of con
sidering this theory is that a line of treatment has been
based upon it Lime salts have been administered. to
rickety children under the vague notion that a deficient
H[n}nl\ of them lies at the bottom of the Imnllh tion of the
trouble. In eriticism of this view it may be remarked
that, in the first place, there is no reason to suppose that
children who suffer from rickets are getting too little lime
in their diet. On the contrary, such children are usually
being fed on cow’s milk, which contains far more lime salts
than human milk does, because cow’s milk is designed to
build up the massive bones of the calf, and is therefore not

likely to be deficient in calcium. Further, nobody has yet




\RES OF CHILDREN

hown that the administration of lime ts 1s of any use In

ricket I would also point out that the inorganic matter

| of the bone, the calcium |r|w ‘»iuwh is dissolved away or

removed from the bones of ricket X !\Iw‘ I'Ixt'm of lime

Were an overproduction of lactic acid the cause of the

mischief. it would be dissolved awayv as lactate of lime
: So the lime theory is falling into discredit, and people ar
‘ coming more and more to adopt the other theor) which
{ is supported by clinicel observation, and also by a certain
!
| imount of experimental work—namely, that ricket due
to a deficiency in the diet of fat and proteins. And certainl
r ol | perien il yon teach vou that the main
char el f the diet hich tends to produce ricket
th n ill-balan liet characterized :
( f rhol Irat | ( prote ‘l
t Whetl the he f r of p1 N
vhich is the most importa tor in p he dise
| innot 1 (N nl kn tl | rea th
, amount of fat mm the diet yvou do n ! ( n ricket
!l' ind by increasing the protein e do ¢ | also It
i probably, 1n most case the deficien of both of thes
| which ha "rm!w ed the disease But whv it is that ricket
1’; hould result from such a deficiency no one has vet ex
"’ plained There no dire relation that anvone can s«
i between a deficien of fat and protein in the diet and the
i ftening of boni Yet there is no doubt that animal
| which are reared upon a diet which is deficient in fat get
{;I softening of bon n some way or another
:"'x No much for the theorie vhich have been advanced to
i ount for the production of ricket I emphasize the
last one hecause 1t by miw[y! 1 11‘,Y ”ww!\ as a \‘w'lel!l,j
hypothesis that you are certain to be successful in treating

VOUL Cast However that theory may stand pathologi

cally, there is no doubt that therapeutics based upon it

are justified by results

; Our next point is as to the diagnosis of rickets. That
is not usually a difficult matter in a straightforward case

i You will be struck first of all by the fact that rickety

{ children are slow in their development. slow in passing at

least some of those milestones which | drew attention to










in the first lecture They get their teeth late, their an
terior fontanelle closes late, they sit up unaided late, and
they walk late and all these things are due to the bad
deve fu-lmu nt and softening of bones. Then you will recog
nize, usually without any difficulty, the enlargement of
the epiphyses, particularly of the ribs. that being the
place where the enlargement comes first It will also be
a little marked at the wrists and ankles, perhaps, and
there mav be some bending of the bones. These are the
points to inquire into in the diagnosis of a straightforward
case. But there are certain pitfalls in diagnosis to which
| want to direct vour attention. One of these refers to

the rickety head. Ricketv children will be brought to

ou under the impression that they are hydrocephalic
That happens many times in practice. How shall you dis
tinguish the rickety child from the child with a hydroce
||i!*[~ head I'he head of rickets has characteristics of
its own, It is a long, square head, which looks as if it had

been deve M'.ml in a box [t is not globular, like the head
of hvdroce llimlu and if you compare the foreheads of the

two vou will find that in rickets the forehead goes up more

or less vertically in front and at the sides, whereas in hydro
cephalus it overhangs the eyes and bulges out above the
temporal region the top of the rachitic head tends to be
flat. in hydrocephalus it is convex and globular By

ittention to these points you ought not to have any difhi
culty in distinguishing a rickety head from a hydrocephali
one. There are certain mistakes which are likely in con
nection with the spine of rickety children, particularly
those who belong to the *acrobatic group There is a
tendency in such cases towards the production of a promi
nence in the lower dorsal spine, and they will be brought to
yvou under the impression that they are the subjects of
Pott’s disease, or tubercular caries. But you will be able
to tell a rickety spine from a tuberculous one if you re-
member that one is due to the actual erumbling in of the
bone, and therefore cannot be rectified, whereas the other
is a mere kinking due to laxity of ligaments, and so can be
straightened out. If vou hold the child up by the armpits,
if the projection is due to kinking iv will straighten out,
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Another pitfall into whi h vou are likely to fall is due to the

larce development of the abdomen in rickety children
Such case will be broueht to vou by mothers under the
impre ion that they are the subjects of tuberculous disease

and many of them are diagnosed as such and labelled with
l||<*|wlm ‘tabes mesenterica ..\vJ‘IH\\‘ which I have already
warned vou. There are several reasons why a rickety ¢hild
tends to develop a large abdomen. You know, in the

first place, that all children tend to have relatively promi

nent and well-developed abdomen:s The reason is that
thev have a large liver and a '(uH|u§\‘ In rickets both
Y"\V { 1’ I'Y L1 CXaLlrug !,V‘I“‘ li‘\ ‘\ Vil Ol I" Il }1“\‘
child tends to be even lar r tl i health, mamly from '
fatt nfiltration i the pely t the ime time tend
to be unusuall mall and to col ¢ upon itselt y that
'lnlw | l¢ room in 1t for th viscera to nk down mto
Moreover, the badl e \‘!‘jr'll and flabb MUSC e of the
rickety child abdomen JHH. distension to '.\‘m l';w~"
easily ; and such distension is rendered more likelv because
rickety children constantly suffer from gastric and intestinal
( 1“1‘15\ which lead to the develd |AII<MY of ”WII‘IHII' NO
there are many reasons why a child should suffer from a
larce abdomen : and if vou recognize the rickety element

vou will be on vour guard, and vou will not mistake the
( \’nld!;v‘lur nt for that due to tuberculous diseas

There is still another pitfall into which you are likely to
IKHII]!M and that i \!\.lf'llim“!ltj to disease of the nervou
system symptoms which are really due to ri kets | men
tioned such a case v moment ago, that of a child which

e. The

diagnosis in such a case. however. should not be difficult

could not walk hen he wa three vears of

You will find that a rickety child, though he cannot walk
is still able to use his limbs. As he sits in his mother’s lap
he will kick his legs about ; or if you tic kle the soles of his
feet he will draw up the legs, which, of course, he could not
do if they were paralyzed. In rickets the trouble is merely
an inability to walk, whereas in paralysis there is inability
to move a particular group of muscles in any way at all

Lastly, I would emphasize the importance of yvour being




able to recognize the rickety element in many other diseases.

For instance. a child may be brought to vou who is mentally
deficient. but who suffers from rickets as well ; and you
can do great good in such a case by treating the ricket

although it is impossible for you to improve the mental
condition \gain, when we come to speak of the nervous

diseases of children we shall see that rickets 1s a great pre
disposing cause in many of the fun tional nervous disorders,
such as convulsions, tetany, and laryngismus and you
cannot ll""l to treat the nervous disease with success unless
vou treat the rickets, which is the basis of it Further, in
the case of a child who is the subject of repeated catarrhs

bronchitis, or broncho-pneumonia, or it may be diarrheea
' tm | of the fix Yu“[w-yi nee 1o recognize hat these are
imply the symptoms of an underlying rickety ce ndition
lhat brings us to the consideration of what the treat-
ment of rickets should b Granted the theory of it
causation which [ tried to bring before ou—namely, a
faulty diet—vour first care must be to alter the child
food But you cannot hope to do that succe fully until
vou have first put the stomach and intestines into a healthy
‘.»||.}v!\«r|\ 0O '}1(.1 |w‘!‘<H 4|‘;‘t | !‘u lww1 \\]u 1 ‘\HI( L‘]\i 1t
So in many cases vour first task must be to correct any
digestive disturbance which exists You mayv have to
treat diarrhceea, or gastric catarrh, or want of appetite ; and
having done that vou change the diet And vou will

change it in this direction : diminish the amount of starchy
¢ things, and increase the amount of proteins and fat Prac
tically that resolves itself into increasing the proportion
of cow’s milk and administering cod-liver oil. Of course

if the child can get plenty of cream you can dispense with

the cod-liver oil But alwavs increase the amount of milk,
\ child of one and a half vears should be gettine two pints

of milk a day, whereas he may perhaps have been getting
only half a pint The yolk of egg is also very useful in
these cases, as it contains many things which the child
needs. It contains phosphorus, fat, and organic com
. pounds of iron, in addition to protein, and I like to give it
early in cases of rickets. In very yvoung children it may

produce vomiting ; but in most cases it is taken quite well
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It should be lichtly boiled. so that it i till liquid wher
given ; or you may shake it up with the mill ind give 1t
in that way Many of these cases also do well with the
addition of raw-meat juice to their food ; or vou may even
give them underdone meat scraped down. A rickety child
must be mainly carnivorou Rickets might be said to be

(Illl to l|}|‘||.|’l|ir vegetarianism and \VOou ||0‘,| I’HIE"H(v

to increase the proportion of animal food. because animal
food is characterized by richness in proteins and fat \bout
the lime salts vou need not trouble : there is no occasion

to administer them artificially, for milk contains them in

thundance Nor will drugs help vou mu h. unless vou
all cod-liver oil a drug If the child 15 an@emi ive iron
i addition Many people give phosphorus, but I am not
need that it makes much difference Attention to the
diet and improving the child’s hygieni urroundin mist
¢ our chief line of attack e 154 thougl i (
that bad diet t he NAan Caus et there are w*"ln""l
ftacton Want of inlight onsidered by many to b
one of these 'he child should have the benefit of the
un if there is an wnd attention should be paid to ventila
tion, bathing. and clothing For the deformities you ma
require to have recourse to surgical aid ; but it 1s surprising
how they tend to disappear after a time Bon which
have been very much bent ma till, without any particula
effort our part, but simply as the disease passes ofi

\
become straightened out again in a surprising wa

In order to IHI\HH the deformities from becoming
greater, it is sometimes well to see that the child kept
off his legs. To accomplish this you may require to tie
the [-_;~ O !)\nl 8| |Hll on |\;]H )ll\lt‘m which 'w-iu! be
\w!ul lil!' oot \IMI vou will require 1o lur,» them on fo
many months, at all events during the day, until the bone
have become consolidated again But in the very severe
cases, where the child is five or six vears of age, and wher
there is |u~l‘l|u||r||l deformity surgical means are alone
likely to give you much assistance

Before concluding this lecture I should like to say a word

or two about ‘late’ or ‘adolescent ’ rickets, and about

achondroplasia










RICKE

LATI L 'S

There can be little doubt that a condition very similar

ts upon the bones to ordinary rickets sometimes

m its efe
ippears in later childhood. or even at the ‘n»yi.ul of ado
lescence To this the term *late rickets * has been applied

Seeing that many of these patients have already suffered
from ordinary rickets during infancy, some have concluded

that so-called late rickets is merely a continuance or re

crudescence of the ordinary infantile form of the disease

This. however. is certainly not true of all the cases, and

there seems to be no doubt that late rickets is a genuing

disease, although whether it is pathologic allv identical with
ordinary rickets is more uncertain. Clinically late rickets
differs from infantile rickets by showing a greater tenden

to affect the long bones, the ep |ri|\ es of which show notable

enlarcement., « !um,u‘lg perhap vbout the knee so that

senu valeum and bending of the shafts of the bones are

pecially apt to result from it I'his is very well shown in

is that of |;'\lln|1\'!|

the photi _-|‘||.|‘ | show vou. which

vears of age. in whom the disease had been present for four

VEears On the other hand. the skull and the viscera do not
tend to be affected in late rickets. Skiagrams of the bone
in these cases show that ossification 18 very impertect

lhe treatment of late rickets is almost entirely surgical
(hy wsteotomy, et ind 1 shall therefore not dwell upon
I but. of course, vou may need to correct |I|.X|||l'~; that

is wrong in the diet or general surroundings of the patient

ACHONDROPLASIAZL

\chondroplasia is a condition which s sometimes mis
taken for rickets, although quite unjustifiably, for the two
diseases have really nothing to do with each other Achon
f about the third to the sixth

droplasia is really a disease
month of intra-uterine life, and consists in a partial failure
of ossification in the cartilaginous bones. Why this failure
of ossification occurs we do not in the least know, but the

consequences of 1t are very striking. A child affected with
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ach wullvr'ilx 1 has a ve Iy ( haracteristi appearance II 19

The limbs are extremelyv short in proportion to the leneth

of the trunk, producing an appearance which has some

times been spoken of as a “human dachshund I'he soft
parts of the limbs also hang in folds or crease like the
sleeves of a coat which i oo Ivl‘,‘ for the wearer The

hands are short and tumpy. the fingers being approxi
mately of equal length, and, instead of being parallel
radiate out like the spokes of a wheel—the so-called * trident
hand.” As the child grows the normal curves of the long
bones become exageerated. and as the flat bones are un

affected the vault of the skull grows out of proportion to the

base, so that the head becomes dome \|x,||u d, with a
beetling brow,” and a d plt\\il‘n at the root of the nose Y
I'he face also has a triangula: shape, being broad at the
forehead and Ian!‘H‘, 10 a |v“lvlui and p!wirulm; chin
Lordosis 1s well marked, and the patient walks with a
wddling gait, like that seen in cases of congenital disloca

tion of the hp With all these 'r.m);u!wlyt the viscera
wre unaffected. the eneral healtl ood nd the intell
gence norma 'he prog: therefore perfectly good

s far as life concerned. which fortunate. as the con

ttment




LECTURE XIlI

INFANTILE SCURVY

GENTLEMEN, —OQur subject of study in this lecture is that
nutritional disease of infancy known a CUrvy This
disease used to be called, and is still called by many people

curvy rickets.” That is an unfortunate term because |
think it is now quite well recognized that scurvy in infants

has nothing to do with rickets at all, but that the coexistence

of rickets in many of the cases is a mere accident, and due te
the fact that the kind of diet which D'r'?“‘l”‘]‘lv cury
is apt also to produce ricket Bevond that | believe there
no direct « nection be ( he t | nd
better u the term " inla 1y y nate thi
compl 'he pref ntil d boouss
ppa 1t | e Iy | 0V |
persorn It 15 not the vme thing as the scurvy which used
to be such courge on board merchant ships, or as the
land Urvy hich o ull Irs in persol h
: live in unhe hy surroundin It seems to be a disease
peculiar intant el T am glad to be able that
iust as in the case of rickets. it h been chiefly made known
by the labours of English physician v l'”!"“""‘\ ON¢
proud t by men attached to Gfat Ormond Street

H p tal I' st 1 S¢ Wer byuly:; |<'[ b |’| { 'he :AJ\.

Im the vea 1878, and 1t wa more fulle de ribed b ]
I'homas Barlow in the vear 1883. His work the subje
\ exhaustive and complete that ver little has been

lded to our knowledee of the disease meoee that time !
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teeth about to be cut, and that the gum over these is in a
imilarly swelled and discoloured condition. When you
come to examine the limbs you will probably find on one
or both of the lower extremities, usually towards the end cf
the femur or the tibia. a thickening which is extremely
tender when it is touched, and which presents a sort of
boggyv feeling on palpation. You may find, further, as
minoi symptoms of the disease, a lc'll(l(‘ll('.\ to hemorrhages
from the mucous membranes, and particularly the occwm
rence of hematuria, In rare cases the hamorrhages may
take |>|.nr also into the looser subcutaneous tissues, and
particularly into the orbit. These are the clinical signs
which you will find when you examine a typical case ; and
if you inquire into the history yvou will find almost invariably
that the child has been fed in a particular way—mnamely, on
a patent food, usually along with condensed milk. That
why cases of infantile scurvy are as common, or perhaps
even commoner, among the children of the upper classes
as in the lower, because these patent foods, being expen
ive, are to a large extent the perquisite of the rich It 1
only extremely rarely that the infant is found to have been
fed on the breast | have never seen such a case myself,
but 1 believe a few are on record in which, in some my
terious wavy. breast milk has 'llmlllvHI SCUrVY Once or
twice | have seen the disease produced in ¢ hildren who were
fed simply on boiled cow’s milk, but by far the majority of
the wes of the disease have been fed upon a patent food
vone or combined with condensed milk
'he pathology or morbid anatomy of infantile scurvy is
not a difficult matter to explain. It is characterized by a
ndency to '\.llll"ll!l-l‘_‘ 5. and the seat of those |l.l'l|wl
<1,.i;n eems to be ¢ ll‘llll!ll"ll l-‘\ the <||"_'I"'~' of vascularity
f the parts For instance, swelling of the bones is due
o lx.tll\"ll||t;t* oceurring 1in I[H‘ 4[1‘("; \.lw'Hi‘ll‘ |.l}\n| ot
the periosteum : the hwmorrhage raises the periosteum,
producing the swelling, and the pressure of the effused
blood on the nerves produces the tenderness. Sometimes
haemorrhage takes place between the epiphysis and diaphysis,
ind LUSeSs a ..\||||;|«-l.‘ wl».ll.nllwn of the former, so that it

may come to lie quite loose. Very rarely this process of
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haemorrhage goes on to the development of uppuration

Similarly the hemorrhage round the teeth is due to the
fact that the neighbourhood of the teeth is a place which
s unusually vascula That is all one need sayv about the
morbid anatomn I shall not discuss the chemical path
ology of scurvy, as it is still verv obscure. but shall pas
vt once to the question of diagnosis.

In the first }n‘:w vou will have to diagnose infantile

iy from rhewmatism | SHN that because I have had

several case of infantile curvy sent to me as rheumatism

in one of which the sufferings of the unfortunate child had

bheen a ravated by the vffected limb f,.x[u i,r\uhu] with
wline, 1 am certain that this is one of the commonest

mis'akes Hlll‘! WwWith reg wrdd to thi disease that the »~\.\v‘”i||;

ind tendern of the bones are regarded as rheumatic in
wrigin,  But that is a mistake which vou ought never to
i 3 1se at the age at which inf ntile CUrvy oceul
rheumatism | unknown Little ehildren below 1 \ealn
f ace do no iffer from rheumatism I do not know wh
{ b ne kno t to be af N u see thi point
| ( | | | o©re 1o I' €X Hx}'h O] nat
\ N { ) proba nh | h | ried t brin
heton | L p u lectur namely the principle
1 { 1 (115¢ { ( maore likel 1O
! han her A\t tl !uH', tlar age rheumatism
1 il | ( 1. but 1t doe not occur at H‘
\1 thin 1 th onadit 1 has been mistaken for
d more ex bl iphilitic periostits -\\plalll': peri
{ v { irs et he nchildren wl wre muceh voungeen
ian tl V¢ hicl iy ceu in the form of syphiliti
‘»ly“ ! e ribed hen dealin ith the 1hject
ngenit phil wndd v disease seen during the first
{ I 11¢ 1 A B O 1 " "141‘11-[ later in the form
f per { i1 ng the long bone very commonly the
hHia Ll | 1t Haren I'¢ “‘ tin "\ ovel lfiv‘ are {
1all eel You will find, t
| | f 1 nital phil re absent in LS4
pure | ind also that 1n ongenital 'l]l § there
1O SPONZIN f the um

taken for ordinary
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that is a fairly excusable mistake which I have known to be
made by people who are perfectly familiar with the usual
oms of both diseases. The only cases in which this
error mayv be made are those in which there is no affection

of the gum But there are other ]will\: which will h«‘]]»

ou. One of these is that the temperature is always raised
in epiphysitis, whereas in scurvy it is not usually so to any
‘ extent But one of the best tests of all is to observe the
result of treatment. Scurvy properly treated gets well
ilmost at once, so that the therapeutic test is of very great
value in diagnosis. If you are in doubt, then, whether a
case 1s one ot curvy or not }Mll the child upon a diet which
is suitable for scurvy and see what happens. 1f the child
has scurvy you will have done right, and improvement will
et in at once ; if he has not got scurvy you will not have

done any harm In some cases the therapeutic test may
be the only one upon which you can depend.*

['here is a fourth condition which affects the limbs, and
vhich it well to be on the lookout for, so that you do not
m vke 1t for ury namely, infantile paralysis beginning

h ] hesia Some cases of infantile paralysis are

mpanied at their outset by extreme }n‘.lul.uu:in»u of
the limb y tha whenever they are touched the lll|]“
Cri ut But in such cases the age of the child ought to
keep yvou right Infantile paralysis is a very badly-named
disease, becau it 18 not a disease of infants ; 1t 18 a con
dition which is almost unknown below one vear of age I

Ooceul most 'ulillvwltin b tween il\" ages of two AH‘I four.

In infantile pal 1] ] too, there will bhe UIHI»}:‘. or wasting
of the limb, and no swelling of it

I'he lesions in the mouth and swelling of the gums may
b mistake ntor w!fwl o :u‘.:'.wlx ||;~_\ ln‘l.\ be IIH;IJI\' n
fi for stomatitis, and sometimes there will be no means
f telling hether it is a case of mere stomatitis or scurvy
except by trying the effect of diet I'hese mouth lesion

wre much more likely to be mistaken for the ulcerations

vhich occur in connection with leuk@emia., 1 remember
eem v child about x vears of age lving in the ward of a

* ] lately seen a case of infantile scurvy which had been
regarded as one of fractured femur, but the history here should
Prove 1stal

10
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by its bed was a bottle of lime-juice The

‘hvlnl,r' and
and on examining

hild’s breath was exceedingly offensive

the mouth there was a large excavating ulcer of one tonsil

and ulceration and lividity of the gum
the child was suffering from scurvy

and one was told
ulul Wis ‘NIIIQ

that
benefit |»\

treated by lime-juice. But the child did not

the lime-juice treatment And on examining the blood we

found 200,000 white Orpuse les, 98 per cent. of which wer¢

[ymphoceytes: inother words, it was a case of a« ute leukamia

These latter cases are very often characterized by the
haemorrhages into the gums, swelling and

occurrence of
And it is well for you

of them, and ulceration

l“'ll!l!l"
as 1 shall have occasion to point out to you

to remembel

when [ speak of the ana@mias of infancy, that acute leukaemia

.l’lhullg"l very ranr 11 grown |.l| |N‘I~HH- 15 not \t‘l'_\ in

common in children ; and it is very often accompanied by

those ms of the mouth But here, again, the examina
tion of the blood will at once settle the matter
(Case which are characterized b haemorrhayge into the
orbit mayv be mistaken for two condition for sarcoma ol
the orbit on th ne hand, or for that very rare di (
Uled ehloron In the ca of mn there will be
isuall n f sarcoma elsewhere nd the therapeutic
test change ol diet vill be conclusive The differential
lhagnosis from chloroma 1 must defer until I come to ~|n‘||.
f it under th L1 11a
Lastlyv. 1 would mention that renal heemorrhage due
cury is apt to be m taken for renal heemorrhage from
other cause I have known irgeon cut down upon
kidne n weh a e, expecting to find a stone, because the
child had been suffering from profuse hwematuri H
found no stone ind the hamaturia  pe ted until 1t
irred to the \ft":-Y‘»'n of the patient to make a change
in the diet I'hey did ith the result th the hama
iria disappeared in t e of two day SO hematuria
from scury v thing which vou may overlook., Some
| much commoner symptom of

{ will com

than 1 enerall \|;o|mwi wnd that n

monly find traces of blood in the urine in a case of scurvy

Here, again, |

know of no very

vk for then

i vou lo
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definite way of making sure of the cause of the heematuria
except by having recourse to the therapeutic test— hanging
the diet and seeing what happens

Before leaving the question of diagnosis, I would remind
vou that you must be prepared to recognize the earliest
beginnings of scurvy before the full-blown symptoms, such
as swelling of the limbs, tenderness, and spongy gums, are
present \t first the child simply ceases to thrive, his
weight no longer rises, he ‘goes off his feed,’ and is fretful
and unhappy. If in such a case the diet be of a kind which
is apt to produce scurvy, yvou should not wait for further
!l"\t‘llllilllc‘lll\ but change the feeding illllmw“;llrll\. Dis
appearance of the symptoms will often follow at once

We may now discuss the treatment of infantile scurvy.
It was found very early in the investigation of this disease
that it could be cured almost at once by insuring the presence
in the diet of fresh constituents, such as fruit juice and vege
tables And the routine treatment for vou to recommend
in a case which comes before vou is that the child should
be given milk which is raw—that is to say, unboiled \lso,
iy patent food which the child is taking should be at once
topped You should give every day a few tea |»'IHI»IH!
of orange or grape jJuice, or, if you like, a little raw-meat
Juice The child should also be given baked potato. The
best way is to bake the potato in 1ts skin, and s rape away
the floury part just beneath the skin and shake that up in
the milk. You may ask why one should take that par

ticular part and treat it in that way The reason is that
that part of the potato is richest in potash salts If you
put a child who is suffering from scurvy on such a diet
the child will, in the immense majority of cases, get better
1|Iw‘>"wl LWaN ’l’\'l( | absolutely H""I'\[l: in the whole

range of therapeutics more striking than the effects which
vou get from a radical change of diet in infantile scurvy
and there is nothing in regard to which vou will deserve
O1 4.IH.H!| more ¢||||l' 11 |»'.n 110« “!.'. on I}ll' 1vl|||| lml\'l
there is nothing in regard to which, if vou fail to recognize
the condition, vou will deservedly get more blame, because
it is a disease which it is quite within the compass of medicing

absolutely to cure if it be only recognized.
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THE DYSPEPSIAS OF THE SECOND DENTITION

In a previous lecture you will remember we

(rENTLEMEN
restive disorders of infancy and

onsidered together the dig

now to turn to the study of kindred disorders in

I want
thout what one may term * the

older children, and to pe vk

dy pepsias incidental to the econd dentition There are¢
probably many reason hich render children at about the
lu‘mfw’ econd dentiti 1 part ularh ble to suffer trom
digest | rder Onie I these, no doubt the contfine
ment and want of pl ¢ ‘ ell as the mental
overstrail ! 1 nta ho life hich
1sua | I hou it period You ill find that
IMAny Case ! pey hildren are certan
ributable ha \ In the se nd place 1 t
t he \p i | 1] l e of lite, there Hl\"«'
or the | ( cmal I 4 | he digestive
) that the tomac! | ( '['ltwli" he demand

nd

e
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'HE DYSPEPSRIAS OF THE SECOND
secondl ubacute 4]\_|ul>-i<l or subacute gastro-intestinal
catarrh ; and, in the third place, chronic dyspepsia, duc
to chronic gastric and intestinal catarrh

ACUTE GASTRIC (

\'l

\RRH

Acute dyspepsia in older children resembles very closely

the similar disease which T have already described in the
we of infants [t begins suddenly, as its name implies
and the chief symptom is vomiting. The vomiting i
accompanied by prostration, and often by a high tempera
ture. and on examination you find that the tongue is thickly
furred. but that otherwise there is very little to be made
out These cases usually arise from one of two exciting
CAaust One is the consumption ¢ I yme irritating article
f  food What that food is varies in different instances
lhe stomachs of some children are peculiarly susceptible
to rita nb irticle which are eater ‘.‘l'lll“'l-|)l“|’
mpunity b tl 'hu me  children have great
lifficulty in dige I' hi | these seem prone
in them to p1 1 18K ntestinal « vtarrh In
10T« th catl na §Y nripe fruit but. of « (
there are different ki of fo hich 1
excitin f th ] ion I'he other great excitn
CAUSC hich e have bear in mind chill [ have
epeated] en of acu rastro-intestinal catarrh
brought on in children a bout the period of the second
dent n by exposure to cold I'hus, I have seen it happen
idden Tt ea-l hing I'he wre apt to
! 1 hietl I ma 11 !H]v ms !H‘i 1O « l\’] '1'n \\Mir
I intest 1 er‘ m 1 ther word the catarrhal trouble
‘ em t t 1n the omacl ind to extend downwards
hrouo! t he mac! nte th nte tinal canal ll-r' |
part larly the ¢ in those instance in which the ex
citin B ome error ol diet In them the it 'Hlu(l
! rouble end with diarrhoea and ‘]'« AIMH‘.H 1. by carr 1ng
1 WAy t he irritatingy !H‘lf'll"l leads to a *I)Hll‘w\lll“ll‘* or
natural cure I'he difficulty which vou will have in dealing
! ith these case 1 being sure that they are not 'Hw':ilzll'_,‘
else You mayv have difficulty in realizing how severe an
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attack of acute castro-intestinal catarrh may be ; there
may be high temperature, severe prostration, and vomiting,
with a furred tongue, and vou will, in such a case, be apt to
regard the condition as due to something more serious than
a mere gastro-intestinal catarrh—for instance. vou will
think of one of the ~~[n'|';Iil fevers |N'l’\'!|>\ of meningitis, o1
some serious abdominal trouble. [ have known a case of
that sort in which the abdomen was ||~'.c||.\ Ot ned under
the impression that the child was suffering from appen
dicitis
There is a group of cases in which those attacks recur at
intervals, in which a child will go for a few weeks and then
have an attack of castric catarrh. and then go on fo
another few weeks and have another attack, and thc mothers
ill describe them as ¢ bilious attacks.” Some of those
trits

cases are probably genuine examples of recurring
but others are, 1 think, of nervous origin, and are closely
allied to megrim. The term * cyclical vomiting * is some
times applied to them (see p. 361)

e treatment of acute gastric catarrh is quite simple
[n consequence of the great depression, you should put the

child to bed. and withhold all food for a time. or as long

as the vomiting is urgent During that time vou may
vdminister sips of iced water in order to allay the thirst
If there is much vomiting, there is no occasion to wash out

the stomach, but in cases where nausea is present you may
babies

find lavage of the stomach. as in the case of little

an important help. Drugs are not of much assistance

to vou, but the most useful are calomel and bismuth You
should begin at the outset by giving small repeated doses
of calomel, } to } grain every two or three hours until
2 grains have been taken ; then follow that up by bismuth
in large doses. Under that treatment, the attack rapidly
\ll'»\itlt'\ \llwl Y'n‘rl .\ull |>,|\1' to 1"vll\i<,1'|‘ IIH\\ vou are to

prevent recurrences of the attacks in future, particularly
when vou are dealing with a child who is the subject of
so-called * bilious attacks.” How you are to do that we shall

consider when I come to speak of chronic dyspepsia
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SUBACUTE GASTRO-INTESTINAL CATARRH.

We mav turn next to subacute cases of gastro-intestinal
catarrh. a condition which 1 think is less common than the
but which mav be left behind after the acute attack

abovi

has passed off, although it may also arise spontaneously
and be subacute from the outset In these cases the fever
is not so high as in the acute attacks, but it is more pro
longed, lasting perhaps a week or ten days. And as the
attacks are 1»‘v»||‘.]|,l!|}4 d by a tendenc Al to vomit, and some-

times by diarrheea and a furred tongue, you will readily

understand that these cases are very apt to be mistaken

fon 1\}"14"\E fever
to be written down as ¢ gastric fever.” You know that

nowada the term gastric rever ha fallen into disuse

and manv of them undoubtedly used

ind we knoy that a | e number of the cases vv4£l~<[|IH"I

were undoubtedly cases of enteric fever, mild in degrec

But I think it is also true that yme of them were really

Instance of ubacute gastro-intestinal catarrh Fortu
natelv. in the agelutination test we have a means of dis
tincuishing those cas from true enteric. Clinically,
without that test there is difficulty, because the two diseases
imulate one another ver closely NO you must be on
vour guard not to mistake them for enterie, and »ice versa
The treatment of them is very much the same as that of
weute attack namelyv. rest in bed. restricted diet, and the

administration of calomel and bismuth

MUCOUS DISEASI

I'he last group of 'l_\\}u]v 1as the most important ol

ll—that of chronic cases of gastro-intestinal catarrh.
These cases are extremely common. You will meet them
in some form or another in practice almost every day
Together they form a class which is fairly definite, although
one can distinguish in it certain special types of the disease
'|'|u"\ are sometimes known under the term *‘ mucous
disease,” that name having been first given to them, so
far as I know, by Dr. Eustace Smith, for reasons which we

shall see immediately.
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[ want to deseribe to you what those cases of mucou
disease are like, and to try to draw for you a clinical picture
of the condition. The child will usually be brought to
vou by the mother with the 1‘rll\"‘l:w(1' that he is wa ting.
She may tell you in addition that he is languid and peevish,
and that he does nothing but ‘lie about ’ all day Very
frequently vou will hear the complaint that the child has
a cough, and the combination of wasting and cough is often
the thing chiefly noticed by the mother, and it is apt to
throw vou off the scent. and lead vou to believe that vou

are dealing with a case of pulmonary tuberculosis. Over

Mr»l ovel wam 1ich Case K ent to |ﬂ l»l'.1| \'.H|w 'wlxw
diagn of phthisi When vou come to inquire furthes
into the mptoms of the child - will usually be told
| he )] | 1 SO e on tl othei
hand quite pp ndition of thn for
there i \ iou ppetite I'he mother will sav tl

1n |-\"» of the fact that the child eats a great deal. he doc
not eem to 1 N fatter h‘ t] ( Cases where 1}‘.
appetite 1s voraciou ou will sometimes get a history that
the child ha a lLikn fo1 ¢ tlvw" ""I.-I'I'\'! TMM,

You may find that he has been eating coal and cinders. o
has been going to the wall and Pl king off pleces of [l!ﬂ ter
and eating them To that condition of abnormal :‘||}u“H<
the term |>L h beer ‘>1,!“uu[ and it 1s not very un
commonly met with among children who uffer from this

special form of chronic gastro-intestinal catarrh. When
you inquire into the condition of the bowels, vou will gener
ully be told that there is constipation. You will hear that
the child’s motions occur at irregular, and sometime pro
]"M"ll ill’-‘\ l‘\ that the I'H: con 151 of more or II

hard lumps, surrounded often by material which the mother

compares with white jelly—that is to say, by mucus Very
commonly vou \‘l“ oet a |r‘ tonry that I|H’ 4']|i|11 i Ylllll'vlﬂ[
with worms LLess 'rtl(lh-ml‘ there will be a tendency to
diarrheea, and one characteristic of such diarrheea which

you will often notice is that it tends to come on immediately
after the taking of food. The mother will tell you that
immediately the child eats a meal there is a tendency fo
the bowels to act To that condition the term '|i"|lil'lix'
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diarrheea * is applied.  Proceeding further in your investi
gation of the case, vou will find that these children usually
sleep badly at night, that their slumbers are restless and
disturbed by unpleasant dreams, and there may be even
a tendency to somnambulism. Many of them also have
nocturnal incontinence of urine. The mother will fre
que I!'l(\ tell vou also that the child becomes very |1;|[<’ at
interval he will say that he goes ‘deathly white ’ for a
few minutes, maybe repeatedly throughout the day. These
fits of pallor are a little difficult to explain. Some people
attribute them to colic. Dr. Angel Money has described
them as cases of * vaso-motor }»Ht-ln\‘\ * because he »-l||p|n‘~t‘(|
they were due to ~|v.|\m'»']i(' (]i\rh;\lut s from the vaso-motor
centre analogous to the spasmodic discharge from the brain
cortex in epilep [ need hardly say that that is a purely
hypothetical explanation. Certainly they are associated
with vascular alterations, perhaps spasm in small arteries
or sudden lowering of the blood-pressure ; but what the
exciting cause of those alterations in blood pressure 18 we
‘}“ 'l"' 1”’\\'

When you come to inspect the child for yourself, you
will usually find that he is at or about the period of second
dentition the l‘lli'v!‘ﬂ.\ of i|)»‘ cases occur in (“Iiltllrll
between the ages of five and ri',_'lll The child !lem”‘\ looks
'nn\j!‘\ nourished : the \'H!lll)l('.!l'!l 18 ]»:lh- and frequently
there are dark rings under the eves. On examining the
tongue you will find that it presents certain well-marked
features \s a rule, it is covered by a thin fur, through
which you can see projecting red points, which are the
enlarged fungiform papillee. Or, in other cases, and these
perhaps the most typical, the tongue has a glazed appear
ance, and is of a slightly yellowish or fawn-coloured tint,
looking. as it has been described, as if it had been brushed
over with a solution of gum. In yet a third group you will
find that the tongue shows peculiar mapped-out areas,
curious irregular patches where the epithelium seems to be
denuded, which have been fancifully compared to the con
tinents in a map of the world ; hence it is called the ‘geo
graphical tongue.” On proceeding to examine the child
further, vou will find that the skin is dry and harsh. Usually




154 LECTURES ON DISEASES OF CHILDREN

vou cannot make out any physical signs of disease in an)
of the great viscera : the heart, lungs, and abdominal organs
appear to be healthy But when you come to inspect
the throat, yvou will almost invariably find that it is in a
more or less unhealthy condition, that there is chronic
pharyngitis, more or less enlargement of the tonsils, and
very frequently adenoids in the naso-pharynx. It is really
to the unhealthy condition of throat that the cough in
these cases is due. and that fact I cannot too \lr'<:||}_'|‘\
impress upon you. The majority of cases of cough wkich
wre brought before vou in children are cases of throat
ough. and not lung-cough at all. When vou examine the

urine vou will often find that it is turbid, owing to a deposit

of urates. Sometimes in such a case the mother will de
ribe the urine as being ‘milky * when passed, that appear
wnce beimnge due to ]..[w urate On chemical examination

vou will often find that it contains albumin, probably in
many cases nucleo-albumin,  Such children make up a large
proportion of the so-called ‘cyelic albuminurias,” whi h
are, | think, better termed simply functional or postural
ubuminuria—that is to say, cases in which there is no
organic disease of the kidney, but in which albumin o1
protein appears in the urine at particular times of the day
usually after the child has got out of bed and is going about
The morning urine which has been secreted in the night
is usually free from any trace of albumin at all

Such are the chief symptoms of a M]lh al case of this
so-called mucous disease. But you will frequently meet
with cases which are not so typical as that, but in which
one or other group of symptoms tends to overshadow the
rest And [ think you can distinguish several such special
groups First, vou can distinguish those in which the
constitutional symptoms predominate. By that | mean that
the chief symptom is the wasting, accompanied by mental
nlrlxlv\-lw!l A1l|1| l‘lll‘,‘H'VI .Illll ]u‘l"m[x\ I.\ some <|'L'|l'!' ol
mental irritability. Then there is a group in which the
stomach symptoms predominate. The chief complaint in
those cases is that there is pain after food—a pain which
vou will frequently have difficulty in referring to the stomach
or colon, but which may probably have its seat in both,

oV

d
d
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owing to flatulent distension of the stomach and large
bowel. Other cases which certainly belong to this kind of
intestinal disorder will be brought to you simply for worms,
and I want to impress upon you at this point that you
should always regard worms as a symptom, and not as
a disease 'I'llﬂ\ are a symptom of chronic intestinal catarrh
and not a disease in themselves. Other cases will be brought
to vou solely with the complaint of lienteric diarrhcea
that is to say, the diarrheea is so prominent a symptom as
to overshadow all the rest. And, lastly, you will have cases
brought to yvou for restless and disturbed nights, the so
called pavor nocturnus, or night terrors

We will pass on now to glance at the pathology of this
disease so far as we know it [t is difficult to speak at all
dogmatically in this matter, because there is an almost
wrm'»lv‘lv« absence of post-mortem evidence in regard to it
It is not a fatal disease ; it leads to much ill-health, and it
predisposes the child to suffer from more serious disorders
such as tuberculosis, but it is not in itself inimical to life,
and thus there is no opportunity for investigating its
morbid anatomy Dr. Eustace Smith has a very neat
theory to explain all the symptoms detailed above. He
avs that mucous disease is due to an over-secretion of
mucug throughout the whole alimentary canal ; that the

the stomach sluggish and

excess of mucus l-!(r«]ll\l‘\ 11
painful digestion ; in the intestine it wraps round the in
testinal contents, the consequence of which is that the
digestive illl(‘t'\ get im'wlh‘f‘l access to the food, and hence
absorption is interfered with, and as a result the child
wastes _\lurlu\c‘l‘_ l||t‘ ~<“\'v,|lu|)\ MAasses iII l]lt‘ ';ll‘,’t'
intestine get coated over with mucus, so that the wall of
the gut gets no purchase over them to squeeze them along
but glides over the masses ; hence the frequency of con
stipation. In addition, the mucus forms a good nidus for
the worms to live and feed and lay eggs in.  One might go
further, and say that in the cases in which there is albumin
in the urine it is very often a nucleo-albumin, and that this
is due to analogous over secretion from the cells Iin!l': the
urinary passages. And one might also point to the throat,
and say that there, too, one finds chronic catarrh and the
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i production of an excessive quantity of mucus. Thi
theory, then, as you will see, is very neat and ingenious ca
i .l!|l| i' tlwl'~ l\]>|,|i|| Y.ci|l\ ~—L|¥'J.r.‘l1«|‘il\ most at |<.1~!_ VO
‘; of the symptoms But it is one which it is very difficult VO
i to be sure about In those cases in which you get the tu
pa sage of masses of mucus from the bowel there i \ ch
’ Hlll~|<|t'l1|||[l‘ amount ol « \i¢it'l|l ¢ 1m »H}»ilwll of it But thi 181
‘ does not .||‘.\4|.\\ oceum and the real lI|||b-v|MHrr of the 1o
it theory is that the treatment which is based upon it is cer Bi
i tainly justified by its results. That treatment I shall p1
| describe to you immediately There are many who do not Cl
accept the mucus theory, but who consider that these cases fo
are more obscure than anyv such ¢ \lli&'!\«ll‘w'll as that would ca
lmlfi vou to 'n Ilv'\' 'H:v \ '|| H! one 1 }H?l‘ -1v ihll;‘ \.\i’\
.Mi! orde r of lillmlwlhm a defective }wﬂul of a imilation 9]
which they compare to the gouty condition in grown-up a
people. They sajy wnd especially French autho that e
| those children have the arthritic diathe " whatever tl
it L exactly that may mean. There are physicians in this county |
fE who also maintain that view. and believe that these cas i1
f%‘lx JY'#‘*]II! il!\'lllll wa\y nwW(u:nN'ln\\ lllu'rl 7"”1 to an im 1«
“"f perfect elaboration of protein material, which leads to the
‘!1:1' production of an excess of uric acid, pretty much a 1 il
;l;! know takes place in gout Between these two theories | I'
! 1} shall not :l"v‘!nlxl to decide because. a I have vid, ther W
”' is no definite ground to go upon in the argument [ want t
('~ l further to point out to you that whatever the true theory (
TM' q of the mode of production of the symptoms is, there can |
{ no doubt whatever about me frequent exciting cause of the t
"lii‘ (I\\"!lll’l ‘H|4|1i|.4’ | a matter \‘»ll“’li“ \ H"lil"ll‘”ll}ll»(:.llr¢ d
i/ for you to know [t is the excessive consumption of suga /
That is so common and so well recognized a cause of thi
disease that you might almost call it the 1]\»]‘4 psia « I sweet
,] 1:llil|‘_' «‘IHHM‘H \bull will remember that can sugal
eminently a producer of mucous secretion. If yvou take
J i cane-sugar into the mouth and suck it, the mouth becomes '
. sticky, not merely from the presence of the sugar, but from i
g, the secretion of a viscid mucus by the salivary glands.  So J
; that this fact would also fit in quite well with Dr. Eustace (
i Smith’s theory
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We come now to the diagnosis of chronic gastro-intestinal
catarrh. 1 have said that these cases will come before
yvou with great frequency, and there is one condition which
you are particularly apt to mistake them for, and that is
tuberculosis in some form. One reason for this is that the
child is so often brought for cough and wasting, a combina
tion of symptoms which in a grown-up person you are apt
to associate with the presence ot ||ll[ll|t\11.ll‘.\ tuberculosis
But T would ask you to remember once and for all that
pulmonary phthisis is a rare disease in children. Tuber
culosis at this age does not tend to take the I»HIHIH!I(II’.\
form If you are in doubt whether you are dealing with a
case of latent tuberculosis somewhere, I advise you to give

heed to the temperature ; make a point of taking it night

wnd mornin for a few davs |’_\ speptic cases are not
accompanied by fever, or, at all events, the fever is not
continuou There mayv be transitory attacks of fever during

the exacerbations of the condition but l‘u~-t‘ H|1|_\ last a
short time. whereas cases of tuberculosis, no matter where
situated, tend to be accompanied by nocturnal rises of
temperature, which persist for eral weel

Finally we arrive at treatment. If you set about this
in the right way, I think I can promise you very satisfactor)
results. But if you are not familiar with these cases, you
will find them verv troublesome and chronic, and difficult
to cure. Seeing that 1 have just mentioned that the
excessive consumnption of carbohydrate food, particularly
ugar. is undoubtedly one of the chief exciting causes of
this form of dyspepsia, the main line of treatment must be
dieteti I'he first thing to do is to attend to the food
The sheet 1 have put into your hands describes to you the

chief lines upon which the diet for such cases should proceed

DirecTIONS FOR DIET IN CHRONIC DYSPEPSIA

No food must be taken between the regular meals.

No sugar or sweets of any sort are to be eaten.

I'he child must not eat: New bread, potatoes, peas or beans,
turnips or carrots, pickles, pastry, jam, syrup or treacle, or cakes.

The diet should chiefly consist of : Stale bread or dry toast, with
butter or dripping, bacon, eggs, fish, meat, milk, plain milk-pudding
(except cornflour, arrowroot, or sago), and green vegetables in small
quantity.

R
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You will see that it consists essentially in the limitation
of carbohydrates, and in the almost total prohibition of
sugar If you will keep that broad principle before your
minds, you will have no difficulty in adjusting the details
Next to a change of diet 1 put in order of importance
change of air. Repeatedly one has seen cases which were
hanging fire and not doing well get better right away when
they were sent to a convalescent home at the seaside. That
is probably to be explained on the grounds which I have
already mentioned, that many of these cases are due to a
lack of physical exercise and confinement to school for long
how and to unhealthy homes Next we come to consider
the question of drugs. You will find that the drugs chiefly
of use at the outset of the case are alkalies and aperient

| think aperients are useful no matter what the state of the

bowels—whether there is constipation or not—and it is a
ood routine plan to begin by using them. The usefulness of
1;=w»t It‘!llt‘«l\n’- nay ‘l|~rr i .lHHIHHM{ |-vl On !iu exXcessive
production-of-mucus theory \ccording to the holders of
that theory, one should administer alkalies because they
wre an admirable solvent of mucus And one administers

‘IIHZII nts to get lltl Of I!u MUuCus \*.le"( 'I.M bet [lxn(“~~lvl\|u|
Whether the 4\,l|(lll“"ll i1s rigcht or not. at all events vou

will get great success from l'umu]rl[rll n of this line of treat

ment I use some such prescription as this : Pot. bicarb
iw! cit.,aa ograins : tinct, nucis vom I minim «um,muwi
infusion of gentian, 2 drachms, given with a little water a
quarter ot an hour before the meal The action of each in

oredient of this prescription 1s believed to be this :>|']1r bicar
bonate of potash dissolves the mucus. The citrate is given
largely because these children tend so often to have thick
urine and the passage of urates The nux vomica is :}\t n
to increase appetite, which is usually bad. The gentian
is given for the same reason, and also because it has a
mild astringent action on the mucous membrane of the
stomach. In cases in which nervous symptoms predomi
nate bromide of potash should be added to the prescription.

The aperients I like to begin with consist of rhubarb
and mercury in the following combination : Rhubarb
powder, 8 grains ; bicarbonate of soda, 10 grains ; gray

’
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iw‘.‘,lh’v 1 to 2 grains according to the child’s age This
hould be given every night, or in a milder case every other
night Rhubarb is selected because it has not only an
aperient action, but it has an astringent after-action., and
a tonic effect upon the flabby mucous membrane. One
adds bicarbonate of soda for the same reason as in the other
mixture ; and many cases are undoubtedly greatly bene
fited by mercury in some form or another, probably because
mercury seems to have a peculiar specific influence in
diminishing catarrh of the alimentary canal. After a course
of such treatment for a fortnight or so, you will probably
find a striking degree of improvement ; the child’s appetite
will have returned : he will begin to gain flesh ; he will no
longer suffer from restless nights, and you will have reached
a stage at which vou can begin the admistration of toni

or other. A very

which must include iron in some form
cood form is the wine of iron, given with an aperient in the
form of aloes.* 1 want particularly to impress upon yvou
that vou should defer the administration of these toni

particularly iron, until you have got the tongue clean and
the stomach in a healthy condition. There is no commoner
mistake than to treat these cases at once with cod-liver oil
and Parrish food as soon as they are seen The doctor i
apt to order them iron to make them strong and cod-liver
oil to make them fat : and such treatment. if begun too
'!I!\ 1|“|\ l\:tl?!l 1nste ni of ;'w»v] |[ IS a ’_“v-ll ||||4 11
medicine not to begin the administration of iron until the
stomach is in a healthy condition, because iron is almost
Uwayvs an irritant to the stomach, and it is not absorbed
and made use of until the alimentary canal is brought into
v condition somewhat approaching that of health. On
the other hand, malt extract is undoubtedly of use some
times in promoting the assimilation of starch food

Although that should be your general line of treatment
you will find that special symptoms in particular cases may
call for special remedies. Many patients, for instance, are
troubled with gastric pain or colic, which may be extremely
obstinate, and sometimes the only thing to which it will
vield is opium. The best form in which to give it is Dover’s

* Vinum ferri, 31. ; decoct. aloes co., 31, or jii.—after each meal.
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uthcient, If vou

2 or 3 grains ought to be
u will find the best

5
] |

}..n,x!.l and
) deal with,

have lienterie diarrhoea te

l|||l\g to do 18 to ogve small doses of opium before meals
e enough

perhaps 2 minims of the tincture of opium may |
well to combine with that a -hw|l"1 Fowler’s
Lienteric diarrheea is brought

and it 1 solu
tion and a little nux vomica
about by peristalsis in the upper part of the bowel being to
active and too l‘.‘l\ll'\ excited It‘!lt'\l'\ so that when food is
introduced into the stomach, instead of merely exciting the
wave of peristalsis, which spreads

stomach it starts a
motion. Opium is

through the intestine and leads to a

often the only thing which will allay that and prevent the

diarrhoea Sh uld he ,ulm"u be a l»lwmil]rlql S\ ln[»!um as 1t
s apt to | I recommend you to pay particular attention
to the refraction of Ylu'tf- You will often find that ther

a slight error of refraction, astigmatism, or hypermetropia
and if you correct that by means of suitable spectacles the
Ew vuIJ I.< |[ J!»l'l‘\l at once v!]H' 4"l|‘|\ ‘Ai\w ll 0
common in these children, may necessitate local treatment
directed to the throat; you may require to use nas
douche or washing out of the back of the throat with an
alkaline and antiseptic solution. But in many instances
you have to proceed sooner or later to the removal of the
tonsils, and perhaps also of adenoids. But the relation of
wf"'l'vul to these case I 'I'H discu more IIIH.\ 1n .HIHI'\"!'
lecture

[ have already mentioned that children who suffer from

this form of indigestion are very prone to have worms, and

[ may conclude what 1 have to say to-day by a brief di

cussion of this complication

INTESTINAL WORMS

There are three varieties of worms which may inhabit the

alimentary canal of children. There are the tape-worm

the round-worm, and the thread-worm
other forms are met with, but for practical purposes

are the only worms we need discuss as affecting children in

On rare occasions
these

this country

th

all

1
(91
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TAare-WoRMS,

Two varieties of tape-worm are found in children. These
are the Twnia cucumering and the Twenia mediocanellata.
I'he first of these is much rarer than the second, and is, in
fact, not very well known, It is a comparatively short tape
worm, and its presence is recognized by the passage of small
oval segments. Both the cases I have hitherto met with
were in infants at the breast, as is usual with this worm ;
this extraordinary point in the distribution of 7'@nia
cucumerina naturally causes difficulty in diagnosis. You
may ask, How in the world does a child nursed at the breast
get a tape-worm ? It appears that this particular worm is
always acquired from cats, and in every case it is found that
the sufterer |m~ been 1n « ]u\.- .l‘\"“i.l’\'llb \\||| one of Ih!'\!'
animals

T'enia mediocanellate is the common tape-worm with
which you are all familiar, both in children and in adults
[t seldom occurs in young children, but is frequent at and
after the second dentition

Children are often brought by their mothers for advice
with |t*_*.||<] Lo worms Various ‘q\lli[i“):ll\ are \lll»[m\wl 1o

be caused by their presence, such as wasting in spite of good

appetite, abdominal pain, and so on. Let me say at once

that, except possibly in the case of thread-worms, I know of
no symptom that points definitely to the presence ol worms
The only method by which you can diagnose the existence
of worms in the alimentary canal is by actually seeing

segments or endire individuals in the feces

'/v/.y////uu/ uf. ,/'4//:, il‘l'"///‘.

This is not such an easy matter as one might suppose.
You will often fail to get away the whole worm, and this is
in many cases because the condition is not taken seriously
enough, and treatment is half-hearted.

The patient should remain at least twenty-four hours in
bed, and for some hours before the anthelmintic is given,
and until the worm is passed no solid food at all must be
allowed. Begin in the evening by giving a purge so as to
i |
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1 clear the alimentary canal as much as possible, and thus 18,
expose the worm to the direct action of drugs A full dose tu

‘ of castor oil, or of liquorice powder, or of calomel, should be c(
: administered ; it does not very much matter which, pro Wi
f vided the dose 13 a sutficient one | ki
1 Of the anthelmintics none surpasses male fern, which, on ! L
5 account of its nauseous taste, is best given in capsule in { th
{ 15-grain doses every quarter of an hour for four doses. A r I
child of the age at which tape-worm is common will stand Vi

i such a dose quite well : children, in fact bear all aperients a
well in comparison with adults Having given four such h
| s best to wait for an hour or so, and then to give ta

another purge to clear out the worm \s a quickly-acting
| |

wperient wanted, an effervescing saline, followed by a hot
drink, 1s useful W
[t is very important to attend to details in the passage of I'¢
' the resulting motion. It should be passed into warm water
| to diminish the risk of breaking the worm I'here should be p
! a sheet of black crepe on the bottom f the vessel, which lo
l‘ sists the search for the head of the worm : this can often b
' with a little p1 wetice ]l-’l1-",|"\,1w| bv the naked eve I b
| | is only when the worm is «'-IHI»IM-’]_\ evacuated and the a
! head seen that one can be sure of succe a
i | If the treatment fails it is not advisable to repeat it until
;;:’ after an interval to allow of growth \s a rule this takes a
| vbout two month The essentials are rest, starvation, g
bl | purgation, full doses of an anthelmintic, and care in the way '
.IAI | in which the worm is received when passed
i \bout the treatment of T'@nia cucumerina 1 cannot tell
: ou much Personally 1 should be rather afraid of giving
HH!' fern to a imv;. ;mlr'\ ‘ |HrHi4| I'M"'l 1,1!!'Hw| ;ll\'l (
perhaps small doses of santonin a well Both the cases 1
('* to which 1 have referred had calomel only, and soon ceased \
to pa segments, though I had not the opportunity of 1
ecarching for the head
RouND-WORMS
(

\s in the case of the tape-worms, there are no symptoms

characteristic of this worm, the Ascaris lumbricoides. There
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is, however, no doubt that it may cause reflex nervous dis
turbances of various kinds. I have myself seen cases of
convulsions which ceased after the passage of a round
worm. These worms are probably derived from certain
kinds of food, particularly raw vegetables, such as salads.
[ once had to do with a family of strict vegetarians, in which
the father, mother, and both children were suffering from
round-worms, and 1 do not doubt that it was from their
vegetables that they had contracted the parasites. With
a view to prevention it is well to see that anyone who
has had a round-worm should avoid such foods, or at least
take the most careful precautions about washing and cleaning
them

The round-worm is the only kind of common worm to
which any danger attaches. The danger arises from this
reason, that they are always prone to wande When the
worm wanders upwards into the stomach, it is generally
|;|w|||];(|\ vomited but it may obtain entrance into the
larynx and cause suffocation, or into a bronchus and set up
I'l"[l‘llh“l.l\l‘ Il a 1‘|r||4] ||:|\~1~ a Iullnll worm 1t -]1H|I|!]
be at once put through a course of treatment, for these
animals often hunt in couples. Fortunately round-worms
are more easily got rid of than tape-worms.

Santonin is the best remedy, for it is effective and safe ;
amongst numerous other anthelmintics 1||»\HHI| has been a
good deal used. Santonin should be exhibited as a powder

in this combination

Santonin gr. 4
Calomel . gr. 4
olgan q.8

Give one such dose for every year of the child’s age every
nicht for three or four nights. So much, then, for round
worms : their treatment is simple, and when once the worm
is seen there is no anxiety as to any of it having been left

'n‘llilu|,
THREAD-WORME,

The third and commonest variety of worm that attacks
children is the Oxyuris vermicularis. It is very important
that

to realize thread-worms are not a disease in them
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selves, but a symptom of an unhealthy state of the large

bowel. 1 doubt very much whether a thread-worm can

exist in a bowel that is healthy The sort of condition

required is one of catarrh associated with the presence of
mucus. It is in the folds of the swollen mucous membrane
that the worms lodge, and to be successful in treatment this

1‘<lllrll1i'»ll must be l'('lllmllwl
Another difficulty is that the patient, if a child, is con
himselt Further., the ova are often

stantly reinfecting
appendix, which forms a

deposited in the vermiform

regular breeding-place for oxyuris. When once one has

such an appendix full of young worms, it can be

geen
realized how difficult it is to stop the constant reinfection
This brings us to the symptoms caused by thread-worms

There are certain purely local effects, such as irritation,

t is quite possible

cratching. and so on Bevond these

that incontinence is sometimes due to worms, but there

much less ground for the belief common amongst mothers

that P l\\l:-_' at the nose 1s evidence of them As 1‘1"_3.H||\

pallor, abdominal pain, wasting. headache, and other vague

symptoms, 1 am convinced that these are really due to the

state of ill-health which permits the worms to flourish, and

which 1 described in the earlier part of this lecture

l'o get rid of the worms it is neeessary to deal with this

underlving condition by the methods detailed above

Some authorities recommend santonin by the mouth for

thread-worms. [ am not at all sure that 1. has any anthel

mintic effect on them, and if you adopt the methods I have

indicated there will be no need to use 1t

To deal with the worms locally, various injections have

been proposed. Infusion of quassia is an old-fashioned pre

seription and a verv good one : solution of common salt, in

the proportion of an ounce to the pint, is another ; and
infusion of garlic is sometimes very effective. These may

be safely used every night for a time. The following may

be injected everv other night for three doses with good
results :
0il of turpentine

santonin

sStarch mucilage
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There are two different systems of giving an injection for
these worms. Some physicians advise a large injection so
as to reach as far up the bowel as possible. Others prefer
a small one that it may be retained as long as possible. My
own feeling is in favour of small injections, which have the
advantage that they cause much less discomfort, as the
process is one which is frequently repeated ; this is an
important point when dealing with young children

The injection should be given warm, and quite slowly,
through a funnel. The pelvis of the patient should be
raised An injection of 6 ounces when given thus may in a
child reach the transverse colon by reversed Iv'li\l:|l\i\
This-small quantity is safer and less likely to be painful than
the larger doses ; in addition, it is far less likely to damage
the intestine, whose wall is thinner and more easily ruptured
than is often thought

A small portion of ung. hydrarg. inserted into the rectum
every m:hl for a few M‘_‘m\ 18 .’:\u a very useful |<w;!|
remedy

[t is well to order a little weak white precipitate or nitrate
of mercury ointment for local application, to relieve itching
and to prevent wandering of the worms

I will only repeat that local measures are less important
than attention to the state of the intestine, for if the worms
are only killed off locally they will certainly come back, a
process which has been known to continue for years

If T have mentioned to vou but a few lines of treatment
it is because I believe that if they are thoroughly carried

out satisfactory results will alwavs be obtained




LECTURE XIV

! (
| RHEUMATISM IN CHILDHOOD :
(GENTLEMEN I wish to bring before vou in this lecture the i
ubject of rheumatism as it manifests itself in early life. %
Now, there are few diseases commoner than rheumatism in \

one or other of its many forms in childhood, and one may say
uUso that there are few more serious. or in relation to which
our responsibility is greater ; for rheumatism, you will

s often the parent of cardiac disease

| remember, in early life

in later life, and many people suffer from disease of the heart

'l' for a large part of their adult existence because they had
I an attack of rheumatism which was overlooked by the
l; medical attendant in their childhood. That is why 1 want
! to impress upon vou yvour responsibility in relation to thi
i disease. It is a condition which, if properly treated, may
i | be cut short, and, if cut short, many consequences which
; ! would otherwise ]lli-,||' the life and activity of the sul it"'l
L : of it mav b prevented

ALl | By rheumatism in children I mean something quite
i pecific and definite. You know that the term in relation
1 to adults is one which is used in a very vague sense. One

talks of ‘chronic rheumatism’ of a joint, for instance,
without having any very clear idea before one’s mind of the
exact pathological state of that joint Now, in the case of
children one does not talk in that loose way One means
by rheumatism an acute specific disease, which is almost
: certainly due to a specific micro-organism. Indeed, |1
il think the modern view that acute rheumatism is due to a
micro-organism receives strong support from the study of
the disease in childhood All micro-organismal diseases,
all acute '~|N‘<‘I|iw‘ fevers, as you know, tend to be commoner
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in early life, and the great frequency of rheumatism in
childhood is an @ priori argument in favour of the view that
it also is due to a .\|H'<‘i1it' micro-organism, Most }N‘H')ll'
have now come round to that opinion, and they regard
rheumatism as a morbid entity, as definite and precise in
its pathology as typhoid fever or diphtheria. Now, though
rheumatism may certainly be regarded nowadays as being
due to a specific organism, you require for its production
not merely the organism, but a suitably prepared soil.
Clinical observation shows that all children are not equally
subject to attacks of rheumatism. There are few diseases
indeed, in which heredity plays a more definite part You
constantly find, when you inquire into the family history of
children who are suffering from one or other manifestation
of acute rheumatism, that other members of their families
have been similarly affected ; and I think you can recognize
\\.hl 1 ‘\ull meet l||| m «||I!t|l~'ll \\}IH are so |:|’H|i-~|m>t(] !»‘\
|“"”!”‘,\ [ have often ||‘l.’ll1"|| out to some of vou in the
wards and in the out-patient room the typical rheumatic
child, from whose facies vou can say that he is prone to
become HH‘ ~~\|}rir:l ol this 'll\'ui\« 'Hn’\v <-|>i|(]lr'n are
usually past the second dentition, for young children rarely
from rheumatism. Thev are dark rather than fai

hair 1 dark the eves are (!Jl‘\_ :|l|<] lllt"\ ,1;‘\1' ]”IIL‘,

suffer
then
dark evelashes \t the same time, they have a peculiarly
white skin and a very good complexion ; they have a clear
bluish-white sclerotic, and they have often very well
formed, massive teeth, and particularly large, square, central
upper incisors. They also exhibit very constantly what
is termed a neurotic temperament—that is to say, more
than other children they are subject to minor nervous
disorders [ think you will find it. an Advantage to have
such a picture of the typical rheumatic child before you.
[t has occurred to me several times by recognizing these
characters to suspect rheumatism, or to be specially on the
lookout for it, or to be able to say of a [r.H’lirlli‘ll child that
he would easily become the subject of rheumatism, and
so to advise the taking of special precautions against
infection

Now, unfortunately, we how those children

know

qlu not
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become infected. We do not know definitely the path by
which the rheumatic organism gains access to the body.
We are unable to trace it as we can trace, for instance, the
path of the tubercle bacillus. But I think there is at least
a reasonable amount of evidence to show that infection
takes place in perhaps the majority of cases through the
throat. Now, unhealthy throats are so common in children
that one need never be surprised that the local resistance
there is lowered ; and I believe that a great many diseases
could be prevented—and among them rheumatism—by a
greater attention to the state of children’s throats | shall
have occasion, however, when I come to talk of adenoids
in infanev and in childhood, to -|v«.1|\ a little more fully
upon this subject. The organism, having gained access
bv the throat or bv some other route of which we are
ignorant, tends to manifest itself in certain tissues in
children more than in others, and in particular the fibrous
tissues and membranes are subject to its attack ; I mean
such membranes as the valves of the heart. the tendon

the sheaths of muscles and the fibrous aponeuroses. These
are the tissues which are most vulnerable, it would appear,
to the attacks of the rheumatic bacillus. Now. in this
respect rheumatism, as it shows itself in children, differs
considerably from the same disease as you see it in grown-up
people, and it is much to be regretted that the ordinary
text-book description of rheumatism is drawn from a study
of the disease as it occurs in adults. Rheumatism ought
to be described as it occurs in children. because it is in
children that vou see it in by far its most virulent mani
festation No one who has seen much of the disease in
children will fail to recognize that the joint manifestations
ire often very trivial or altogether absent, so that, had it
been studied primarily in children, it would never have
been called acute articular rheumatism. which is the name
usually given to it in text-books. That title is correct as
regards grown-up people—in them the joint manifestations
dominate the whole picture—but in children it is not so
In them rheumatism may invade the body. and almost pass
over the joints altogether ; or, at all events, the joint
affection may be so trivial and transitory that it may be
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completely overlooked. On the other hand, it is an un
fortunate fact that it is the valves of the heart more, perhaps,
than any other part which tend to be the chief point of
attack of the rheumatic poison in children, and for that
reason the disease assumes in them a degree of danger
and importance which is wanting in the case of the adult
Not only is the joint affection often 1‘\4'('(*1“!!21'\ trivial in
children, but you will often find that the degree of fever
is extremely slight. Children suffering from acute rheu-
matism may have a rise of temperature amounting to only
one or two degrees, and they hardly ever exhibit that
dangerous rise of temperature which is spoken of as rheu-
matic hyperpyrexia For some reason, the whole febrile
side of the disease is much less marked in the young
Indeed. some }wu]rlw go the length of saving that it would be
more true to describe the endocarditis as the essential part
of acute rheumatism in children, and the joint manifesta

tions as mere complications, and that

t 18 quite wrong to
assume the attitude which one is apt to do, and speak of the
joint lesion as the essential thing and the endocarditis as
the tnllllrlhﬂluu The next poimt I want to rm'n‘m\i/t' IS
that the manifestations of rheumatism in early life are far
more 'll'ﬂlt‘.lll than in grown-up lnrH'Alv There are all sorts
of forms of rheumatism in children which you may be apt
to think are not rheumatic at all unless the fact is first
pointed out to vou. One may classify the chief mani-
festations of the disease as follows : First, articular inflam
mation, the ordinary Sy novitis of iwil»l\ L Se( MH||_\ muscular
or fascial rheumatism ; thirdly, rheumatic nodules ; fourthly,
endocarditis, myocarditis, and pericarditis ; fifthly, erythe
matous r'l‘!l[»liwlr- of wvarious sorts: ~i\(|||.\ chorea ;
seventhly, pleurisy ; and, lastly, tonsillitis. I have not
mentioned these rheumatic manifestations in the order of
their importance. If one had done this, one would have
placed the heart manifestations first. 1 have merely put
them in series to show you how varied are the forms assumed
by rheumatism in early life. Now, these different mani
festations of the disease may coexist, or they may succeed
each other in any order. Given a child predisposed to
rheumatism, he may show at one time a few articular pains,
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These pains may pass off, and a few months later the child

may have a little muscular and fascial rheumatism some
where : later on, perhaps, he gets an attack of chorea
and that may be complicated by an eruption of rhenmatic
nodules and by some inflammation of the pericardium

or the child may have repeated attacks of tonsillitis, and

occasionally fugitive erythematous eruptions, or even, per-

haps, an attack of pleurisy ; and in that way all these event

mayv be spread out over ¢ hildhood, one occurring at one time

and one at another, but all being simply different mani
festations of the one poison—namd lv. that of acute rheu
matism
I nov want to look briefl with vou aft cach of these
members of the rheumatic seri
I'he joint pains | have alreadyv referred to. 1 have
]Nullh-! out that the are often licht y b el
looked But if you wate h "\l 1ses of rheumatism care
fully vou will usually find some involvement of the joint
at least at one or other period of the illne It is ver
to run anvthine like a ir"wlz need course

rare Ol | i
wrticular inflammation

without there being at any rate some
but its degree ma be extremel light Further, the
inflammation of the n not so intense in its local
manifestations as in the grown-up person there is mucl
le welling and heat, hardly ever any redne wnd there
IS compal vtivelyv Little pain

The muscular and fascial rheumatism of childhood deserve
your special attention, not because it is of importance in
itself. but because it should act vou as a danger-signal
The pain f muscular and fascial rhenmatism are com
monly called, in the nursery, ‘growing pain That

a phrase which has crippled a great many

centlemen, 1
regard growing

heart Mothers and nurses are apt to
\u‘.w/h.rl »wr!\!tf!l'rxg

to vou that that is an abso

to be ¢ Xpel ted

|»,|;H~- as ~-va-¥ix:ll~ !‘31\
in growth. I need hardly sa
lutely mistaken view Those so-called growing pains are
in the great majority of cases, nothing more than the local
manifestations of rheumatism in the muscles and fascia
and if they are neglected and the child is allowed to go
about with them, he may very easily slide into endo
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carditis \ oreat many cases of heart disease come before
vou in later life in which you can obtain no definite history
of rheumatism in childhood, and many of these, no doubt
are cases in which there have been these fugitive muscular
pains, which have been so trivial that no notice has been
taken of them until the heart has become seriously damaged
These pains are particularly apt to affect certain parts of
the body I think you will find that the tendons of the
hamstring muscles are more commonly involved than any

other part, and that may lead you into errors of diagnosis

For instance, you may think tha' yvou have to do with a
case of spastic paraplegia because the child walks on his
toes, with the knees slightly bent, in order to spare the
tendon 01 ou may suspect ome bone trouble o1 OIN¢
affection of the knee-joint

The appearance of nodules, the third manifestation |
have mentioned almost pe tliar to t':‘|\ life i N‘H!H}.

| have onlv twice een rheumatic nodule In grown-up
|u~||\-> whereas in children they are of extreme frequency
Probably many of yvou are familiar with the appearance
of these nodule they are little things, varving in siz
from a pin’s head to the size of a pea o bean. They tend
O occul l|!|4|t| the kin wher the bones come neat ';*v
urface Thu vou find them over the olecranon and the

P,:.H, or on the pines of the vertebrae, down the centre

of the back. You mayv discover them also forming a festoon
around the ¢ |,w of the mw‘»l;!m or dotted ‘!|vaL; thi wli|x|l 1|
suture at the back of the skull You may also sometime
find them over the tendon Presently I shall show vou
by means of lantern slides some nodules in one or two of
these situations But I want to impress upon you that they

require to be carefully looked for They are often more

sily felt than seen, and they are apt to escape your obser

[ S|

vation. They are characterized by being perfectly pain
less, which may surprise you, and by being extremely
mobile When vou cut into them you find 1'1\'_\ consist

of little nodules of fibrous tissue, the fibres being arranged
concentrically round a core of fibrin. Those nodules are
not in themselves of any importance whatever ; it does not

matter if there are little fibrous lumps under the skin here
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and there ; but, like those rheumatic pains which we have
bheen considering, llt«"\ are of the greatest ill\lwl'!;lln'(- as
danger-signals, because they tend to go along with the
heart complications, with endocarditis and pericarditis,
and if you find rheumatic nodules coming out you may be
fairly certain that there is progressive heart mischief going
on. Dr. Cheadle said that when these nodules become
really large they are practically equivalent to a sentence
of death, because their significance as regards the state of
the heart is so serious. You may compare them, if you
like, to the vegetations which form on the edge of the valve
in the heart. Just as in endocarditis of the mitral valve
vegetations form along its edee. so in the case of nodules
there are analogous fibrous deposits under the skin ; but
in the one case you speak of a vegetation and in the other
case vou speak of a nodul Pathologically they are very
much the same thing in the two cases In the case of the
nodules you may say they are vegetations which you can
see and feel, while you may call the vegetations on the
valves of the heart nodules if vou like

The fourth group of manifestations are those which ocem
in the heart. These, T need hardly say, are the most
important of all [t is because their results are incapable
of being entirely w»ln|n'lx~,|l<t| for—because a valve once
attacked is damaged irretrievably—that these forms of
rheumatic manifestation are so serious. The commonest
of them is endocarditis associated with pericarditis, and
you may take it that in the majority of children who suffer
from rheumatic heart affection these go together. You
may not .||\\;|‘\\ be able to recognize [N‘I'i{';ll'l“ii\_ but there
is usually some degree of it present if there is endocarditis ;
and probably the converse is also true. You know that
of recent vears great attention has been paid in the path
ology of the heart to the myocardium, and to the study of
the changes which it undergoes in disease. Now, a stud)
of the myocardium in acute rheumatism shows that it
also is apt to be the seat of damage. You find small-cell
infiltration between the muscle-fibres ; you find degenera
tion of the latter, and you find later a development of
fibrous pate hes
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It is because of these three things tending to occur more
or less together—endocarditis, |n-l'i(‘;|!‘(lili\, and myocar-
ditis—that some people prefer to speak of the heart affec-
carditis,” meaning an in
flammation of the heart in all its parts ; and that is what

tion of rheumatism as simply *

you have to deal with in the majority of cases. But all
the valves of the heart are not equally subject to attack in
rheumatism. You may take it that in most cases the
lesion which results from rheumatic heart affection in early
life is mitral stenosis ; and in the majority of cases also
that is associated with more or less adhesion of the peri-
cardium. Certainly in fatal cases these are the two changes
which vou find almost constantly : vegetations along the
ul‘,‘!‘ ) I|u‘ IlIIH\t| \.ll\l' .|I|'i more or la SN .‘l(”ll“~|ul| «lll«l ”lllt'
in the pericardium. Many children will escape those rheu
matic manifestations as far as they affect the heart ; and
it will depend to some extent upon you how many of your
patients so escape, because the better you are at detecting
rheumatism the more easily you recognize its trivial mani
festations, such as growing pains, and the more seriously
and energetically you treat them the less will be the ten
nll'lll‘_\ for the heart to be affected ; and |v‘\ so doing you
will prevent a great deal of subsequent cardiac disease in
later life,

In the majority of cases you will find that the first attack
of rheumatism does not permanently damage the heart.
[t is only after the second or third attack that the heart
becomes the seat of lasting disease. It is true that in the
first attack you may hear a whiffing systolic murmur at
the apex, and you may therefore conclude that you have
to do with damage of the mitral valve, which will go on to
mitral stenosis or incompetence ; and it is perfectly true
that in such a case you may have to do with permanent
damage of the valve. Yet there is no doubt that in many
cases the murmur disappears entirely later on, and the
heart becomes, so far as you can tell by examination, pei
fectly healthy once more. But if there is a repetition of the
attack for a second or a third time the damage to the heart
is almost certain to become permanent

[ now pass on to consider erythemata as a sign of rheu
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matism \n erythema is, as you know, a red eruption
which appeal |i]u‘ a Illll\il ovel ,LllT ol llu‘ ~|\ill accom
panied by more or less local heat, and which fades away
again in a short time ; and there are some particular forms
of eryvthema which are almost peculiar to rheumatism.,

One of them is erythema nodosum ; [ think everyone

will admit that it is related to rheumatism. It consists of
n eruption of spots, slightly elevated, and usually more or
l¢ round or oval which tend to Lppeal im!lbl‘l!lll\ on
the lower extremitie over the shins or calve and are
hiehtly tender I"he kin over them 1s ¢lazed. and they
are often accompanied by a local inflammation of the ankle
1oint NO1 N ther a haoemorrh ¢ tendency 1n
these case y that ou get not merely eryvthematous
91:J¢}u~ but actual haem \Ii",“ Into the \\w" ‘YV‘{ lvll|ml
orm the term L lio newmalica ) ‘M«|-~1 Then you
ma et large extensive are of ervthema over the trunk
Lo |1|"“*V"\£Hw'll often !-w[lun'.x .,//‘,/,,,, //"IJI/'/H//II//

You will find that it tends to occur in eircular patches with

rescentic outline ] n 1ny ‘{w \!.‘A 'Ilu .\I.HE‘ ‘”’.‘.
at ol mm and ma D imnd not uncommonly 1 accom
panied by rheumatic manifestations in the heart

Of chorea | do not intend to speak in detail. It is a
disease which 1 have plent [ opportunity of seeing in
the vard and it 18 hardly nece ary tor me to take up

11 1l vith a d¢ ription or 1t | hall only ay that

recards its relation to rheumatism most l»vu!n’n' believe
that in about 0 per cent, of the cases of horea there is an
undoubted rheumatic association DO l“"l’l“ say 1t 18
invariably rheumatic, because yvou must remember that
horea onl one event in the seri I may b llll' first

event. and if vou follow the course of that child out vou

may casily find that later on he deve ]niu\‘ so-called growing
palns 01 i-ruu inflaimmation or endocarditis., P!cuz‘isy

1 y I do not re quire llml”' H]wl]_\ to describe, because we
hall come to it in another lecture ; but it is not a common
manifestation of rheumatism, and when it is rheumatic in
its origin it is probably usually of the nature of a dry
pleurisy, or one without much effusion. Seeing that the

pleura is of the nature of a large fibrous membrane, one
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would expert it to be

rheumatic virus than it is

tible as

lll.‘lll_\

other

that I do not know
Tonsillitis in its relation to rheumatism is a subject
about which it is very difficult to speak definitely, because

fibrous

IN

CHILDHOOD

1756

more commonly attacked by the

III“IIII'I'JIIH‘\

But it is not nearly so suscep-

The

reason for

I do not think one can say that there is any given type of

by looking

at

it

that

inflammation of the tonsil of which you can assert, simply
it is rheumatic in origin. On the
if you go into the history of children

other hand
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in the pallor of the face. The fresh outbreak of the rheu
madtic lwixnll seems to [u‘mlllw‘ a fresh destruction of blood.
Lastly, we shall consider what the treatment of rheu
matism should be. 1 need hardly say you should do all
you can to prevent the disease developing in those children
who are predisposed to it by heredity and by their diathesis.
I say that because, although rheumatism is certainly due
to a micro-organism, there can be no doubt that such agents
as chill have something to do with its production, probably
acting by diminishing the resistance of the tissues for the
time being. See, therefore, that these children are properly
}'l«vlm'!wvl from cold, that they are ~1HI‘||>|“. clothed, and
that in particular they are not allowed to get wet feet and
it in school in damp boots, which is, 1 believe, a ver)
common cause of rheumatism in childhood Be careful
of the rheumatic child also in the matter of bathing. Over
and over again one has known rheumatism develop after
sea-bathing, and after the injudicious use of cold baths
Cold baths are very excellent things, but you must not
make a fetish of them ; and many cases of rheumatism in
t';lliv\ life are set up |"\ the Mwlllt‘lu“\ to ‘ harden ’ the child
by making him take a cold bath in the morning. The next
point in the prevention of rheumatism is that you must
take all the minor manifestations of the disease seriously,
You have to insist upon the child going to bed at the first
sign of the disease, no matter how slight and trivial it may
seem to be. You may be inclined to think that a littl
aching in one joint or a little rheumatic stiffness about the
muscles of the neck or the back is not worth paying serious
attention to, but if you know the child to be predisposed
to rheumatism you must insist upon his being kept in bed.
[f that were done regularly 1 am certain that a great deal
of serious cardiac disease in later life wounld be prevented.
In regard to the treatment of rheumatism when it is
actually developed, your chief care must be to protect the
heart. The rheumatic pains are inconvenient and uncom
fortable, and so is pyrexia, but they are not in themselves
4!.!!1;’1‘[’1”1\, \\ilt'l'lxl\ lll(‘ I('.l\l (lt':_‘l't‘(‘ Of l'll!l‘Null‘“‘i“ or
[u‘lil‘:ll'tlﬁi\ involves a serious risk. Further, thanks to
salicylates, you have the joint affections under your con

B —————
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trol. It is unfortunate that salicylates seem hardly to
touch the cardiac manifestations ; in fact, some people
think their introduction has increased the amount of cardiac
disease rather than diminished it by enabling the subjects
of rheumatism to get up and go about sooner than they
would have been allowed to do in the old days. When the
pains are over, you are apt to think that the disease is over,
and to overlook the fact that there is a slicht endocarditis
going on, which, if it becomes established, ends in per

manent damage to the valves. So that what one has to

preach about the treatment of rheumatism is the necessity
of rest. One would sometimes like to put these cases in
double long splints and keep them on their backs for six
months ! I am sorrv to say that of necessity in such a
fsu [\ﬂ.:i a ‘li' 1 ;,.1 O set a bad ¢ \.f‘l<.1:~' 11 ”II= matter,
for we cannot ‘»»w;l these case in lone vlw»ll‘_!ll but you
have to impre upon the parents that they absolutely
must t“,‘v“. [l!*'!'v5<‘,‘vl|"4\i SO & Iv’»fr:r\tlﬂ Y!u'h‘.u‘l lw(wlll
ing permanently damaged later on. If you insist upon

prolonged and absolute rest, and at the same time use
salicylates and iodides for the local affection, applying
blisters over the heart when there are signs of pericarditis,
vou will do a great deal to prevent vour patients becoming
}h'lmml"n“fa ,v\]»],|_! and vou will con <«{lll'l|'\|\ diminish
the amount of cardiac disease which one sees in grown up

'u-) SO
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LECTURE

THE RESPIRATORY DISEASES OF CHILDREN

(sENTLEMEN In tl lecture we come to the consideration

of the respiratorn l15ea s8¢ of childhood Of course. 1 need

hardly remind vou that this is a large subject, and so In

dealin th 1t 11 b ell for us to « centrate owm

ttention chiefly upon those diseas« of the r ||imh»l‘\

tem which are commonest in early life, o pe uliar to 1

wnd, for the rest, to glance simply at those points in which

b | the respiratory diseases of children differ from the same
r affections as exhibited in grown-up persons And in taking
i this course I must run the risk of sometimes appearing

| to be rather fragmentary

’ [ must remind you, in the first place, of certain pecu-
| liarities of the respiratory organs in children to which |1
“ directed vour attention in the first lecture. You remember
f the ped uliax h: Pe of the infant chest, how it is eircula
| instead of being oval. as it 18 in the adult. one result of which
¢ | vi.‘m the ¢h ‘\i ;AZ!«, can only t\.}r.‘IUl v.'~l“\ In a vertu |!
direction, and not nearly so much from side to side as do

the lung f adult It i |Nl|m‘1 N consequence of thi

that collapse of the lower lobes of the lunes in children 1

apt to be rather common. [ would remind vou also of
certain changes in :-||.1|u‘ which the chest may undergo 1n
consequence of disease These changes are rendered pe ssible

bv the fact that the wall of the child’s chest is soft and its
wtilages vielding, the result of which is that they get
| driven in easily under ordinary atmospheric pressure when

there are abnormal conditions present in the lungs I would

remind yvou of the rickety-shaped chest You will remember

that a falling in takes p|4u«' at each side along the line of
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CHILDREN

DISEASES Ol

I'HE RESPIRATORY

attachment of the ribs to the cartilages ; and I would again
direct your attention to the pigeon breast, which you must
distinguish from the rickety chest. and in which the chest
wall comes to a peak or keel, as it were, in front. That
condition is commonest in diseases in which there has been
a great strain thrown upon the chest for a long time, and
in which there has been some consolidation of the lower
lobes of the lungs, particularly, perhaps, after whooping
cough. There is a third type of chest which you should
be familiar with, and that is the adenoid chest, which occurs
in older children. Its chief peculiarity is a sinking in of
the xiphisternum and lower costal cartilages. Later I shall
show you illustrations of it with the aid of the lantern.
l'hen there are certain peculiarities of the physiology of
respiration in children ['here is the great ease with which
respiration in children becomes irregular, and in which the
I]i‘\thm becomes altered on the advent of any acute disease,
with the appearance of the inverted rhythm which I
deseribed to you before I would remind vou also that the
breath-sounds are extremely harsh, that puerile breathing
is the normal, and that on account of the great conductivity
of the child’s chest you may get accompaniments produced
on the one side heard on the other side, and in consequence
of which the breath-sounds are .||»l to ‘u‘H'IIAI' to the
surface of the chest, even although there mav be a laver
of fluid of some thickness between the lung and the end
of the \Y«'I]sr'~»l‘vv|u' All these |willl— should be borne in
mind when you are studying respiratory disease in young

children

DISEASES OF THE LARYNX

We will now look at the M'\liil‘l('ll.\ diseases in detail,
and I shall begin with the diseases of the larynx, because in
young infants they are very important and often very fatal
You will meet in practice with a group of cases usually in
children between the ages of one and five, in which the
most striking symptom is stridulous or ‘ croupy’ breathing.
These cases are much commoner than you might suppose

from vour observation here, for but few of them find their
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way to hospitals. You will find, too, that most of these
cases are spoken of by parents as ‘ croup.” That, gentlemen
is a very bad term, and one which I would advise you to
avoid the use of as far as you can Few terms in medical
nomenclature have been the cause of greater confusion in
teaching and reading than this word ‘croup,” for it has
been used without discrimination by different writers to
designate totally different diseases What T wish vou to
;‘I.w;) ||lxi!v ( |l"|!|\ i\ !'ml MHH;;\ Ill'4 :l|\'l]" means |M)|v[.
larvneeal obstruction, and that such obstruction mayv be
due to one of two distinet pathological processe

1. To mere catarrh. with or without transient exace
bations of the obstruction from muscular spasm

2 To membranous exudation in the larvnx. whicl
practically alwavs diphtheriti

We shall devote our attention chiefly to cases of the first
group, for you have opportunity of becoming familiar with
diphtheria elsewhere

One can distinguish two varieties in the catarrhal cases,
which. however. are by no mear harply marked off from
each other. These are (1) mild cases of larvngeal catarrh

in which there occwm temporary exacerbations of the ob

truction from muscular spasm 2) more severe cases, 1N
which the swelline of the larvneeal mucous membrane
sufficient to oppose a more or l~~\,»w:‘n<.»|wn1sr|) tacle to the

entrance of an

It will be convenient to have separate names for these
groups and so, following Goodheart, we may spe vk of the
former as cases of catarrhal laryngeal spasm, and reserve for
the more severe cases the term catarrhal /'r///(!/(/" S

['he history of a case of catarrhal laryngeal spasm
II‘—’II‘I”‘\ this : A child of about three vears old has a slight
cold, and, perhaps, a rather metallic cough. He goes to
bed, however, as usual, without much being l|urrl‘_'hi of 1t
He falls asleep, but an hour or two later wakes up in an
attack of dyspneea, accompanied by crowing inspiration,
and in a state of considerable fright These sy mptoms last
for from a half to three hours, when they subside almost
as quickly as they began, and the child falls asleep again
Next day there is probably still some metallic cough, and
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the croupy attacks are apt to recur for two or three nights
Such a case is lnlulm|>|.\ never fatal. Catarrhal laryngitis
lso begins with a cold, but the croupy breathing and
dyspneea steadily increase, and there are no intermissions
as in the milder variety of the disease. At the same time
there may be a considerable degree of fever. Such a case
will probably last for a week or longer, and you must also {
remember that laryngeal catarrh may occur at the outset
of other inflammatory diseases, such as measles, or, as in a
case we had in the ward recently, pneumonia ; and you
must take care not to overlook the signs of these if they
are present You should always look upon laryngitis in
hildren seriously It is bv no means uncommonly fatal
wnd I have had the misfortune to see two cases die on the

table whilst tracheotomy wa .wilzy P I"H]llll‘lA

We come now to the important matter of diagnosis. ‘;

(‘atarrhal laryngeal spasm is usually easy to recognize. |
In most of vour cases there will be a history of previous
) ittacks, and the sudden onset in the middle of the night
\ is very characteristic., Catarrhal laryngitis in its sever
forms is much more difficult to be sure of. Such cases will

often cause you great anxiety at the outset, for you may

! have great difficulty in excluding laryngeal diphtheria.
[ believe, indeed. that the diagnosis between the two may
ometimes be i1||‘w~\i|»|t' for the signs of obstruction are
the ime whether it be due to mere swi ”ill‘_‘ of the mucous
membrane or to membranous exudation, and there is
nothing definite in the general symptoms to guide you
The only conclusive test would be a laryngoscopic examina
tion, which it is, of course, almost impossible to perform
I'he chief }will?: to be attended to, however, are these :

{ 1. The more l.lllil”v\ the ~.\!|l|)1ulll,\ set in, the more

likely it is that you are dealing with simple and not mem

branous inflimmation. As Trousseau has said, ‘simple
n |.<l.\ll~,'ili\ makes a great fracas, but tlip!ﬂ’n!iu insidion \I_\
1, instals itself.’
it 2. The voice is more apt to be lost in n“])]ﬂln ria than in
it laryngitis, and the cough to be less, for the membrane
‘! protects the mucous surface from irritation. Diphtheria
(

in short, is the more silent disease of the two.
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3. The constitutional disturbance, but not the tempera
ture, is usually greater in diphtheria, and the child looks
more il ; but this, of course, is an indication which it
requires some experience to :o[n,mri.nw

Enlarcement of the glands in the neck is of doubtful
value, for although that occurs in diphtheria, yet children

who are most ||I«AI‘\}H:»A|I to laryngitis from an H||||<;||!|\_\

condition of the throat are apt to have it too This prau
tical riwe vou will do well to lay to heart : of in doubt regard
the case as one of diphtheria. and treat it accordingly

Let us pass now treatment. In dealing with a case
rrhal laryngeal spasm you have to consider (1) what

of cata
ou hould do when ummoned during an attac k and
2) what teps vou are to take ‘q‘.y|¢l|:Iwir!'\lh'I‘&IH"('M‘('
When confronted with a case of catarrhal laryngeal
pasm you will remember that, no matter how alarming
the 'vmlr‘w:x- may appeal uch case are never fatal and
vou will ‘»‘lx|r<‘11|w and endeavour to allav the natural
anxiety of the friend Your next step should be to ad
minister an emetie You will find powdered ipecacuanha
the best for vou purpost Give a 10-grain dose and repeat
in a quarter of an hour if necessary [pecacuanha wine
ften recommended, but it is a much less trustworthy
preparation. 1 have given as much as an ounce of it in
teaspoonful doses every quarter of an hom without pro
ducing emesi but 1t you get a fairlyv fresh preparation of
the powdered root you will rarely fail with it The next

thing to do is to apply hot fomentations over the larvnx
and to arrange some method of inhalation. The best plan

to rig up a tent over the child’s cot and to let the steam

from a bronchitis kettle play into if You may use a little
creosote with the kettle if you like, but the great thing is to
ecure the local internal ;t|||11'.4|11w1 of moist heat I'hese
Mmeasures \11“ II~II.IH.‘\ be ;quh[l\ uccessful. |l\l\ I] you are

dealing with a severe case it may be justifiable to administer
a whiff of chloroform to allay the spasm. In order to pre
vent the recurrence of an attack the following TIE',‘II! you
should continue the administration of small doses of
ipecacuanha throughout the next day, and at bedtime give

a dose of antipyrin, 1 grain for every year of the child’s age
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\s most of these children are predisposed to their attacks
by having enlarged tonsils or adenoids, it is well to attend

to the condition of the throat in order to pret ent the re

appearance of the disease. Cold also should be guarded

against, for it is a potent exciting cause. In Scotland

attacks of ‘croup’ (as it was called) used to occur with
pecial frequency on Saturday nights, the probable ex
planation being that nursery floors were usually washed on
that afternoon in preparation for Sunday, and the attack

Wer ‘r;:m hi On Iv‘, xikailrh }u‘\'w_[ lnH 10 In«{ ill a roomn

vhich wa ather <{mm“

In the treatment of acute laryngitis I would remind
you again that if you have the least suspicion that the
Case v be one of |i‘i»m}u;1‘: it 18 vour duty to give an
injection of antitoxin wnd to take ¢||l|\"|v1w.xl|\i"f| usual in
dealing with the more serious disease. The rest of yow

treatment must proceed much on the lines already laid
vtarrhal laryngeal spasm. Inasmuch, however,

as H-r k[ L1 :'\u“ [!' 1'¢ i\ organc ‘>||v| not x'),‘{mlll« ‘In Vvou

vill expect less benefit from emetics. Should the case be
a vel florid ° one—i.e., the temperature high and the
distre reat—the old so-called ‘antiphlogistic * treatment
often gives very gratifving results It consists in blood

letting either from the jugular vein or by the application
of a ¢ '1‘1" of leeches above the sternum A full dose of
calomel should also be given and antimonial wine adminis
tered in 5-minim doses every two hours If the dyspneea
increases you must be prepared to perform intubation or
tracheotomy, and it is well to remember that it is safer to
operate too carly than too late. Of the relative merits of
the two procedures it is scarcely my province to speak, but
[ would only say that I believe nearly all the advantages
lie with intubation, and I should greatly like to see it more
widely used in this hospital.

Other laryngeal diseases in children about which you
may make mistakes are congenital iaryngeal stridor and
laryngismus stridulus. These are totally different diseases,
and I shall have occasion to describe them when I come
to speak of the neuroses of children, so I only mention

them here for the sake of completeness. There is another
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condition which you should bear in mind when a child

has dyvspneea of laryngeal origin, and that is the possibility
that you are dealing with papilloma of the larynx. That
occurs not uncommonly in children : more

commonly, |
think

than in grown-up people, and oftener in boys than in

airls I'he child is usually about three or four vears of

age, and the symptoms simulate those of chronie laryngitis

for which papilloma is apt to be mistaken. So

if vou have

a child brought to vou with a husky voice and occasional

licht dy pnoea and history that the symptoms have
lasted for ceks or months ou should think of laryvngeal
(v:‘-"lw::“ [ think vou can make an exact and certain
liagn on by the use he laryv: cope, and that
matter of such difficulty that 1 advise von to send those

es 1o spe 1alist n any case vou will require a specialist
to operate ‘J]w-rl'hm because the onlyv successful treatment

removal of the growth ith forceps through the mouth
vhich 1 L Vel delicate nd ditheult proceaurt

BRONCHITIS

[ now pi to the consideration of disease which i1s ex

tremely common in children—namely, bronchitis Bron

chitis 18 certainly commoner in chitdhood than at anv other
period of life, and the reason for that may he

of children to get chilled owin

the tendency

to their laree bodv surface

contributing causes certainly are rickets and the occurrence

f teething You constantly find bronchitis as one of these

catarrhal manifestations of rickets of which I have already

poken, and you I find children who get an attack of
bronchitis every time the ut a tooth Why that should
be 1 do not know Some people say it i produced in some

mysterious reflex fashion, but I think it is more likels

1SN RO | HIOTC HKeN

that
I

the teething simply lowers the child’s resistance, like any

other agency, and so renders it pec ially liable to suffer from

chill.* Now bronchiti in itself is never a sufficient
diagnosis.  That is true not only of children, but of grown

up people. But it is particularly true of children, because

¥ In some cases it may be due to the clothes over the chest getting
wet from the * dribbling

g which accompanies teething
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they are apt to suffer more than grown-up people from

capillary bronchitis—that is to say, inflammation of the
small tubes, which may be a very serious matter And so
having established the fact that the disease exists, you have
to ask yourselves two question first, Which set of tubes is
involved—the large tubes or the small ones 7 and, secondly,
What stage has the bronchitis reached it early or 1s it
late ? With regard to the first of ‘|«\<-nfm<!h-l\~ you will
settle whether you are dealing with bronchitis of the large
or of the small tubes by the character of the accompani
ment I[f the large tubes are involved you will hear
oW |v‘.:"u=3 ‘.w!!;}y»:['y*uh‘ ] . norou |§.,|<}.. l' 1
1 in the di tage. or more or l¢ arse bubbling sound
in the moist stage here if the small tubes are involve
the accompaniment will be higl Iiulw | rhoncl f the
bronchitis dry. or fine rackling sounds if it 1s moist.

\gain, in a case in which the fine tubes are involved the

weompaniments are far more numerous than in those case
where 1t 18 the fu,‘l fubes ‘.1:1"\ :ll"‘\“‘l‘ ‘w‘u"ui TIH’
obvious reason for this is that there are far more small
tubes than big tubes in the lung. so inflammation of the
mall tubes will result in vour being able to hear many
wccompaniment and if vou hear rhonchi coming from

every quarter vou can be certain you are dealing w th in

flammation of the small t::ibes I'he other question I
What stage has the disease arrived at in yvour case That

v'H|<v{ by the haracter of the ‘uw-ll|r|¥\rlw‘lﬂ~ whether
1||1‘_\ be dry o1 \‘\t"||lll I}u'«. b moist ‘H 4|H‘4 rly stage
of the disease vou have ,ig‘\ ounds. and in the later stage
the sounds become both dry and moist, whereas in the
latest stage the moist sounds [rl('n]wly!ﬂm!v ‘||\r guestion

of whether the large or the small tubes are involved in the
inflammation is one of great importance in the prognosi

and that is chiefly why you wish to determine that point.
You take a more serious view if the small tubes are chiefly
imvolved, because the great thing you have to fear in a case
of bronchitis in a child is that the condition may pass on to
broncho-pneumonia—that is to say, to inflammation of the
lung substance—instead of being merely an inflammation

of the lung tubes. The remote danger in bronchitis, you
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vill remember, is that it leaves behind an unhealthy condi

tion of the bronchial glands. which renders them liable to

wecome the seat of tuberculosis \\ ith recard to brong hitis

[ would further sayv that vou should always take a more

erious view in a case in which the chest wall is very soft

wndd vielding Practically it amounts to this, that bronchitis
in a rickety child is a far more dangerous affection than a
imilar degree of bronchius in a child who is otherwise in
wod health., The rickety chest is so soft that it readily
alloy ollapse of the lung, and the extension of the proce
to the collapsed lung, with the production of pneumonia
I'he treatment of bronchitis must depend upon the stage
vhich the disease has arrived B  are dealing with
n earl ( her he I¢ i { | P
| h-} hed il then u
ught to put tl ile : t. and let it have creosote
| 11 ] bhat 1 I'¢ u i\ than tl
Ll nisti i ! 10 06 expe ran D the
H 1 I p in tl 1 [wtn room
1 rol 1l Ol noy » treat these you cannol
p { 15¢€ ‘M N kettle nd one ha 1O
) 1 na-best catment | tl ‘\rtl\‘
vdministration of expectorant But when you have com
‘,1,'4 ontrol I the case the b | Il‘;\t. L llll "\:r n‘\\‘<i 111
ind p bronchitis-kettle, and use ereosote
n inhalation alor with the steam It well also that
those case houid have either a cotton-w | |.H|».ly or a
poultice ver the bacl | mi ke to put poultices
over the front of the hest because the are too heawvy

thev increase the labour of breathing. and the child ought

not to have anvthing to restrict the breathing But a
poultice over the back is often very valuabl You may
use for the ]lull\l\l'l linseed-meal and mustard. There is

no harm in giving, in the early stage, small doses of 1pecac
uanha by the mouth along with alkalies, such as citrate of

potash or acetate of ammonia. And such children should

be encouraged to drink large quantities of hot fluids,
because there is nothing better for promoting the secretion
from the bronchial tubes than the administration of hot

fluids of all sorts. That is the meaning of the old domestic

ol
Vi
li¢
m
ta
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teas which used to be brewed. They act, not in virtue
of the material in them, such as camomile, but simply in
virtue of the fact that you are giving large quantities of hot
liquid. In the later stage, when you have got to deal with

n the tubes, you will find it an advan

much liquid mucus
tage to administer an emetic, particularly where the child
has difficulty in getting rid of the mucus, and where there

is much choking and a furred tongue. There are one or two
conditions which contra illfihullr1||l-’;|\|(|*1"1"lm]i«~ One
of these is I||(- |rl1--(‘l\u' of I|1Ilv‘|| cvanosis VIIIH' reason 1s

that in that condition the nervous system 1s, as 1t were

weotized ; it does not respond to the irritation

partially 1

of an emetic, and you are apt to have the ipecacuanha or
other emetic retained and oreat vt«|vln~»|‘-ll result without
emesi Gireadt prostration 1s the other condition which
contra-indicates the giving of an emetic in the second stage
In I)u last Lage that i O sa\ hen the [u'luhf Col

Uescent—vou should administer such things as iron and

cod-liver oil. and apply stimulating liniments to the chest
;

until all accompaniments have disappeared You must
make convalescence Alwl]\l\lull because of the great danger
of tuberculosis starting in the bronchial glands, which have

become chronically inflamed

ASTHMA

Along with bronchitis one may conveniently consider
asthma Asthma is not uncommon in children—even in
infancy—but boys suffer more often than girls It tends
~|u'('l.‘|||‘\ to occur in those of u<vlll“\ or neurotic stock, and a
history of attacks in the near relatives, or of other paroxy smal
neuroses, such as migraine, is not uncommon

One can recognize, I think, four types of the disease :

v as is met with in the

(1) Ordinary typical asthma,

adult ; (2) attacks which more resemble hay-fever ; (3)
‘ bronchial-asthma *—i.e., recurring bronchitis with a spas-
modic element superadded ; (4) the bronchitic type, in
which the attack resembles one of very acute capillary
bronchitis, but with an unusual amount of wheezing and
dyspneea, and which begins and ends abruptly
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In all cases when the disease has lasted for some time an
clement of ¢ mph cma i w}v? to dey '\ P which adds to the
ravity of the condition, and if the attacks be frequent and
evere the hild prone to he tunted in erowth w.{»!>\‘|-‘!v
ment
You will not have much difficulty in the diagns of
thma except in cases of the bronchitic type, in which ther
H ‘}\It er of the asthmadtic x!t"lulr' ‘h:ll 1r\“l|‘“'|w<|
especiall hen the patient is a young infant. The abrupt
1thsidenc f the wttack 1 lwu\-\'! chara MH‘:H '||H‘
the o1 ‘ of the disease, also, in which there i1s any
real dan ! rom the wttack itself fol H] dehcate imfant 11
¢ tal n ither type the chiet p1 nosti
nte e o1 h | re Likel 0 pel {
1 ! { ! ( 1 | th « ]
\l ) | wve | wed 1 of mv «
r more tl | hat / N n f
e at [ ] 1 ! h the ften b me mucl
f¢ ( d ( if empl ema ! ‘l‘wl‘!n" |
l ( hthe hi deorees of
emph na 1 be recovered m ! ittacks disappeal
In vt 1} CONSI | hat to do 1n an
tta ’) how el IT attac ) hoy to treat the
tenden t ttacl
. In an attack the inhal n of the fumes of one of the
| 1 al h ) er helpful 1! fume
bhemn ntroduce el n 1mpre ed tent i‘w onl
| wlvantage of tl wethod f treatment 1s th 1t tavou
the d¢ \'K"m:‘:vflr!iv'w"iﬂl 18 the fume are alwa rather

irritating

If the omach he werloaded, an emetic will often cut
hort the attacks. and wan worth trying

If the distre he very severe Voii may he COMpP( [led to
inject morphia (% to  grain, according to age Adrenalin

injections (3 to 5 minims of a 1 in 5,000 solution) are also
very successful in some cases

2. The best way to ward off an attack is to give a dose
of ;4ltii[:‘\ rin (5 orains or more). or & ~lll.|'i\l‘ dose ) (Mn]n]
or bromide at bedtime, and to see that the hild goes to bed

on an empty stomad h
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3. The treatment of the underlyving tenden y I8 the most
important and difficult part of your ta k in the management
f asthma cases

In the first place you should look for any source of reflex
irritation, and first of all in the naso-pharynx. Nasal
H'l«lllh tion :ltll'n' lnl- 01 <l|l,ll1‘t«f !'rl\-1|> >|l<lli|t] .||\\.’ll\ s b
dealt with The immediate effect is often most striking
but, unfortunately, the paroxysms tend to recur again later
on. althoueh often in a milder form than before, and in some
instances they disappear permane ntly after the u]urmliun

li. h wel he 1!‘1 ¢ \lrwl ted 1 ‘|‘i(" toO ’Hv\z!(l 11'”1\

irritation from the intestine nd 1t 18 con inIMI by many
[visab y perform circun n if there be any phimosi
I'he diet n need to be modified N chyv food hould
I ' Y ke tl nach not ovel
loaded X Ha  rem | mection tha
lclre 1 [ | nel
rran | 4 8] ;':1 1 1 hi¢ Nnect 11
o eliminate these from the diet
Hygienic treatment consists in avoiding cold and damp
far a 80 i1hle | he teet a l¢ should be !..};? arm
nd I nd 1 protected. Sponging «
he N t | | 11¢ the | m b h
| 1eved ) ‘vl[\‘ | | entl ne hile walinst
bronchiti \ thorough course of re pirator exercises 1

often very useful

Climatic treatment is of the very first importance, but yow
oreat difficult will be to know where to send the child
and what sort of elimate to advisc '“llx is, I am SOITy f
sav. no invariable rule to guide vou, for every asthmatic is a
law unto himself In one of myv case for instance, the
child was quite well when in London, but had frequent
attacks when at home at Lowestoft : another bov remains

quite well when at school at Eastbourne, but invariably

relapses when he returns home to Blackheath ; a third, a
girl, is a chronic asthmatic when in Croydon, but when she
goes away from it is immune, and this peculiarity has
persisted now for ten years and more. In view of such
inexplicable peculiarities one can only advise the method of

experiment—trying the child in various places, and if one




190 LECTURES ON DISEASES OF CHILDREN

is found where the attacks disappear, keeping him there
This, however, is not always feasible from the family point
of view When there is much coexisting I'!"Ill'lli“\.\i)ll need
never hesitate to advise a warm, dry climate as the best, if
circumstances permit

The most valuable drugs in the treatment of the asthmatic
tendency are iodide of potassium (in small doses), ethereal
tincture of lobelia, stramonium, and arsenic. These may

be given in combination, but the whole secret of using

the m 1 lo ersist in their admir istration /.lu ,///:l/f/‘,\‘ jll\l
as one uses the bromides in the treatment u'rlﬁihllr-_\ [t 1s
in such use that the best [m)n of overcoming the tendency
to the attacks reside wnd you must urge parents to persist

L1ence



XVI

LECTURE

RESPIRATORY DISEASES—Continued

PRIMARY OR CROUPOUS PNUEMONIA IN CHILDHOOD

(VENTLEMEN Attempt to classify cases of pneumonia in
children have given rise to a considerable a nt of con
fusion. and ndeed. one mav admit frankly that it i1s often
LV Vel difficult lr:r"lv(‘”" bedside to refer anv given cas¢
to a |vr1'mw-lmr division of the disease Hence for ;u‘m«\ll.ﬂ
purpose I think it is best to \"l"'“' division as broad
1S po 1hle wnd 1 therefore propose to divide case ol
pneumonia into those which are primary on the one hand

wnd those which are secondarv on the other By primary
pneumonia | mean a case in which the inflammation start

in the lung substance : by secondary pneumonia | mean that

form of pneumoniasin which the inflammation of the lung

substance 1 consecutive to disease of the an passages,
|l~!1«!|\ 1O ’v\nyr‘!\t[v ”Illl( l'\l' term !rl*lli |=~[rlu‘ll
monia * usually applied to it Further, vou mayv contrast

primary and secondary pneumonia in this way: that primary
pneumonia may be either lobar or lobular, although it is
more commonly the former ; whereas secondary pneumonia
is usually, perhaps one may say always, lobular. In the
second place primary pneumonias are practically always
due to the pneumococcus, whereas \1(’“]1![:[!‘\ }'Ill'lllllﬂlli;ls
may be due to many organisms, perhaps most commonly
to a streptococcus. When you come to ask yourselves
which form of pneumonia is the most frequent, it is very
difficult to answer, because it depends very much on the
type or class of case which you see. In this hospital, where
we do not treat cases of the acute infectious fevers, there
191
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can be no doubt that primary pneumonia is far commonest

whereas if you were to go to one of the Metropolitan Asylums

Board H spitals, where there are cases of measles, scarlet

fever, diphtheria, et yvou would probably find a large
IMIH'“I of case 9)| |~'w¥>-f;|l'\ Illll'lllll”l‘il |nr‘|ll»|‘ SeCOl)
dary pneurionia is a common ¢ omplication of many of the
weute infective fever But here in this hospital, and 1
would say further, in ordinarv general practice, you will

meet with very many cases of primary pneumonia in children

of all age | sav it is met with in children of all ages, but
most frequent, as statisti how, between one and two
ears of age That is the period of maximum incidence
primary pneumonia in childhood, for about that age
hildren seem to b peculi rl usceptinle to the attack of
PNEeNMOCOCE I | e recentl one through the
f venty cases of primary pneumonia which |1
| had nder m vre 1n children be even vea '
¢ I I fow hat half of the re below two vears of
L€
MoDE oF ONSET
As 1 U he nset and symptoms of primary pneu
monia—and it is only with primary pneumonia I shall deal
this afternoon—it may begin sometimes in a very deceptive
way It 18 not uncommon, for instance, for it to begin

with vomiting. A child mav be taken with severe vomiting.

vong with rise of te mperature, and for the first few how
these na h the HH}‘ i)"vlllill'tli ~\!||]ii')ll|> A IIIlH]“ ot
onset like that is apt to deceive you It makes vou think

perhaps of brain trouble, such as meningitis. Or it makes
vou think of some of the acute fevers particularly scarlet
fever, which you know often begins with vomiting. Another
deceptive mode of onset of pneumonia is with drowsiness.
I have known cases in which, even for a day or two preceding
the actual onset, there was great drowsiness. I remember,
for example, the case of a little boy of whom it was said
that a day or two before he was ill he was always falling
asleep at school ; apparently before the disease had made a
proper beginning that symptom had arisen. As a rule,
however, the disease sets in fairly abruptly, with a rise of
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temperature and a certain amount of shivering. A true
ricor is not so common as it is in grown up persons ; but a
certain amount of shivering is not rare And sometimes in
sensitive nervous children these shivering fits take the form
of a slight attack of convulsions. Very quickly you will
notice an alteration in the character of the respiration, and
that is one of the most important things for you to observe,
because it is upon the altered character of the respiration
that you will sometimes have to depend for making your
diagnosis in the early stages And the alteration this -
1

In the first place the respirations are greatly increased in

frequency ->H|<|1,vx«vlt'\lii"ll1\~l||1’flull\1w‘w?I||| !nu\w-mh
Secondly, the respiration takes on that character which 1
IM\«" often demonstrated to you 1n Vlu out ‘l"‘\‘ nt t|4'r.ll'
ment a “inversion of the re piratory rhvthm In the
normal state of things the respiratory rhythm goes thu

inspiration, expiration, pause ; but in pneumonia, and indeed

N voung ( Ii\[li!l N the I'¢

in all grave re piratory affections
tends to be an inversion of the rhvthm. so that one gets
expiration, inspiration, pause ; and you will remember that
the expiration is attended often by a curious grunt, and
during the grunting expiration the al@ nasi are blown out
which is again an inversion of what ordinarily happens in
an adult with dyspneea, in whom, if the ala nasi are acting
they open out during inspiration. Upon this altered
character of the breathin as 1 have said you ma have to

v stages for making vour diagnosis, and

1]|‘})"U'i 1 I|((' eal
therefore it is extremely important that you should be
familiar with these respiratory change Quite early in the
onset of the disease vou will notice that the child is flushed,
and not uncommonly you find a certain amount of herpes.
But in a large number herpes is absent, so you must not
depend upon it at all as a diagnostic sign ; it is too often
absent to be of use in that respect.,

PHYSICAL, SIGNS,

The unfortunate thing about the physical signs of pneu-
monia in children is that they are often absent at the outset
and for some time after the disease has fairly begun, and,
13
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indeed you may Ii!!rl?‘ii'meL becoming marked when the
crisis is at hand. 1 have even notes of cases in which
1||».\ become evident only after the crisi This is no doubt
due to the inflammation starting deep in the lung and only

Pt I'CUss1on

by degrees read hing the surface

The most important physical sign is an impaired note on

and T am constantly pointing out in the out

patient department that if you wish to elicit this impaired
ote you must percuss |u‘|,.||x wnd e peci: Iy hightly
o mucl Lre mnnot be laid on the word |
:‘[* dl Mt O Lrea ' pneumonia m ( ;“‘i‘\ \
L L1011 D he hse¢ 1 Del { 1hl
| he el I' e ul Il th the pateh « I
(&8 \‘ 1n ¢l1ore ! ( \
1 "
( | np ! | 1 {
;‘llll)‘i\‘| the sites a | 3
ll!s"\‘ " | | 1 ( o1 t 1 1
] | hat tlhi apex red n | I'¢ (
n 1t 1 up e w|f< ! 1
my « [ i nstance me-third of tl { vere ay \
15¢ 1 1n i\'w\ the ww’u
volved That v far hicher proport 1 Of D | (
han in the adult. Apical pneume n lult is the
eption, but - cannot say that of pneu n tl
child. Further—and tl L curiou nd unexplained
fact—of the apical case two-thirds occurred in the 1
'HVI;’ I think vou may \ that 'lw Most commorl 11 \

tions for pneumonia in the child are the left lower lobe and

the right upper lobe. and therefore it is in these situ

in a doubtful case vou will percuss with the greatest car

In particular I wish to commend to you the importance
I have known any

of percussion below the right clavicle
the

number of cases of Ill:f‘lllll"lli‘\ H\l!“wr‘\t'xi because
observer had failed to percuss lightly below the clavicles

\[mH from ln-lrnw\inn. the other chief sign is an alteration

in the breath-sounds, the development of what is known
that high-pitched whiffing kind of

as tubular breathing
consolidated lung. That is

breathing which occurs over
a sign which develops sooner or later in all cases, but it does
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not develop quite so soon as the impairment of note, and
sO 18 of less \‘uhlv llmll |u)\ USS10N '|.||1\1* are Ill" Hlll\
methods of physical examination which you need employ

delicate percussion and auscultation to determine the

presence or absence of tubulax l>||,i!|w|r\;‘

SYMPTOMS.

Compared with the adult, the symptoms are far less pro
nouncecl You will often see | ww one the other day
v child with full-blown pneumonia standing up and prancing
about in its crib, apparently not much the worse for the

fact that it has a temperature of 103° F. and consolidation

of the lobe of one lung You do not see that in the adult
\ grown-up person with lobar pneumonia is very i1l indeed
vhereas a child with the disease may not appear to be
eriously ill at all. The reason for this is that the toxaemic

mptoms which are so very serious and prominent a feature

pneumonia in the rown-up person are comparatively
absent in a case of pneumonia in childhood For somu

reason \v,}.\.hw« do not know ~||\|w1l‘!r-[l-l“li cem to sutter
from the toxins of pneumonia in the way that the groy

up person doe Delirium, for instance, which is one of the
most prominent symptoms of toxaemia in the adult, is a very

rare thing in the child, and, on the other hand, heart failure,

one of the things which gives yvou the greatest anxiety in
the pneumonia of a grown-up person, is something which in
the r’!'H\HHlul«||:.||wH\ fear at all \-'1!K,|Y”|w'|\\||1|: 11

groups of symptoms, the toxwemic or nerve symptoms and
the symptoms which result from heart failure, are compara
tively absent in children, and for that reason the symptoms
apart from the feverishness and the hurried respiration,
may be very trivial indeed.

MopE OF TERMINATION.

As vou know, pneumonia of the primary sort in children,
whether it be lobar or lobular, terminates, as a rule, by
crisis.  You may put that in another way, and say that
pneumococcal pneumonia in children tends to be a self-
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limited disease, as distincet from \Hilrf"Ilw\.kl and other

forms of pneumonia which are not self-limited, but drag on
for an indefinite time, In the majority of cases the crisis
oceurs on the seventh or eighth day That has certainly

been so in the majority of my cases But in a considerable
IHIIHIN'! "' 1’|||!‘|[("| lll" Crisis occu 1’.”“"“ Oon 'l"' 'l"'l or

sixth day, and in a comparatively small number after the

eighth, say on the ninth or tenth day It is rather charac
teristic of pneumonia in children that the erisis is apt to be
receded by one or more sudden falls of temperature vhich
we spoken of as * pseudo-crise You can distinguish
pseudo-crisis from a real one by the fact that after a true
crisis the respiration-rate fall but 1n a pseudo-cr t he
respi rat not ftect No the respiratory chart
| bette l¢ | ceurrence of tl risis tl
temperature 1 1 \ metime fter the
true cri there 1 v temporary rebound of fe | 1
few houn twelve how lnr}w}‘ which ma [arm vou
11 [ ' wnd make vou think that some con }l}‘ { 1
rising These temporary rebounds after the cri re
wt very uncommon in early lif¢ I'he heat-regulating
centres in children seem to lose their equilibrinm more easily
than in the grown-up person If vou set them into violent
cillation it take yme time before thev settle down again
And if the temperature drops to ubnormal at the erisis, it
apt to jump up above the normal again, just as an india
rubber ball rebounds when thrown to the ground But in a
few hours it finally settles down to the normal. Sometime
111 ‘l,|l| of a crisi occurringy \]11 fevel 1S lvllll ‘!"_Mf ‘Hl“’
it is about the causes of prolongation of fever in pneumonia

that I now want to sav a few word

PROLONGED PYREXIA IN PNEUMONIA

You may divide cases in which the temperature does not
fall into, first, protracted cases that i1s to sav, cases of
pneumonia in which, for some reason, the temperature runs
on for ten, fourteen, or more days—I have even known it

to go on for several weeks—without the disease spreading

and without any complications arising, and for no particular
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reason which vou can find. It seems in such cases that
natural resolution is extremely slow, and 1 think they are
apt to terminate in fibrosis of the affected part of the lung
(lases of fibroid lung affecting the upper lobe, which are
sometimes met with inchildren, and which are not tubercular,
probably have their origin in an attack of pneumonia of thi
ort, which has run a protracted course

Secondly, the prolongation of the fever may be due to

the -;/,,,'/‘/.,,f; of the prewmonia or to 1ts u//l/..\////[ That is
to say, the disease spreads from one lobe to another, and
the child ma 18 it were, run through two attacks of pneu
monia consecutively [ have known practically every lobx
of the two lungs to have been involved successively, each
ne giving rise to a further rise of temperature as it ha
3], ] flected Here is the chart of a case of protra ted
Teve N pneumonia due to involvement first of the ’1.‘!('
upper and then of the right middle lobe, and it was a cas¢
in which e will see, the temperature ran on for con ider
tbly mor than a fortnight, One spe 1) of these case
ymetime \ wandering pneumonia "—the disease wan
e from one lobe to wnother v||1' pre NnOS1 1 t hese
reumstance not necessarilyv bad. but one is naturally

Uwavs more anxious in such a case than in a straightforward
pneumonia, in which one lobe only is involved I'hirdly

failure of the temperature to come down, or a tendency
for it to rise after it has once come down, may be due to the
deve !w,)lm nt ol ur,‘/r/w/“:u/«'«w I'hese l'“l!l'ill('.‘l‘l“ll\ are due
to the starting of a focus of |u11»!1!||~‘lw‘u|| infection elsc

where, and in voung children—and the vounger the child
the more this is true there is rather a tendency for this
generalization of the infection. Indeed, in quite young
infants a condition of general pneumococcal septiceemia, as
it is sometimes termed, is by no means uncommon. Of the
possible complications, empyema is certainly the commonest
[t is characteristic of empyema that after the crisis the
temperature tends to remain down for a few days, and then
gradually begins to rise again. You see it gradually rise
until pus is found and evacuated, and then it comes down.
The signs of empyema are the development of stony dulness,

with very marked resistance on percussion : that is the chief
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point, marked resistance on percussion at the base of one
lun It mav. however, be extremely difficult to tell an
empyvema with certainty from an unresolved pneumonia,
or from one of those cases in which a thick patch of lymph
forms over the pleura, and, indeed, there is only one way of

diagnosing empyvema with certainty, and that is by putting

in an exploring needle ; and if you find the temperature
chart creeping up like that after the initial erisis and the
dulne persisting, and still more, much resistance on pex
1 ion at the base vou should not delay « \'i"‘l\lr‘, because

rtain that if empyvema 1 diagnosed early and eva«

nated, the progn is vastly better than if it is left till
fatd H- ( ( dooempvema which do |-H“\ HEK ;i“_,
| not been made until two or three
{ 1 | ] |

\ | Dl 1 ( liseq
fect ( | Idle ear by the pneu
( | ] e ki n a case in which the temperatur
fter an ttack of pneumonia for four weeks, and
‘ | 1 1 it wa the cause until finall
me pu dischareed Irom one ea and after that the
| moerature ime down and evervthing went well Ob
; ery thi thout }n{rllllhtn'w«mi middle-ear disease YiMI 11
| may not give rise to any local sighs which would make you
! uspect its existence : the child mav not « ‘IH|)l\?l of earache
? wnd there n be nothing to put you on the scent as to the
| true nature of the trouble So where there 18 a |r|<rl“l‘i',x

tion of the fever, and vou can find no cause for it, do not
omit to examine for suppuration in the middle ea W
omitted it in the case I spoke of, and that is why we did
not find the cause of the rise of temperature., The third

1HlH’l|u.v!>H|| Il have to \Iu',‘ll\ of 18 a very serious one,

! namely pnewmococcal meningitis The difficulty about
meningitis is not so much to diagnose it when it is there,

‘ but it is that you are apt to think there is meningitis when
ﬁ it 18 not there ; and you are apt to do that because several
i of the symptoms and signs of meningitis may occur in cases
} of pneumonia, especially, perhaps, in apex pneumonias,

simply as a result of the pneumonia itself. They may also
occur in middle-ear disease where there is no meningitis at

n

|ll
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l. T refer especially to such signs as vomiting and head
retraction x!n]v\l||lh4‘~|1'\1|‘v[vl|m'!ﬂwlll,v'llm of Kernig’s
o \ll these may oceur in cases in which there is no real
menneitl wnd vou mav often be n doubt \\]u'i’u‘l Vol are

dealing with an apex pneumonia which is simulating menin
gitis, or with pneumonja complicated by meningitis. The
only way of determining this point in a doubtful case is by
lumbar puncture, for that will enable you to draw off cerebro-
spinal fluid containing the pneumococcus, and so to establish

the diagnosi

Another complication pericardit wnd a very seriou
O11€ 1t 1 i'.w' l A[w not |H~'vw e 1o L\ 'M\‘}Hll,‘ 1|"'\17
per rditis to-da [ shall deal with it when 1 lecture on
the acute rdia ffections of childhood generally No |
hall 1 D the n complication, and that is m

( I'l Pl babl commonel "
|1 n in pneumonia than upposed [t is a complic
tion | h ther apt to be overlooked, and it is only in
comparat vel recent time that its existence ha irwli]"'
perly recognized And yet pneumococcal peritonitis occun
by no meal Vel “:"Hi‘t"!‘l‘» 11 4"‘\‘Hw*-l| eith
omplication or as a v4,l]¢i! of an attack of pneumonia
e usual symptoms by which it 18 ushered in are the

development of abdominal pain, diarrhecea, and vomiting

wnd a rise of temperature if it has already fallen Quite
oon. too. retraction of the abdomen can be observed
I'he wre the initial symptom and as effusion takes |t!‘ww

w1 begin to find signs of fluid in the abdomen, and when
that has occurred, many of the acuter symptoms subside,
wnd the case becomes more like one of tuberculous peri
toniti The treatment of this complication is surgical

The last complication I shall mention is preumococcal
arthritis. This is not a common complication, but it occurs
every now and then, especially in quite young children, and
it 18 a curious lili!lj_’ that it does not Illw'v\m;llil). go on to
suppuration. You may fiad that a joint, often one of the
smaller joints, becomes red and swollen, and that it is hot
and painful, and after a time the whole thing subsides,
and no further harm results. Every now and then, how
ever, suppuration takes place, and if this happens, the
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treatment adopted must be the same as in any other form of
suppurative arthriti

These, then, are the commonest complications of primary
pneumonia in childhood. Sometimes several of them occur
together. and it is not uncommon to have a child who has
an attack of pneumonia developing middle-ear disease, and
|N’I'M|w meningitis, both the result of the pneumococcus
or he may have pneumonia followed by empyema and an
attack of |>|I|4(|l|]'l\\ or where there is 1:t'II'|‘\|i/«‘t‘ pneu
mococe:d i S |»Haut mia |x| 1( Hnn\||‘\ :!H liu ¢ 1'“!\',_'\ I!M‘\ oceul
together Such cases. 1 need hardly say. are almost inevit

ably fatal

DIAGNOSIS

\s regards the diagnosis of primary pneumonia in children
( h‘y\:' Iul\] Vou l'm( 1t 18 at t he outset 1|uM \VOul li\”u !I'li«w.
will arise You are called to a child who has a sudden
rise or te llvlwmlllu- ind some vomiting, and vou are asked

by the parents what is the cause of the attack Naturally

vou think first of the acute pe ific fever and the acute
pecific fevers which is most apt to simulate pneumonia is
carlet fever, because '¢~|WH|'1_\4-H!'<(1M scarlet fever otten
begins with vomiting and a sudden rise of temperature
i as pneumonia does ; but, of c¢ourse, in the latter you
10t have a rash or sore throat. and further. whereas in
rlatina the rate of the pulse is specially raised, in pneu
i it is the re |-H,»WIH!| rate 'Hv h i *iu‘r\.l“_\ ““4’(’]41].
il attention to that point of difference will usually keep
ou right Another thing which may simulate pneumonia
18 acute abdominal disease especl «H.\ .|Hr|'xnhl 1tis ||||\ 18

now generally recognized, and I think all surgeons are alive
to the |nw\\:l»||ll\ that a prneumonia involving the lower
iobe of the right lune may simulate verv closelv an attack
of appendicitis. Cases in which the surface of the pleura

covering the diaphragm is specially involved seem to me to

be those in which the simulation is most liable to occur.

You will find a like simulation in cases of pericarditis, where

the pericardium covering the diaphragm is involved ; these
also may simulate abdominal disease very closely. Hence,

when you are dealing with a case of suspected pneumonia,
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with pain on the richt side, and vomiting and a rise of
temperature, you should always have in mind the possibility
of appendicitis. Conversely, where there is doubt about
an acute abdominal condition, remember pneumonia, and
study carefully the character of the breathing, and examine
for physical signs at the right base.

Lastly, pneumonia may specially simulate meningitis.
I have already referred to that in speaking of meningitis
as a complication of pneumonia, and 1 ne d not say anything
further about the differential diagnosis

PROGNOSIS

\s regards the prognosis in primary pneumonia in child
hood. this mav be said, that it is vastly better than it is in
grown-up persons, and, indeed I alwavs regard an uncom
plicated case of primary pneumonia in a child as a com
paratively trivial matter, unless the patient be below one year
of age In 4n|i|.\ il||.|111"\ even an und rwn,;'m ated case may
be serious, but in children of two years of age o thereabouts
uncomplicated pneumonia is almost never fatal. Of seventy
uncomplicated cases below the age of seven which 1 have
had under my care at the London Hospital, not one died
But when there are complications the case is different, for
some of these are very serious indeed. The most dangerous
complications are meningitis and pericarditis, but fortunately
these are rare In the absence of nulnl»h(;lll"lz\ you may
usually prophesy without fear that in vbout a week the
disease will have terminated by crisis, and that the patient

will get well
TREATMENT

In a case of incomplicated croupous pneumonia there is
very little you need do in the way of treatment, and, as a
matter of fact, my own cases, except for nursing, which is
very important, get really nothing which can be described
as treatment at all, and I find that they do very well without
it. If the child is restless and the temperature very high
that is to say, 104° F. or upwards—it is perhaps a good
thing to reduce the fever a little by tepid sponging ; but
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there is no use in attempting to force the temperature down
too far. (lases with high temperature do as well as, and, 1
think, better, than those in which it is low, You may also
give a simple diaphoretic mixture to keep the skin and
kidneys active.

Digitalis, which is so useful in the treatment of pneumonia
in the adult, is hardly ever required in children, and I very
l(ll("_\ ul‘«lt'l‘ :l|\|»||1'l \nl\«‘ \avl;lll\(--«. ;||\n_ are >-1;|!u'|.\
ever called for ; but if want of sleep is a difficulty, a few grains
of Bromural or of Dover’s powder may be given with ad
vantage

\s regard the general treatment, see that the room is
lu‘}rl well ventilated. that the « hild is not over 4|"1||w| or
over-fed, and that he is allowed |t'4 nty of cold water to
drink

I'he treatment wlwxln[;hn itions | have alreadv referred to




LECTURE XVII

RESPIRATORY DISEASES—Continued

GENTLEMEN,—I wish to speak first to-day of broncho-

pneumonia. This is a disease hich vou often see in

the wards, one of very great fatality o much so that about

17 per cent. of the total infantile mortality results from it

|:(vv11| ho l\ll"lllll"|l|.| may be wl‘u! ii!llll‘ll‘\ or, more com

monl secondary oceurring 111 the course ol .\H‘r1|Hl

disease, such as measles or whooping-cough, and in such
cases the broncho-pneumonia is very often the last straw,
as it were : it is that which induces a fatal ending Now

vour difficulty will alwavs be, when you are in contact
with a case of supposed broncho-pneumonia, to sajy when
vou are dealing with simple bronchitis and when the disease
has passed on a stage further—namely, to broncho-pneu

monia. I would like to emphasize the fact that physical
signs will here be of little assistance to vou ; you cannot
diagnose broncho-pneumonia with certainty from simple
bronchitis by |\“\~~1|.~| SIS . you have alwavs to consider
the general symptoms If there is high fever lasting more
than two or three days, if there is much lividity and much
t!t[m ssion, then you can be certain, no matter what the
physical signs are, that you are dealing with the more
serious affection—mamelv, broucho-pneumonia—and not
with mere bronchitis. If there is one physical sign of assist
ance more than another, it is the development of fine crepi
tations towards the base : and if in any case of bronchitis
there are fine l'!i"lil.lll”ll\ towards the base of one lung,
you should be suspicious that you have to do with patches
of broncho-pneumonia. The patches of broncho pneumonia
may be so small, and so deep down, and so enclosed by

203
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healthy lung, that there may be no dulness at all, and you
must not expect always to get dulness when you percuss
such a chest But the more lightly vou percuss it, the less
likely you will be to miss such patches as exist, for you must
remember that sometimes the patches are extremely thin ;
there may be only a little layer of broncho-pneumonia, and
anv heavy percussion will bring out the resonance of the

underlving lung below that, and so yvou may miss the dulness

DiaagNosis orF CCrourot FROM BRONCHO-PNEUMONIA

'he other disease from which you may have a difficulty

in distinguishing it is croupous pneumonia, and it will be
well for you to note some of the points which should guide
ou in the distinetion between the two “luulvulh ]H*!‘II
morunia 1 Uway a4 primal disease but broncho P umaoinia
| very orten ceonaary |l¥\>!u|4w[rilwl!nll»lkm | com
monest in quite young children, in babies, whereas croupous
pneumoni not commonest in babies, but in children
tbove two  vears of age Broncho-pneumonia usually
omes on more or l aradually, and the previous health
ha often been bad wherea croupous |~III'\I!II“IIiJ COIN¢

on \541431 nl wnd u H\H\ 11 a w‘u\xl \v,l\w I|:|~\ ‘n'lwlt‘ ]n'q'll

perfectly well Broncho-pneumonia usually affects both

lungs, whereas croupous pneumonia is generally unilateral
affecting one lung, or, much more likely, part only of one
|l||\,‘ In bronehe pneumonia the base Ol the |Ill|‘,f is the
part which is almost always involved, whereas in croupous
pneumonia it is often apical. The course of broncho

pneumonia is ill-defined, and instead of ending by an
abrupt crisis, it ends usually by lysis. In croupous pneu
monia, on the m”ul 'll!\" ll\' course 1s \\t'” ll('!i||t~1|, ;||||l
ends by crisis on the fifth to ninth day. The dulness in
broncho pneumonia is usually patchy and ill-defined,
whereas in the croupous form it tends to follow sharply the
outlines of the lobe Another point of some value is that
in broncho-pneumonia you get signs of general bronchitis,
whereas in croupous pneumonia the rest of the lung seems
healthy These are the chief points to be attended to in

making vour diagnosis. The reason why it is so important
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to make the diagnosis is from the point of view of prognosis
Broncho ]mt'llllllrlli:l is so fatal that about half the cases in
hospital die, while, on the other hand, in croupous pneu
monia recovery is the rule ; deaths are very (‘\t'¢'||lilr!|.l|A
Holt, in his statistics, found something like 4 per cent, as
the mortality of croupous pneumonia in young children,
which is, of course, far lower than in grown-up people.
There are probably two reasons for the better prognosis in
croupous pneumonia in young children. One of them is
the great reserve power of the heart, so that vou do not
easily get paralysis of the right ventricle from overdisten
on. The other reason probably is that children have
usually very healthy kidneys, and there is nothing, I sup
pose, except alcoholism, which often goc with it, which

makes the prognosis in pneumonia more unfavourable than

damaged kidneys

In spite of what I have said, I should be sorry if you went
away with the impression that you should always be able
to tell a case of croupous from one of broncho-pneumonia
if you only pay attention to the points indicated above
That is certainly not the case : often vou will have great
difficulty in distinguishing between them For although
broncho-pneumonia may begin in scattered patehe it
it apt to become confluent, and to produce dulness over
the whole of one lobe. Further, some cases of broncho
pneumonia present very much the same kind of tempera
ture as one sees i!l true « I'HII]IH‘L 'ill« umornia, and mavy even
end by crisis. I have seen it stated that in such cases the
pneumococcus is the exciting cause of the disease. W hether
that is true or not I cannot tell you, but I think that it is
probable that in future we shall learn to classify cases of
pneumonia in children according to the particular organism
which excites them rather than by their lobular or lobax
distribution. From the point of view of prognosis, that
would be a great advance, for there is reason to believe that
cases which are due to the pneumococcus run a more
favourable course than those which are of streptococcal
origin

In the treatment of broncho-pneumonia careful nursing

is of the first importance. The child should be kept quiet
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and free from any excitement. He should be placed in an
airy, well-ventilated room, and not in a tent. The bed
clothes should not be too heavy, and the child’s position
in bed should be perpetually changed. C(are should be
taken not to overfeed. Even the best nurses are apt to
fall into this error sometimes. The diet should consist of
diluted milk and broths, and cold water may be given freely
for thirst Linseed poultices are sometimes useful if applied
to the back, but they are apt to encumber respiration too
much by their weight if placed on the front of the chest
Antiphlogistine is not open to this objection, and is useful
if there be pain. If the temperature be running high, I
have found cold compresses useful. They are prepared
by wWringinge a towel out of water at the l«‘lH'H’I,lIHlv ol

the room, wrapping it loosely round the chest, and then

covering 1t with i‘n‘-uxu\l |>fu><um|;|w~\ should be changed
every three or four hours. Such applications are useful
in several ways 'hey lower the temperature ; by making

the child draw a deep breath when first applied, they tend
Iup!n\.'lllw»||n!r~<-w1 [mll-«vll}u lung, and they afterwards
act as |t<x‘lliim‘

Drug treatment is quite secondary in importance to the

measures I have just described Avoid the routine use of
expectorants ; they are only useful when there is much
coexisting bronchitis, and are then to be «-III,»|H\H| according
to the same rules as in that disease [f cough is very
teasing, small doses of paregoric are useful. Some also

recommend belladonna, but 1 have not had much ex

perience of it. Strychnine is of value as a general stimu

lant [t may be given in doses of 1 minim of the liquor
every four hours to a child of one yea If there be much
restlessness and a poor pulse, 15 to 30 minims of good

brandy may be given in addition. In sleeplessness bromide
of ammonium in 5 to 10 grain doses is probably the best
remedy, but veronal may be used instead. !f there be much
cyanosis, oxygen inhalation should be tried, but too much
hould not be expected of it,

When the right heart is overdistended and the jugular
veins very full and pulsating, I have often done venesection
from the jugular with distinct benefit. A few leeches along
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the costal margin may be used instead if there is a prejudice
against venesection, but l||t'.\ are not so effective,

During convalescence tonics and good feeding are neces
sary, and care should be taken to promote complete resolu
tion of the affected parts of the lung. Change of air is often
the most potent means of securing this end

In concluding this subject, I may quote to you as a
good summary of things to avoid an American doctor’s*
*prescription for killing a baby with pneumonia ’

“(Crib in far corner of room with canopy over it, Steam
kettle ; gas-stove (leaky tubing); room at 80° F. Many
gas-jets burning Friends in the room, also the pug-dog
Chest tightly enveloped in waistcoat poultice. 1f child’s
temperature is 105 F., make a poultice thick, hot, and
ticht Blanket the window shut the doors If these

do not do it L‘[\ru-,ll tar 'I!Hi'l\!'i tics, and wait

PLEURAL EFFUSION

Pleural effusions are not uncommon in children, and are
ipt to be overlooked Here, again, Mi\ ical signs are of
doubtful value. There will be dulness over the effusion,
but this need not be very intense ; and not uncommonly
owing probably to the great conductivity of the child’s
chest, which I have already spoken of, the breath-sounds
are pre served over the affected area, and may even have
a f('<']v|4\ |llu|u |||.|| l'll;ll:lt'lt'l‘ H(‘IH‘!'. as .\H!l \\i|| n-mli|‘\
understand, pleural effusion is not always easy to diagnose
from Hrlr\wlitl..in‘u] |lul|:. .lllw] sometimes ,"“” can HI]M
make sure of its existence by exploration. You need have
the less hesitation in having recourse to this aid if you
remember that in any case it is practically impossible to
decide between clear fluid and pus without the use of the
needle. The general symptoms will not help you, for clear
effusion is often attended by a greater degree of fever than
empyema ; and, indeed, the symptoms of the latter in
yvoung children are often curiously slight Even the
presence or absence of a leucocytosis is no certain guide.
It may be well for you to remember, however, that below

* Dr. W. P. Northrup, Medical Record, N.Y., 1905, Ixvii., p. 253.
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t‘ll]ll\l ma

the age of three clear effusions are rare, whereas

l is comparatively common.

The treatment of pleural effusion | need not describe,
as it must be conducted on exactly the same lines as in
arown-up people

TUBERCULOSIS
I have already referred to pulmonary tuberculosis in
1 childhood, but I would again emphasize the fact that
i ‘,,/',H" 18 as i1l occu n the adull 18 P actically unknown in
,: children below the age of puberty. 1t is true that phthisi
IS COnN mmL ‘}‘._,Ii ed m o l|'\r|lv 1 |n'l.1‘l ¢ a M‘!\‘ I\HL,'|I
i I8 present and the child is wastine. but the vast majority
| of such cases are really exampl of chronie dyspepsia
with a throat cough Patehe f crepitation are also met
‘ with sometimes in the lungs, which, when they occur in
f the upper lobes, may closely simulat phthisi but the
clear up completely, and are apparently due to local areas
of catarrh The condition, however, which 1s perhap
| oftenest mistaken for [~|H'11 in the child is
i o
| PULMONARY FIBROSIS
This is relatively common, especially in patients of the
hospital class, but it is very rarely tuberculou In the
great majority the condition date from an attack of

broncho-pneumonia in very early life, which has never

18 led to a condition of chronie

]”H!“II e l¢ 1'\4' up .wl' l

interstitial inflammation, sometim attended by dilata

TS —
i

tion of the bronchi and the formation of bronchiectatic

-

i
H cavitie The physical signs consist in dulness, usually
ovelr the lower |'|H of the |A:'|, with \\-nul\ breath-sounds
i and crepitation. Here and there cavernou breathing and
'I the occurrence of whispering pectoriloquy may indicate
1’ " the existence of a cavity, and if the l’i'_’hl base be affected

the heart may be displaced towards that side

The symptoms are often surprisingly slight. The child

| may look ?.llll»\ well sometimes even blooming but

is usually more or less cough, which varies greatly in severity

(‘\}il'(‘lu]'.”in[y \\IIH"I i\ uu.x\‘lnn.l”_\‘ '|l"ll’,}'l |‘|l¢'|>\A 1'”.““

|
f
|
at different times
|
I
|

there

and which may be attended by profuse

un
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sive \ttacks of intercurrent bronchitis or of localized

pneumonia round the dilated tubes are common, and at

these times more or less fever develops

When the condition has lasted some time, the chest may
become deformed and the fingers clubbed The ultimate
fate of these cases is uncertain. Many of them certainly
eem to live a long time, but they may succumb to an intex
current bronchitis or pneumonia, or to an attack of haemop
tys More rarely, secondary complications set in, such
as cerebral abscess, and a certain number die in adolescence
of right-heart failure, much as a case of emphysema in the
vdult  doe In a mall number tuberculosis  become
econdarily grafted on the original infection, and ulti
mately prove fatal

The treatment of these cases is not satisfactory [f
possible, one should guard them against further attac k
of bronchitis by sending them to live in a warm, dry climate
When this is impossible—as it usunally 1 one should do
all one can to maintain the general health at as high a level

possible, on much the same lines as in cases of asthma
Cod-liver oil is useful during the winter months If there
is much bronchiectasis, it is advisable to empty the tube
each morning by ‘inverting * the child, and the administra-
tion of such *pulmonary antiseptics " as « reosote and guaiacol
often mav he ||r (m!!w' ‘tlw' Isau ~‘|‘|| 1llu: Alul ( ‘HHI« 1
usually take it readily enough [t may be given along with
cod-liver oil—e.g

Emuls. ol. morrh. )
svyr, allil acet )

I'hrice daily after food,

I have tried vaccines in these cases without any success
the difficulty being to find the organism which is responsible
for the condition. There is usually either no sputum to
be obtained at all, or, if there is, it swarms with all sorts
of bacteria

When all is said and done, one cannot do much for these
unfortunate patients, and therefore it is all the more impor
tant to prevent the development of theconditiontostart with,
which can be done by insuring complete convalescence after
every attack of broncho-pneumonia, no matter how slight.
14




LECTURE XVIII

SOME FUNCTIONAL NERVOUS DISEASES OF
CHILDHOOD

(GENTLEMEN In this and the succeeding lecture 1 propose
to study with vou some of the functional nervous disorder
f childhood, which mak up a "H‘l|‘wl disease of oreat
pathological interest and much practical importance
When you go into practice you will be struck by the fre
quency with which functional disease of the nervous system
exhibits itself in your younger patient One great reason

for this, no doubt, is the comparative instability of the

nervous system in carly lif It is a nervou tem
which 1s, so to sp vk, still in the making It has not yet
ettled down into the stereotyped form characteristic of
mature life 'he higher centres are as yet imperfectly
developed, the lower m-“w,r[vw! controlled, and the
path f nervous impulses not clearly laid down Hence
tbnormal forms of nervous action, manifesting themselve
chiefly in defective co-ordination, spasmodiec muscular con

traction. and unchecked reflex excitability, readily become

established. Several factors may come int r|\!l\ n rendering

uch abnormal action easier First of these is a nervous
heredity. Some babi are obviously * neuroti from
the moment of their birth. They are easily frichtened

1

and start and tremble at any sudden noise or unaccustomed

icht Such children, yvou can readily believe vill easily
become the subjects of functional disease of the nervou
ystem But more important, because more frequent than
a neuropathic heredity, are two factors which by universal
consent are admitted to play a large part in the production
ol I||v ‘lxwl') Ol 'l' ecases at ]1!( ent Illulil CoOll H!v‘!.rll"li
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[rv'l!w tly .|~«|ll|1w| should he l<‘u|i|‘\ thrown out of gear, and
that inco-ordination should be a striking feature of most

forms of functional nervous disease in childhood

FACIAL IRRITABILITY.

[ want now to pass to the study of some of those nervous
disorders in detail. And first of all 1 wish to mention facial
rritability. or Chvostek’s sign This 18 not a disease. but
vsymptom. It is a danger-signal by which you recognize

the tendency on the part of the child to suffer from more

erious forms of nervous disorder Facial irritability is so
called because when you tap over the facial nerve, below
the malar bone, vou get a contraction of the facial muscles.
I'he phenomenon is not peculiar to the face, for if yvou tap
almost any exposed nerve you get a similar muscular con
traction In other words, there is an exaggerated excit
thility of the nerves to mechanical stimuli as the basis of
(‘hvostek 1on If that sign is present you know that the
nervou yvstem in an irritable and unstable condition

undd will be prone to be affected by convulsive and spasmodic

lisorder
LARYNGISMUS STRIDULUS
Let us take next laryngismus stridulus That is a seriou
md sometimes fatal form of nervous disease, which consists
( ntially in an inco-ordination of the muscles of the
larvnx It is due to a spasmodic closure of the glottis

rendering the child for the time being incapable of breathing
Here vou will almost invariably find that the child is suffer
n from ricket that great ||I~‘\1i~;um‘; 1O nerve 'll\n.w‘-_
You will get the history that from time to time the child
tops breathing, throws back the head, becomes blue in
the face, and then suddenly emits a crowing sound, after
which he may ery a little as if frightened, but soon returns
to his toys. There is here, then, a period of apnowa—that
is to say, cessation of breathing—followed by a crowing
inspiration ; and these are the characteristic signs of laryn
gismus stridulus.  These attacks will come on more in the

night and in the early morning than at any other part of

the
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the twenty-four hours ; and they may easily be excited by
any external irritation, by laughing, tickling of the throat,
a draught of air blowing across the child’s face when asleep,
or by any emotional disturbance At first the attacks
occur ormay at rare intervals, but by-and-by they become
more frequent, so that the child may have a great man)
seizures in the course of the day What are vou liable to
mistake laryvnegismus for 7 First of all, vou might mistake
il fol congi nital /r//i/////wl/ \//rr/w/ l ‘|MI|| ~!n‘-|\ ol l]:l’
condition more fully soon. Meantime I will only say that
congenital larvngeal stridor dates from birth, wherea
larvngismu tridulus usually affects children who are
vbout eighteen months old. So that proper attention to
the history alone i these cases will ’\-l|» vou right in the
matter of diagnosing between those two condition Next
vou will pos iblv mistake it for croup the catarrhal laryvn

geal spasm of which I have already spoken ; but croup

attacks last for several how whereas laryvngismus stri
dulus is almost momentary Next, you might conceivably
mistake it for whooping-cough but whooping cough 1s

characterized by a series of short expirations followed by
a whooping inspiration, whereas laryngismus stridulus i
characterized by a period of apneea followed by inspira
tion

Laryngismus may be a serious disease, as | have said
and children sometimes die in an attack, so do not be too
confident in your prognosis. The story is told of a con
ultant who was summoned to see a case of this disease
He said there need be no alarm, as Iil(‘l‘ x||t|ttl~'l| prad 11
cally alwavs got well : but as he was going out of the house
he was called back to find that the child was already dead
We now come to treatment. First of all, how are you to
treat an attack when it is in progress ? What you have
to do is to try to promote the taking of an inspiration, and
this you can perhaps best do by dashing cold water on the
child’s face, or by tickling the fauces. If the spasm lasts
an alarmingly long time, give a whiff of chloroform if you
are able to do it vourself, or if there is some I«‘\Inrll\l]'lt'
person to whom vou can entrust the administration. That

will generally cause the spasm of the laryngeal muscle to
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pa off and re-« ablish the re lnu“H-‘lv '||u- ‘;[;|>iu'|illvl|

of a hot sponge over the larynx is also of use Next, how

are vou to ward off future ttack \ oreat deal can be
done by keeping the child quiet It must not be annoved
in any wav : it must not, as someone has said, be ‘tickled
tossed. or teased.” because emotional disturbance and
'vit', ical stimulation are exciting causes of attacks. It i
well, also, to calm down the nervous system. The sedatives
‘\!\ ( '\ Vou A‘m|r‘w\ !IH] | ’I‘lH lm\t occasion to ~!n';||\ "|
them lr]n.\YHH\ are bromides chloral and .|!|li|>_\lll|
I'he three dru wre very useful in all the functional
nel 15 disorders of child d. and children stand all of
t b 11 ,.‘w.-,'u' chloral which vou can alwavs
boldls NCOTT that ricket Is the great predisposer

) \ need hardl tel 1 how 1mp rtant it
treat the 1 Ket |'hat never t ¢ lected |V |
vbsolutely nece \1 1O recd niz the rickety element and
to treat it b chanege of diet. by cod-liver oil, 1ron, and
o on : and it only in order to give those measures time
to take effect that vou meantim rive  bromide and

hloral

CONGENITAL LARYNGEAL STRIDOR

I wish next to consider briefly the condition called con

qgenital laryngeal stridor, which 1 told vou might be mistaken
for larvngismus stridulu (‘ongenital laryngeal stridor i
a disease the pathology of whicl till under dispute
It is believed by some to be due., like larvngismus stridulu
to an inco-ordination in the larvnx \ccording to thi

view, it might be described as a stammer of respiration
When one makes an inspiratory effort, if the muscles are
properly co-ordinated, the vocal cords fly apart to allow the
air to pass in And those who hold this theory maintain
that in congenital laryngeal spasm this does not happen
'|||' -|HI'1I‘H‘~|
open the larynx, and it is only a second or fraction of a
second, later that the cords fly apart, and so there is a little
catch as the air comes in.  The other view—which is held

is chest, but does not at the same moment

by Dr. Lack, of this hospital, amongst others—is that you

to deal in congenital larvngeal stridor with a malfor

have
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mation of the larvnx, consisting in a curving in of the
epiglottis and flabbiness of the false vocal cords, which allows
the larynx to fall in upon itself during inspiration. and that
it is in that way that the symptoms are produced.* I shall
not attempt to decide between these two views, but would

ay that it is admitted by all partie that the disease is

congenital, and that towards the end of the first year of
life it tends to disappear quite spontaneously No far as
I know it has never proved fatal. What are its symptoms ?
The child will be brought to you when quite a young infant,

usually only a few weeks old, with the u»ln'vlJiIM that it

makes a curious noise on breathing ; and you will be able
to hear ht crowing or purring going on in the throat
imilar to the noise which vou mav hear a cat make. This
wund coes on more or I continuously. but 1 apt to b
| if the child gets excited or agitated During ~~|u[>

the noise Imost inaudible Larvngismus stridulus, on

the other hand. is not congenital, and it is essentially di

onfimum One other 7".u-, which ou may mi take 1t
for i1 denoids in their congenital form. but of this I shall
have o ion to speak again (Lecture XXIX) Inasmuch

congenital laryngeal stridor tends to disappear towards
the end of the first vear, it is not necessary to pursue any

tive treatment. 1 cannot satisfy mvself that drugs have

I'he next funetional disorder of infants is the condition
termed tetany, or carpopedal spasm, a name which desecribes
the leading feature of the disease—namely, a spasmodic
contraction of the flexor muscles in the front of the fore
um and the back of the leg. You find the wrist flexed, and
as the interossei also participate in the spasm, there is
flexion of the first phalanx and extension of the other two
In addition the thumb is often tucked into the palm, so
that the hand assumes a conical shape, which has been
described as the ‘obstetric position,” because that is the
position in which the obstetrician puts his hand when
inserting it into the vagina. You may also find a degree

* See note at end of Lecture,
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of @dema on the dorsum of the hand. and that the skin

looks pink or purple and somewhat glazed, and that on
handling it it seems to be tender What this is due to 1 do
not know [t may be produced mechanically by the con
tinuous spasmodic contraction of the muscles interfering
with the proper return of the blood. The position of the
feet resembles that of the hands The toes are flexed and
curled into the soles, the heels drawn up, and the dorsum
of the foot is often somewhat puffy If vou examine the
electrical reaction of the affected muscles, you find that

their excitability is increased, and the anodal closing con

traction 1 rreater lllflwllsv‘an‘»vrnlll

I'he causes of this condition are two in number In
children of about eighteen months old it is very commonls
ted with ricket In vounger infants vou will find
NI n after an attack of diarrhoea What the cause
of the spasm is is not known. Sometimes yvou meet with
a similar disease in grown-up people. It is one of the
curiou and rare u-r41|»lh.|!lv'lw- of !IILIUI] stomad |l |! IS
imed that in such a case vou have to do with chroni
P OnNnyg the result of the 'l‘r'Hl[)liHll of toxic material
from the decomposing contents of the stomach \rguing
from that, some people say that tetany in young infants is
produced in a similar way [t may be so, and its associa
tion with diarrhoea i Hnggestive but there i1s no |>rluvl ol
it Fetany 18 not a fatal disease, but it is a painful one
You must first of all treat the rickets, if there be anyv. and
hilst vour anti-rachitic treatment is taking effect. vou
must administer nerve sedative And of those I would
recommend the bromides and chloral in preference to
uu"}v"wf\ ”1 bhath are ‘I[ o useful for '||| v tend to

relax the spasm when it is very severe

HEAD NODDING

Lastly, T want to speak of a disease which is of con
iderable interest and rarity, and that is head nodding
This condition of head nodding has several SVYNONnyms
NSometimes it is called spasmus nutans, sometimes gyro

pasm, and sometimes it is spoken of as simply rotatory
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head spasm, or head jerking, or head rotation. Either
head nodding or spasmus nutans is the best term to use
[n it you have to deal with slight continuous movements of
the head, which tend to occur in young children who are
usually about a yvear old or a little older. When the child
is brought to you the mother points out that the head is
kept moving. Sometimes the movement is up and down
ometimes it is from side to side—a sort of pendulum move
ment—and sometimes a combination of those forms in
different degrees. The essential point is a slight more or
less continuous and apparently involuntary movement of
the head When you come to examine these cases more
carefully vou will find that a majority of them suffer from
nystagmus also. The nystagmus may be from side to
ide, or it may be vertical or of the rotatory form, or it may
be a combination of these varieties And you ma> find
in such a case a form of nystagmus which you do not find
anywhere else—that is to say, a form in which the eyes
tend to ‘ivll\ towards one another and then to fly :l|r.tl"
In most cases of nystagmus, as you probably know, the
axes of the eyes remain parallel, but to this form the term
‘convergent nystagmus ’ is applied

Here, again, it is believed you have to deal with an inco
ordination of the eye and head movements. The young
child has just learnt to co-ordinate the movements of the
eves and head ; he is just learning to turn his head in the
direction in which he wants to look, and a very slight
disorder may temporarily derange that co -ordinating
mechanism. It has been compared to miner’s nystagmus
for a reason which I shall tell you of immediately The
mteresting |m|||| which connects the movements of the ¢ ves
and those of the head is that the movements of the head
tend >1nw-i.‘||]'\ to come on when the child tries to fix any
thing with his eyes [f you persuade the child to look
steadfastly at you, you will find that the nystagmus in
creases and the head commences to nod. If the nystagmus
IS present in one eye Hlll.\. the movements sometimes cease
when that eye is covered up This condition tends to
occur with marked frequency at one part of the year
namely, in mid-winter, On a chart on the wall there are
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et out all the ollected case of head nodding which are
on record,* and you will observe that the maximum fre
quency in the month of January In the other months
you will gee there are IMIIH. anyv cases at 1” \\II.\ 18

head nodding almost confined to this parti ulan lmvf of

the year An explanation = "%ich has been advanced is
that it is due to the absence of sunshine at this time And
ome of vou who saw a recent case of the disease in the out
patient room w ill remember that the mother admitted
that the child lived in a very dark room on the ground
floor ind it is under such conditions that the disease
most commonly appean lhat is why people have com
yared this fi 1 Of tagn h that known as miner’
wstacmu hich is « to the cor nt strain of using
th CV n mna ive darkne N although that
explanation el us. and | much to commend 1t. 1t
1Is not unmversall ceepted, ar | in manv case it is 1m
p ible to find that the children who are the subjects of
the condition have lived in dark house ome of my case
have occurred in the suburbs or in the country, where there
is as much light as can be met with in this country in th

wintel

That bring us to speak of the diagnosis. The only
condition for which vou are likely to mistake head nodding
] alaam convulsion which consist ¢ "IV‘\.l||v\ of way
ing or nodding movements of the bods which appear to
b ‘l""":’ in their nature. one of the forms of /u/f/ mal
But head nodding is associated with nystagmus, and ocew

articular] it one time of the vear, and tends alway Lo
|

pa Ooft alter a hort time There wre certain automatic
movements which idiots are apt to make which you may
also mistake for head nodding uch as swaving move

ments. banging of the head, or knocking of it against the
pillow but all these movements are much more gross
and are larger in their range, than the typical head
nodding

||r ])l‘OL‘(llOSiS ol this disease is IN‘I!M‘Y‘\ L"Hvtl §i you

leave it alone it will always get well in time. There

* J'rom a paper by Dr. John Thomson in Jacobi's ¢ Festschrift,’
New York, 1000, p. 282
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fore vou can reassure the mother. Sometimes, however
the nystagmus seems 1O |n'|~!--l after the head nodding ha
passed off ; and it is possible that some cases of nystagmu
which are alleged to have begun in childhood, and for which
no cause is assiened, have been cases of nystagmus with
head nodding in which the eye movements have persisted
The treatment which is most likely to cut short the move
ments and produce improvement is the administration of
small doses of antipyrin—1 grain for every year of life

This can be given two or three times in the day [ think 1
have seen this drug effect a distinet and decided improve
ment in the movements, rendering their occurrence le

frequent and I marked : but the nvstagmus seems to b

more difficult to control

Somewhat ‘Il\Hl to head nodding but 'i«.x'l‘\ to be di

tinguished from it, is the condition known as head banging.
H‘w atred Y‘\wl\ 1S ( "‘I!v“ LeT17¢ d l»_\ a \:' Ir‘[" banging of "H‘
head against any solid object that comes handy—the floor
the wall, the side of the cot, the pillow, et [t usually

occurs in children of about two yvears of age, and the violence
of the bangs mav be such as seriously to alarm the mother
for the child safety I have never known one however
do itself any !".ll i illl\ IIMYl_jll ocea -‘wlmH\ a little brui 1ngy
mav result. What satisfaction the child finds in thi
exercise it is difficult to see, but the probability i that
it is |NIIHIII|H| in order to relieve ome uncomfortable
ensation in the head, such as earache or the pain of teeth
ing. No special treatment is required though it is well
to see that the child does not do himself anyv injury A
course of bromides and antipyrin may be tried in bad

case

Nore.—Paterson (Brit. Med. Journ., 1906, ii. 1447), from careiul
observation of several cases during life, concludes that there is no
evidence of any inco-ordination of respiration and no malformation
of the larynx in congenital laryngeal stridor beyond exaggeration of
the natural incurving of the infantile epiglottis. The stridor is
produced at the entrance of the larynx by the vibration ot the soft
structures on the posterior wall




LECTURE XIX

SOME FUNCTIONAL NERVOUS DISEASES OF
CHILDHOOD —‘ontinued

( NTLEM I In tl | t | 1 | tl 1 ler

tion of roup of { ! ! I rders in childre:
the ¢ ential nature of whiel \ \\ \ r‘u«l'?;' nsist
in an inco-ordination of movement. We sa further, that
there were veral reasons why children are particularl
’l]w“’ to such mco-ordinate action of muscle one of the

chief being that, in the case of voung children, at anyv rate
co-ordimation i L recent ‘-4t‘|;s~¢!Iq‘u.t:.y;wy]!,, Nerve

vetem, and therefore is one which i1s very easily lost under
dverse condition Wi vw that rmon { AIA]\ \‘]\'! (
conditions must be placed many diseases of nutrition, ricket
being one of the most conspicuou In addition. 1t wa
pointed out that in older children rheumatism plays a part

in the production of functional nervous disease, and that

the factor of heredity can never be altogether ignored. Wi
reviewed some examples of functional nervous diseas

taking up first the diseases of the larynx congenital
larvngeal stridor and larvngismu tridulu i then
we passed on to tetan wnd head noddin [ wish now
to conclude this subject with you, beginning with the im

portant question ol convulsion

CONVULSIONS

You will meet with convulsions in children very frequently
in your practice, and they are very alarming to the parent
of the child And, further, from the point of view of the

medical man, their exact causation is often difficult to

22()
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diagnose. 1 want first of all to warn vou that mothers and
nurses will call by the name of convulsions many things
which really have no right to be so called. They will tell
vou. for instance. that the child is suffering from ‘inward
convulsion or “inward fits,” or ‘screaming convulsion

And they may mislead you into thinking that you have to
do with a case of genuine convulsive disease. Many chil
dren under the irritation of teething or colic, or under
emotional disturbance, exhibit twitchings of muscles, pa
11 (I!‘Ill\ muscles of the face whic h the pare nts are .|]:t to
suppose are true convulsions But vou are not to regcard

mere quiverings of evelids and

crewing up of the mouth
or violent fits of sereaming. as g« IMlllr|v\ conclusive, though
thev mav be of value to vou as warnings that a tendency
to convulsions exist

You will find it convenient to divide genuine convul
10N mmto two main group nrst those which are idio
pathic ; and, secondly, those which are symptomatic By
idiopathic convulsions one means those for which one can

find no cause, which arise in a child who i apparently

in fairly good health ind which man pass oft after a
time. or which not ||l!!|'<|l]r||1|\ become ¢ 1.!"[\‘*1115 S0

that the child suffers from fits from that time onwards at

varving intervals. There can be no doubt that a con
\;.]::(:5'!1- IHIIHINI Ol I'u»« Cast are i\,lllu!lif* ol genuine
epilepsy Epilepsy may certainly begin in early life, so

that when vou are called to a child who is suffering from
violent convulsions for which you can find no cause, you
must bear in mind that yvou mayv be dealing with the first
tage of that disease. Sir William Gowers puts the pro
portion of cases of epilepsy beginning as convulsions in
immfancy at 10 per cent and some authors give an even
higher ficure

Far more important, because more common, are cases
of the symptomatic group. In the first place, you may
have symptomatic convulsions as the equivalent of a rigor
mn a grown u|| 'll‘l\"ll \'.‘III.\ ‘\UIHI‘_L 1"|Illll’l'll. iH\‘('JI(I of
having a rigor at the outset of an acute illness, have
actually a general convulsion. This may happen at the
commencement of pm-mnuni.n or scarlet fever, or any of
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he other acute pecific fever where the temperature runs up
rapidly during the first few hours of the illne Secondly
mptomati convulsions mav be an indication of O'ﬂilllic

disease of the brain. 'Thev mayv occur in meningitis in all

its forms. or they mav be met with in cases of cerebral
tumour. or with thrombosis of cerebral veins Indeed, in
Imost any serious intracranial disease in children you may
find convulsions as one of the ‘.IVI!\V"IH Thirdly, convul
ions may be of reflex character or origin, an expression
of the reflex irritation which arises from such things as the
ittin f teeth or the existence of colic o Mwmw' The
reflex irritation which results from these causes may it
re, * fir wulsion | ebral corte [here
ither grouy el toxic 11 1 Urae con
I I'e typical ¢ 1y hi ip ; and I thin
] el { { ol nvu 1n
h | 1 N 1t | 1 11¢ rhoea Ln
b tributed Cause Lastl there are the
mvulsions which are the result of asphyxia. Such are
those which ou may ometime meet with in the cours
of pertu Towards the end of any illne 1] con
VUuisions m ome on and be 0 10 Spe 1k, one of the mode
f dvin I'hese also are probably due to failure of res
piration or of the heart. leadh to cyvanosis and congestion
f the brain
I'hose re the chief group ito which u can divid
\ | nvu 1 L ! 1 i ¢ called to a ca
1 have to decide. as far a ou can. to which one of these
| ( t beld ny
You will find that, just as in many of the other functional
neuroses we spoke of last time » here rickets is the great
predisposing factor For instance, the cutting of teeth in

v child in good health may not set up convulsions, but if

the child be rickety uch irritation mayv be a determin

ing cause of spasmodic discharges from the cortex of the

badlyv-nourished brain The same is true of the other
causes of which I have spoken. Many of them are insuffi

cient by themselves to produce convulsions in an ordinary

child, but where rickets has produced nervous instability

they may suffice as determining causes You can some
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times perceive that convulsions are about to come on by
certain warning signs.  One of these is the development of
the facial irritability of which we spoke last time, and which
we saw to be an indication of undue irritability of the
nervous svstem Another will be \li:'lI twitching move
ments of the face and extremities. If these twitchings are

een in a child the subject of rickets you ought to anticipate

that the child may become affected by convulsions, and
do what vou can to ward them off. Sudden flushings
or attack of wl!t[llt S S \re .l|~n» occea ilr!hll ]A!"IH“IIIU"'\
1211

When vou consider the prognosis of convulsions you have
to take to account what the immediate chances are
wnd also what likely to be the remote outcome ol the
clzure (‘hildren do not often die in a convulsion, unle
he convulsions are themselves merely the final scene in
n already mortal complaint—that is to say, unl they
we simply a symptom of the terminal asphyxia. Convul
ions as a disease are not immediately fatal, unless when
very severe and repeated and in quite young infant You

have to remember. however. that in a considerable propor

tion of the cases the convulsions may persist in the form of

‘|\\3| pPsy and ou l‘wa\n Miliinl tO reme Iu'ul that nearly

number, of the children who suffer from

convulsions manifest in later life nervous disorders of

Wl or quite a larg

different sort Of about eightv-five cases followed up |.‘~,
Dr. Coutts and traced into adult life it was found that
eleven suffered from major epilepsy, four from petit mal
five exhibited somnambulism, four developed melancholia,
even had chorea, and nine suffered from migraine. So
vou see in what a large proportion of those cases the later
history of the patient is marked by further nervous disturb
ance. Inaddition to this, convulsions, especially if frequently
repeated, may cause permanent mental impairment,and they
often leave behind, too, traces of cerebral damage in the
form of stammering or a squint.

With regard to treatment, vour immediate line of action
when called to a child who is at that moment the subject
of a convulsion must be the same, no matter what the
cause of the attack may be. First of all, you lay the child
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down, rai g the head somewhat and loosen the « N«vllnm;
just as you do in a case of epilepsy, so that there is no
hampering of respiration And it is a good thing. unrle

vou have been anti l[l<l1|| by the mother or nurse. to 'HH
the child into a warm bath, though thiz is perhaps most
efficacious in those cases which are the result of colic. Next
vou should ¢ive sedatives by the mouth, or, if vou are
unable to get the child to swallow. by the rectum ('hloral

)

is the most efficient, 3 or 5 grains by the rectum to a child
|

months old If vou fail. and the convulsions are very

rious and still persist, and the friends are getting alarmed

there is one resource which is open to vou, and which |
think is practically certain to be successful—namely, the
thalation of chloroform \ few whiffs of chloroform given
1 a4 handkerchief will cause the convulsions to cease by
paral ne the brain cortex In bad case in which the
child passes from one fit into another you may require to

rive morphia hypodermicaily, but it must be used witl

wation* Amvl nitrite also 1 ometimes ol serviee Such
will be vour immediate treatment in all case Next ¥
have to consider how vou are 1-~Irlt\-7,’ the recurrence |
the attack In order to do that vou must treat the ricket
if there be any You must make a radical alteration in the

child’s diet and administer cod-liver oil. But occasionally,

ind until these measures have time to take effect, you may

have to diminish the excitability of the nerve centres b

edatiy |:!‘H.w1' Jlu{x'\f‘%.t' H be the w*!tl;~ which

vou will use I would remind you again here how well

voung children stand chloral : it is a drug which vou may
{

rive pretty freely without risk And in those cases it

to be |u-|'HH] tO |y!uy||u]. as bemnge more etheent 1in con

trolling the convulsive tendency [t may be necessary, of
course, to attend to the child’s digestion if there be colic
and that may involve the alteration of the diet in direction
I have laid down in a previous lecture
Before leaving the subject of convulsions 1 wish to
mention a condition which resembles them somewhat, and
which you will not find deseribed in your text-books. The
following extract from the letter of a doctor who wrote to
* The

dose is about A grain for a child of six months,

,7
th

T
L
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consult me about it in one of his own children will give you

a good idea of what I mean :

I'he patient is my third child, a boy of two. He has always
been healthy, and there are no signs of rickets or other constitutional

diseas Iover since he was quite small he has been in the habit
of holding his breath I'he condition has become worse lately,
and during the last few days he has had several such attacks. The
child begins to ery, respiration is suspended, he gets purple in the
face, and then becomes unconscious. The spasm is then relieved, {

and he begins to breathe, but twice he has had very marked twitch
ing of the face museles, which, however, soon passed off. He

In 1[‘\4% mert and irre APONSIVE for fitteen to twenty minutes,
he suddenly recovers, and, except for being upset and whit
, 18 himself again., There 18 no crowing respiration.’
[ have seen several cases of this sort, all of them in bovs

below the age of five, but so far as I am aware there is no

ientific name for the condition, although 1 believe it is
known in some parts of the country as the kinks. [t
consists, apparently, in a spasm of the respiratory muscles,

which differ Ire

m the spasm of laryngismus in that the
chest 1s fixed in the position ol mnspn vtion instead of ex

piration—hence the vbsence of a ‘erow ’ when the pasm

passes off. The subjects of this neurosis are usually ex
citabli If-willed children, and the spasm tends to come
m whenever they get in a temper or are crossed in any

\Ithough the attacks mav be very alarming, I have never
known them lead to any fatality

'he best treatment is to dash “ome cold water in the
'»HI%M' face s0 soon as an attac k 18 seen lrvlw'w-lilill'_"'ll,

addition, such children

l this will usually stop it at once I
should be guarded from all excitement, be firmly managed,

wnd, if nece v, b put through a course of bromides

NIGHT TERRORS.

[ now pass to another extremely important group of
nervous disorders those which go l)‘\ ”lr name ot Nr‘j///l
terrors, or pavor nocturnus Night terrors of \'.ll"\ill'_’
everity occur with a considerable degree of frequency in
children, and they are often extremely alarming to the
friends. The usual history of a case is that a child, most
comm ‘Hl‘\ about the [n‘l'llul of the second dentition, falls to
15
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It
| }.||, wnd shortly afterwards wake up in a violent state of
error : he sits up in bed and shouts in an ine oherent manner,
‘ perhaps onl !»::H\Hx awake, and it may be a long time
I before the mother or the nurse succeeds in pacifying him
‘ In those cases the cause of the fright is sometimes an hallu
“ cination I vision ometimes, on the other hand, 1t s
{ l""l"l"‘ merely a m_‘immm It has l»-vln llnlI.\ ‘\(ml |
H think by Dr. Coutts, that you may divide the cases into
i two group those that see visions, and those that dream
i ] dream Those who see visions are those who have hallu
i cinations of sight ; those who dream dreams are those who
] have what equivalent to a nightmare in the adult. Al
though that is probably a real distinction, you will find it
it | extremely difficult to say to which of those two classes any
’ ven case belong because these children are often in
capable metimes unwilling, to give an accurate deseription
! of their sensation luring the attacl Sometimes they will
ell you that the ee frightening object hadows or darl
} : P root ind 1 1ch case ‘iurj‘uw { he }wn
11! p | | ‘ me oz the
:‘[i " her | of then ensation
! ! ¢ eXper 1 I repeate ht fter mght until
i1 | the child be to dread ng to bed at all ; and then
'. :
bhecoming
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the dark. The feeling about for a friendly arm, the hoping
for a familiar voice when lln-.\ wake screaming and find
none to soothe them—what a terrible shaking it is to thei
poor nerves ! The keeping them up till midnight through
candle-light and the unwholesome hours, as they are called,
would, T am satisfied, in a medical point of view, prove the
better caution.’

Now, gentlemen, night terrors may always be taken as
evidence of ill-health in some form or other. They do not
occur in perfectly sound children. And you will find that
amongst the predisposing causes particularly at work are,
in the first place, a neurotic or nervous heredity ; secondly,
you will find a rheumatic diathesis, as 1 have already
stated. But, above all, and far more important than all,
perhaps, is overpressure at school One of the chief
predisposing causes of night terrors is school work, and vou
will often in many cases find that children only suffer from

this disorder during the school term. During the holiday

they leep undi turbed. but when Hw‘\ resume school they
resume also their night terror Mothers often describe
V‘\'Ill i oy ovel llurl SUm n I}nll heads all night
writhmet i lu‘h‘_; ,ifrlwnl!!lll‘. one of the chief thin vhicl

exhaust and irritate the brain

Of exciting causes, | would emphasize two which it is
of the very first mportance for vou to be familiar with
One of them is gastro-intestinal disorder “l"““ll\ cCon
tipation I'he second is partial asphyxia from the presence
of adenoids in the throat These two causes are by far the
most mmportant for you to recognize from a prac tical point
O View

When | have mentioned to vou the causes of night
terron vou see what the treatment should be. It must
not be purel edative There are two thin 1hbove all
that vou should do when called to a child who suffers from

this complaint ; one is to attend to the state of the throat

wnd the other is to administer aperients If vou do thes

m mav leave almost evervthing else undone (!lear ou
vdenoids when you find them, and give an aperient, no
matter what the state of the bowels mayv be or i ud to
he If yvou do that vou will not go far wrong in the manage
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ment of those cases. There are other accessory means
which are of help. These children ought not to b frichtened
in any way, nor excited. They ought not to be allowed to
sleep alone, they ought to have a night-light in the room,
and ought not to be allowed to go to bed with a full stomach,
because, as in nightmare in grown-up persons, so here, pres
sure of food in the stomach may be a cause of the condition
[t may be well to rernove the child from school for the time
lvtwls‘_',VIIH\II’H'll"l\'vvl\\l\ﬂl'lll'I:l~l|-t‘tn\l'll‘nlil\t"|||l|!|r|’ill|||,
It may be necessary to give sedatives, such as bromides and
chloral, temporarily ; but as far as possible you should
dispense with these and direct your attention to putting the
child mto that state of health in which |||'_-||| terrors are
impossible, and in order to do that, as I have said, you must
pay attention to the state of the throat and stomad h and
bowel

I'here is an analogous condition to night terrors which

occurs in the day, called day terrors, or pavor diurnus,

which is very much rarer ['he child, in the middle of hi

LI mayv be seized with a fit of panic and rush to hi
mother, giving vent to inarticulate cri The fit of terron
may last tor a tew moment I'hese are no doubt to some
extent analogous to the worst form of night terrors. They

LI |H|w1l|}rl‘\ cases where there has been some hallucina
tion of some of the sense organ vnd must be treated on the

vme lines as the night terrors of which 1 hawve »|.ulu:1

I'here are also various degred of disturbance and rest
lessne ot nmight, which cannot 'u|||‘||v be fairly classified
s night terron One of the mildest forms is grinding of
the teeth., Such cases can be recognized by the fact that
the teeth are bevelled down t t he ame level \t the

xtreme is somnambulism. All such case must
be treated on the lines already laid dowa

OCTURNAL INCONTINENUCI

I'he next neurd | hall desceribe 18 enuresi or n
turnal 1A finence I do not [:!'l«‘llli 1o ~\|r1u!| how it
that enuresi AN EY '||u xact le||!|\.ll|: m ol lir' Ii‘.t'lllll

inderstood, but for practical PUrposes you may
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compare enuresis to the automatic action of the bladder
which you find in many diseases of the spinal cord ; and
probably it has a very similar explanation. Just as in
diseases of the spinal cord, when the brain impulse is cut
off by a lesion higher up, the bladder takes to emptying
itself automatically when it is full, so in children the brain
cortex has sometimes such an iln]wlim( control over the
lower centres that the bladder may take on spontaneous
action. You may ask at what age the child ought to be
able to control the bladder. I think you may say from
three years old. You should not therefore talk of enuresis
before that.

The treatment of the spontaneous passage of urine during
the night must consist in the removal of the causes which
lead to it You will find it always well to inquire into
the presence of worms, because the irritation of worms

in the rectum seems to be a cause which mavy give rise to

enuresis You should also inquire in the case of boys about
phimosis, or preputial adhesions ; these also seem to be
one of the exciting causes Further, vou should see that

t hese ~}1\|<(I' 1 t|~' not <|!IH|; L |1 1|x|u| iu‘f\‘lr gomye to bed
that they sleep on a hard mattre with few bedclothes

and it is advisable to raise the end of the bed a little, so that
the head is lower than the pelvis, and the stress or pressure
of the urine tends to gravitate down into the fundus of the
bladder instead of pressing on the more sensitive trigone
Here also vou will find in a great many cases that partial
asphyxia is the cause of the trouble And adenoids, again
are l»»\ far the most common cause of the [ulli.ll .'\'\II\ x1a
So that in every case of nocturnal incontinence which i
I'I"U‘,‘ill |u‘l<'lr Vvou ‘\lrll ~|\llll|<| Hl.‘llu H IM'HH of examining
the throat Lastly, it 18 well to examine the condition of
the urine, to see if it be acid to an undue extent | think
hy pera ifll‘_\ of the urine as a cause of nocturnal inconti
nence has been exaggerated I do not think that it is a
common cause. If, however, you find uric or oxalic acid
crystals, it is well to give alkalies to make the urine le

irritating. 1 have even seen calculus in the bladder mi

taken for incontinence, from the irritation and frequent

micturition to which it gave rise
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If you have employed all these measure attended to the '
state of the urine, removed worms and adenoids if they \
were present, given directions that the child should not .I
have fluid just before going to bed, and that he should sleep
on a hard mattress and with few bedeclothes—and if you :
still fail to cure the condition, what shall you do next ? I
You have then to fall back upon drugs. There is one drug '
especially which is commonly used in the treatment of
nocturnal incontinence, and that is belladonna ; and there :
can be no doubt that it is a drug of extreme value if you use I
it 1n the proper way. So far as | know, it is the only drug
which has a real "Iill‘“”rlx‘_f Il)”llv'llu' in the ¢|I\|'.|‘l' '”H'Iv' '
is only one rule to be remembered in regard to the ad- ‘
ministration of belladonna, and that is to give it in large I
doses If vou do that. vou do not need to trouble about "
iy other points Begin with 10 minims of the tincture ;
agiven after each meal : try that for a week, and vou will
probably reduce the frequency of the incontinence at once
You should then mount up to 15 minims each dose, then to

5 minims, and then to 30 minims, and so on, until you get :
the incontinence entirel uppre ed I have no hesitation
111 goin up to a drachm of the tincture. even of the new
B.P. strength, after each meal—that is to say, three time
a da It is extraordinary how children will stand bella ‘
donna It one of the drugs which have far less influence
on a child than on a grown-up person. There may possibly
be a complaint of slight dimne of vision from paralysi
of the eve musceles, or of dryne of the throat, during the
administration : but I have not seen more than once or twice

n eneral disturbance, such as a rash or slight delirium

\s a rule, there are hardly any general toxic effects from

large dose vhereas the local effect upon the enuresis is quite
remarkable Now, if you have got up to 40 minims of the
tincture after each meal, and then the enuresis cease how
long should vou continue the drug ? 1 think you should
do so for at least a month in the full dose, and then dis

ontinue graduall climb down again in the matter of dose

just as you climbed up. You will then find that in the

majority or case \x||v I vou i,‘l\.- l|r|||n‘|' H\- |nln||vil|l‘ 1lu-

habit has been broken, and the child may be regarded as
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cured.  Other drugs are sometimes recommended as substi
tutes for belladonna. Ergot has some supporters, strychnine
has some. and so has cantharides I have tried all of them
| think, and I can w1|l‘\ Sy that 1 am |n»\ no means certain
that thev are of much use. I should say that if you fail with
belladonna you may regard vourselt as at the end of yow
therapeutic resources so far as drugs are concerne d

[ think vou will find nocturnal incontinence of urine is
much more easy to cure in boys than in girls I do not
know whv that should be, but 1T think the most intract
vble cases one has to deal with are in girls In such case
treatment by local Jll,)l\t.lli"ll\ of nitrate of silver to the
urethra has recently been recommended, a strong solution
being ;||||x!iul on more than one occasion I have seen
one case at least where this method effected considerabl
improvement, but my experience of the treatment has not
been great Still. it is one which 1t i1s well to have 1n reserve
in the case of girls, for whom alone it intended

Finall I would warn vou that vou must see that these

children are not punished It never doc v good. o1
||1!r1| ©evel to do s \l' Tew case LI'¢ (1\. 1O ( <!|!<
14 on the part of the child : the disorder is due to a want

of control of the lower centres by the higher. and the lacl

f control is not a voluntary one, but purely involuntary
It is a case in which the child cannot exert the will, and
;:ul'?w'w 1 not onlv u ele but 1t 1 '\"'51|‘|' unian
and unkind to punish children for this unfortunate weak
Nn¢ On the other hand. by carefully following out the
treatment 1 have deseribed, 1 think it will be vow experl
ence that in the majority of case vou can get the patient
vell

Occasionally the incontinence occurs by day only, though
that is exceptional ind the treatment is essentially the
ume as in the nocturnal form | remember being con
u'ted. for instance, about a irl nine vear ld, who hal

uffered from diurnal incontinence since an attack of measle
three years previously She wa v very nervous child
but pre ented no other en wnd  the urine wa q 1t
normal Under full doses of bromides and belladonna, the

symptom -lu«uhi’«, di |l}'}l.|!1v{
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Incontinence of Fegeces is a rare condition which ma
occur either independently or in association with enuresi
Not long ago | had a case of it in rl of five, wl Cemed
otherwise in good health, but who had never been able t
control the rectum She  rocovered mpletel imnder
belladonna and ergot

HABI' PASM

Habit spasm, or tie, is the last of the functional neurose
of childhood which 1 shall deseribe. but it by no mean
the least common It consists in an oft-repeated and
apparently purposeless movement usually affecting the face
and resulting in * blinking rimacin nifting r other
uch act Movements affecting the Liml ire also seen
the upper limbs being more often affected than the el
Thus. there mav be a ¢« tant shru i |
repeated snappi of the finger In sever there
| even be invol vy exclar I y 1
ort

I"he ubie f habit I m are t rel |

1 ther 1u 1 neu ol ! hit
rheumatism Overstran { cl | LNt ndl bl
en v healtl pre 1 ¢ to [ 1 ( | | tn
Cause he | al be looked for \ | I'e
errors of retract 1 Ldenol 1 ca l {¢

I'he d n u v o b | 1 nt
mistake ne col | I | 1"\"' [M ) | \Y ‘|‘ 1
hi OV onl ¢ 1 Ip of m { ( ed here
in chorea that \ rare her no « bt, | |
he tw d rder el \Yu'. ( h oth |
not be n hl t 1 { { } evere habit I .
from a of mild I lual * chor

I'he catment to | rdopte much the ¢ |
f the other functional neuroses— entios (l
eneral health 1( voida ¢ of exciteme nd !

rl ith plent exercise in the open I
the local exciti 15¢ Uready mer ned Dresel {
hould be dealt with I'hus it mayv be necessary to order

pectacle or 1 ttend to the teeth or thy { Rem
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of adenoid however, should

not be ||'_'||I|_\ undertaken
18 the fright of the

operation may aggravate the spasm
(rentle but ’|c1~i—Y(‘H!

“moral suasion ’ may do something,

the child being constantly encouraged to try to control the
movement Anything like scolding

however, should be
wolded. As regards drug

I have found most benefit from
v combination of bromides and arsenic
useful oceq

\s a rule, the condition is recovered from in time, although
ill\[nlu\l ment Is very often slow
ment

but valerian is also
‘HIHH_\

and sometimes the move
persist into adult life.
a complete change of surroundings and

to live amongst strangers may have a good effect.

IH‘lvll)l’ \Iqli'ul\lnil lll‘

When all else fails

going




tha

oft

l'm

|l|:

ha

all

I

LECTURE XX \n

N

HYSTERIA IN CHILDHOOD ph

an

GENTLEMEN,—My subject this afternoon is hysteria in ax

hildhood, and yvou might perhaps expect that at the outset b
I should define what 1 understand by the term ’||‘\ teria

But in that I am afraid that I must disappoint you, because th

frankly. I do not know of any satisfactory definition And =

f vou attempt to penetrate into the inner meaning of iy

hysteria ou simply involve yvourself in the fogs and bog to

of pseudo-psyehol 'hat, at l¢ the conclusion | ol

have yme to from a survey of the recent literature on the g

ubject | shall content mvself, therefore, with a !,uxx‘l« o

obiect (S8 { !'r‘l-\ ' \-‘i‘-rn n\ -v\’!wt‘lw ‘i‘\['l'll’r‘l 'rl

na hal Y tisfied if 1 convince vou that hysteria i i1

Hnoleed L po 1thilit to b !w\uvluli Y)l when On¢ ;u 1O i

1 h ( el "ni Isease 11 ¢ yl 1Y, b

At wh | hall have many cas to relate ou must not -

make the mistake of supposing that hysteria 1s common b

1 hild | On tl onta rar ind 1 doubt ]
hether it be re nized th certainty bel the ag

of five A\t the outset certain points ma be mentioned 1n 5

hich | tel n childhood differs from the same condition I

the V1 P persol e with regard to sex d I
tribution 'here is not the same disproportionate occur

rence of | ten in the female ex 1n children that there h
lult Indeed. I think vou will find when I come t«

1¢ rihi ( that 1 ‘1‘”" 1 common in hoy a I ]

1 1 But the nearer vou el 10 il’lll«l!‘ !'\" more dog |
the tendency for the female sex to preponderate as ubject
of the disease exist Another difference which one notice

between hysteria in children and in grown-up persons i
°J4
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that in children it tends to assume a simpler form It is
often what is cumbrously termed ° mono-symptomati
that is to say, there is only one hysterical manifestation
present In that hysteria simply obeys the rule which 1
have pointed out in these lectures before—mnamely, that
all disease processes in children tend to be simpler than in
Zrown-up person And to that hysteria is no exception
Another point characteristic of hysteria in the child is that
many of the so-called stigmata, such as anmsthesia of the
pharynx, contraction of the visual fields, pressure points
and so on, are either not met with at all, or only occur
(‘\‘l'lill"ll«lll_\ Whyv that should be I do not know. but it
is a clinical fact which you must bear in mind

With regard to the etiolox:y of ]I.\~li'l‘i.‘l in children, 1
think one can recognize with a fair degree of frequency two
kinds of causes—(1) predisposing, (2) exciting. A large
number of hysterical children are disposed by inheritance
to suffer from the condition. You will be surprised how
often whe In vou are ¢ |]H|, \\II'I an |l\ terical child. vou
will find that it has an hysterical mother, or that it is the
offspring of neurotic or highly emotional parents, and thi

['II‘I\ position has often been (n‘_‘;l\l\,.h<| wnd fostered b

the circumstances of the patient’s environment. The child
is apt to have been badly brought up, not in the sense of
having been neglected—on the contrary, it ha l,yr\luM\

been coddled and spoilt—but it has not been brought up
) CXOTrCIs I““"l""' ‘r!|l|\~l\ "lllH4l|.llvtlt|‘ll;<‘!\\‘ !Yll;
exciting atmosphere
Of the exciting causes of hysteria in childhood the com
monest is injury of some sort, physical injury or trauma
| shall give vou MNe conere l|'x‘\.|l|vl»|l s of this immediately

The other great exciting cause i1s what has been called

psyvehical trauma namely, fricht—and in a number of
Instance hysterical manifestations have followed upon
thi That is all I can say definitely from my own experi
ence about etiology, but in a great many cases you will

be unable to find any cause for the condition at all
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MOTOR MANIFESTATIONS.

Hysteria may assume various forms, the commonest,
perhaps, being affections of the motor system, which may
show themselves as paralysis, fits, spasms, or tremors
And, first, let us speak of hysterical paralysis. Of the
different forms of hysterical paralysis in children, mono
plegias and paraplegias are the commonest. Hemiplegias
are less frequent. The paralysis is often of sudden onset,
and it usually assumes the flaccid or limp type. Hence
the case is apt to be mistaken for one of infantile paralysis,
as happened in the following example

('ASE 1 \ b wed 12 vear was brought up from
the country with a history of p: ralysis of the right arm,
which had come on suddenly five months before. The
paralysis had been regarded as due to poliomyelitis. On
examination, there was complete flaccid paralysis of the
richt arm, but with only a moderate amount of wasting.
There was anwesthesia of ‘sleeve ’ distribution up to the
shoulder. Otherwise he seemed normal. Under the appli
cation of faradism, accompanied by vigorous suggestion,
he immediately recovered the use of the limb, and returned

home next dav cured

[ have not myself seen a case of hysterical paraplegia
in a child, but those who are interested in the subject will
find a very instructive example of it, which led to various
errors in diagnosis, recorded by Dr. C. W, Chapman in the
fifth volume of the Transactions of the Society for the Study
of Disease in Children

Hemiplegias are comparatively rare, and when they do
occur the face usually escapes. The following is an ex

ample

CAsE 2.—Susan C aged 12 years, got a severe fright
at a fire two years ago, and had had several ‘hysterical’
fits since. After one of these lately she lost the use of the
right arm and leg. The arm quickly recovered, but the
right leg remained weak, the foot being bent in the equino-

varus position, and dragged along as she walked.
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Examination showed angsesthesia over the whole of the
right half of the body, with amblyopia in the right eye and
considerable areas of analgesia in the leg. Otherwise ex
amination was negative, but her mother said that she would
sometimes refuse all food for two days on end.

She "“I.\ came once or twice to the ll”\')“.‘ll, and her

subsequent history is unknown.

The curious condition called © hysterical astasia-abasia ’
inability to stand or walk—seems also to occur sometimes
in children, but not commonly. Usually I think it is left
behind as the result of a condition which at the outset did
really make standing or walking painful, and then, after
that has ]»:l\\wl off. the astasia-abasia |n'l~i‘l . owing to
the hysterical tendency. This seemed to happen in the

1‘11”1)\\ i||g case .

(CASE 3.—Albert L aged 5 years, ‘ went off his leg
when eighteen months old (? result of scurvy), and had
never walked since. He seemed quite 'nut]lh}, there was
no paralysis, and he kicked his legs about freely in bed.
The knee-jerks were rather brisk, and the plantars gave a
flexor response At first, when one tried to make him
stand, he simply screamed and doubled up his legs ; but
after a few days of persuasion he stood up, and four days
later was walking quite well.

There was a good deal of anorexia whilst he was in
hospital, and it was difficult to induce him to take enough

food

This, I think, was a case which might be fairly described
as hysterical astasia-abasia. It had started, I believe,
owing to the tenderness of the limbs produced by scurvy,
and afterwards the inability to walk was perpetuated in
an hysterical form.

Passing from hysterical paralysis, we come to hysterical
fits. They are, as you know, a very common manifestation
of hysteria in the adult, the typical case being that of a
yvoung woman who gets an ‘hysterical attack ’ in which
she throws herself about, cries, laughs, screams, ete. That
type of hysterical fit is not common in children, although
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I shall have occasion later on to mention examples which
might be referred to it. Much more commonly an hys
terical fit in early life closely simulates epilepsy, and some
times the simulation has been so close that it requires great
care to distinguish one condition from the other. 1 can

give you two remarkable examples :

(CASE 4.—Arnold H— aged 14 years \bout five weeks
before he came under observation this boy fell down in the
school playground in a *fit,” from which he speedily re
covered ; but since that time he had been subject to right
sided convulsions, which were getting more frequent For
the last two davs he had not '\l"'l" n

He had had an attack of rheumatic fever at the age of
ten, which had left him with a mitral lesion, but otherwise
he had \Il‘l‘v\‘ll ‘_wvli health His [hll“HW were both ‘I"l
to be "nervous.” There were four other healthy children

He was a bright I|m||l!l‘\ looking bov, but exhibited
complete *mutism The fits recurred at intervals of a
few minutes, and consisted in slight twitching of the right
arm, leg, and face. The attack began with a slight grunt,
and ended with a sigh. He was partially unconscious in
the attack. but the conjunctival reflex was not entirely
abolished. The eves showed conjugate deviation in the
the left

vl.fll' lﬁi]])ii~ \‘.b‘7|'11|u‘\\ ”v nevel |'H ,H\ tongue nol I.,» |'(|

ittack, usually to the right, but sometimes t

water in a fit I'here was slight weakness of the richt arm
leg, and face ; and the knee-jerk on the right side was not
SO «*.I\I|.\ obtained as on the left. There was no anmesthesia,
and the fundi were healthy He readily obeyed commands,

but wrote with great diffic |l|1.\ and seemed to forecet words

and how to ~ln'|| He did not appear able to read print
Under isolation with the use of faradism, suggestion, and

cold shower-baths he quickly regained his speech, the fits

stopped, and he left hospital quite well about three weeks

aiter his admission

('ase 5. —William W , aged 15 years, was seen in 1906
for *fits,” which had begvn three days previously. His
mother had suffered from some sort of * fits,” but the patient

himself had always been healthy The fits in his case had
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begun with °stiffness of the jaw,” after which he was said
to !IH\P |H\l CONS( IOUSNESS 'HM' fi‘\ I).‘!l! \il|"t' lN"ll re
peated nearly every quarter of an howur He had never
bitten his tongue in them, but once at least he had passed
water during an attack. For the last twenty-four hours
he “had not spoken.’

On examination he seemed placid and intelligent, obey
ing commands readily, but quite mute. When a fit came
on, the right side of the face twitched violently, and the
||Il“‘l\ were l‘l(‘“"ll("l. I)“I “]I(‘\\("l no (']““i(' >~i)§|\'||_ 'I l“'""
was no loss of consciousness, and the conjunctival reflex
was not abolished. The pupils were dilated, the knee
jerks normal, and the fundi healthy. There was apparently
l|tul||.|~»l§u'~i;|

The fit lasted about a minute, and was repeated at short
intervals

He was admitted to hospital, and after about ten day

recovered his speed h. and the fits ceased

In hysterical fits of this type I think mutism is a symptom

of great diagnostic value In both these cases its presence
clinched the diagnosi

Passing from fits, « comes to hysterical confractures of
joints. These are rather common manifestations of hys
teria in children, and I have seen several examples of them.
They often follow injury of the joint, which has caused

pain and led to some degree of flexion, and that, owing to
the ’|'\~Ii'll<.:| basis, ha become |n']|ulll‘|la‘(1 and exagger
ated. so that there is extreme Spasm One of the best

t'\dllllvl!‘\ [ have seen was the following :

('ASE 6.—Jane K aged 11 vears, was admitted to
|l(»\|)i141| forspasmot the hands of two to three 41'1_\ s duration.
She had had several attacks of a similar sort before during
the preceding year and the feet also had been °doubled
up,’ but the attacks had always passed off quickly in hos
pital. The patient herself said that the spasm began with
a feeling of ‘giddiness ’; then the thumbs bent in, and the
hands closed so that she could not open them. There was
nothing noteworthy in the family history, and up till a
year ago the patient had always enjoyed good health.
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She was a well-developed girl, with a rather illen ex
I)Ir 10on |‘||‘ fist WOeT !I"|||l. cl v<i ‘n\‘)y 1 he !l.H)x-lu
bent in and the arms bent across the chest. Bv gradual

pressure the fingers could be unbent and straightened out,

and then she could move them quite freely. The knee
jerks were exaggerated, but there was no ankle clonu
Nensation was normal and the viscera healthy., The visual

fields were not tested.
The spasm quickly disappeared in hospital, but she had

a typical attack of ‘globus * whilst under observation.

It 1s important in cases of hysterical contracture not to
overlook the fact that there mav be a real orcanic basi
for the condition \ child, for instance, may have com
menciny !J)Iu!v 4)].1: liinm} e or a joint, ol l}wll' nay be onme
other disease of it, but, instead of re ponding with the
ordinary stiffness and slight flexion, there is this exaggerated
response, and you must beware in such a case of attributin
the whole condition to hyvsteria

The last motor manifestation I have to mention i
hysterical tremor. There are various forms of such tremon

You mav have a true intention tremor, which comes on

onlv on atte 'HI»I\ 0 use the affected part I'hat ”'lf"” ned
in the case of a bov, a | ten vears, who had tremor of the
hand as soon as he tried to write, although he used it for
ther purpo quite well. Sometimes the tremor consi

in a series of clonic movements confined to one ¢ roup of
muscle a repeated clonie spasm There is little doubt
that the condition called ‘paramyoclonus > in children is

hysterical, and I shall have occasion to describe to you
immediately some cases affecting the respiratory system,
which, I think, fall under this group. It is a characteristic
feature of such hysterical spasms that they tend to stop
1I\ll‘ill‘; \ll'(]l.

SENSORY MANIFESTATIONS.

The next group of manifestations which one has to
describe are the sensory ones. These, I think, are less
common in children than the motor. There may be hemi-
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anesthesia. as in the case of the girl 1 described (Case 2).
Ol !iu‘yw may |N ala ”Iv “H of one !lllllb oOf I|U‘ \lv‘l‘\t‘ 1.\[>l',
18 in the case of the boy with paralysis of the arm (Case 1).
But in a considerable number of cases the hysteria is mono-
yvmptomatic, and there is paralysis of sensation without
paralysis of motion. Hysterical hyperasthesia is said to
be commoner than hysterical anssthesia in children, but
I have not seen many clear examples of it, except those
which are associated with contractures of joints, some of
which are extremely painful. It is particularly difficult to
be sure of the existence of an hysterical hyperaesthesia,

and to exclude the po ibility of underlying true disease,

but not long ago I saw a case which I think may, perh: ps,
come under that heading The patient was a little girl
who wa ent up w th the ;w'\" Iy f‘u.f not lv‘!.‘v' ‘.“"‘I(‘ ‘Ii"
had had an attack o 5.‘,,":~ r-cough, and ever since she
had complained of pain in the abdomen, which almost pre
vented her LKIn When he tried to walk she did so
in a curiou tiff., cautious manner, and said it hurt her
She was examined thoroughly from every point of view

abdomen, spine, et but we could not find any sign of
oreganic disease. and it was noticed that after the ex
amination was completed, and the child thought she was
no longer under observation he walked ever so much
better [ think it is probable that this was a case of hys
terical hyperaesthesia, but one should be very cautious in
ogiving such an opinion unless one had had the case under

observation for some time

RESPIRATORY MANIFESTATIONS

Passing from sensory manifestations, there is a large and
interesting group of hysterical symptoms in children, which
one may class as respiratory manifestations. Of course,
mutism and aphonia are, in a sense, affections of the res-
piratory system, and both are common signs of hysteria in
childhood. T have already described examples of mutism,
and I would only point out here that it illustrates what I
shall speak of more fully when I come to the question of
diagnosis—namely, the tendency of hysterical manifesta-
16
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tions to assume an cxaggerated form Instead of having
mere difficulty in speaking, as in aphasia, there is com

plete dumbne that is to say, inability to speak at all

this exaggeration of the nh\qlv;li!_\ which is s«

)

and 1t 1
suggestive of hysteria
feature of cases of hysterical mutism and
aphonia—namely, that the child is still able to cough,
talk. In true paralysis of the vocal

im]wv\il»lr. [ shall have to refer

[ would remind you also of another

characteristic

.0|l|l“¥l'_’i| he cannot

cords that would be

again to this inconsistency of the symptoms in hysteria.
One sometimes meets with an hysterical cough. A good

case of that kind was the following :

('ASE 7 A bov. acged 15 vears. was brought to me for a

cough, which went on incessantly, wearing out the nervs

of all the other pet ]\'n in the house He had had a similax
off in about

attack three years previously, which passed
a month A vear later he had another, lasting three weel

Later on in that vear he was hit on the head by a cricket

ball, and a week afterwards complained of pain behind
the right ear. Nothing was found, but he kept holding a
handkerchief to it all the time till the pain passed off, in
about four weeks. Next vear he got a worse attack of
cough than ever, accompanied by great tachypneea (120 per
minute). The cough was attended by some frothy exy.ec
toration, but there were no signs in the chest or throat, and
no rise of temperature It is noteworthy that the cough
ceased when he was .(\!wv'll This attack pas sed off entirely

and he returned to school, and remained well till the b
ginning of the present year

He was a pale, rather poorly nourished boy, with a con
stant noisy cough, repeated every few seconds

The lungs were perfectly healthy. The throat showed
the remains of embedded tonsils, and the vocal cords were
omewhat reddened. Examination with a probe showed
some tender spots on the pharynx, which seemed to be the
starting-points of the cough. The tonsils were enucleated
and the dav after he did not cough at all. The following
day he coughed as before, but next day he was much
better He \Il|>\1‘1|m-'|1|.\ made a L-()ml recovery.
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Sometimes there is an hysterical cry or repeated utter

ance

(‘aseg 8.—Constance B aged 7 vears, was brought
to the hospital in January, 1901, with the complaint that

‘she made a curious noise,” and had done so, more or

I { less, for the last five months, but it was getting more fre-
’ quent, and occurred now nearly every day, lasting for from
I one to four hours at a time. The attacks were accompanied

by pain in the throat and ‘ round the heart.’

She was the only child of a very emotional mother,

precocious, and rather spoilt, but well developed and

healthy looking. She had never had fits, but had sometimes

had ‘inability to walk,” and had fallen down on several
A OC( .l\iHll‘ 1n Iln‘ \\l‘t'l\ ln'l‘HH "lli came |l||(|t‘[‘ Hl'w'l\.liiullv

During examination the cry came on ; it took the form

. of a curious indrawing sort of crow, very difficult to de
I scribe, and was frequently repeated Physical examination

was entirely negative. She was admitted to hospital, but

during her stay in the ward was perfectly normal
a The following was a case of a very similar sort ;5
% CAsE 9.—A girl, aged 11 years, was seen in consultation }
! in November, 1907. She was giving vent at short intervals
T to a sort of \|i|>|'lt'\r~~‘:| scream. This had been going on
i for six weeks, but it stopped during sleep and meals. She
1l was very excitable and emotional, and easily burst into 1
h : 4 {

tears. The attack was said to have begun with pain in !
\ the tragus of one ear, passing round the helix. She was ‘
" examined at the outset by an aurist, but nothing was found 1l

except slight redness of the drum, and the pain was sup J'
n posed to be neuralgic, and various drugs were tried without

SUccess N|n- was IlIHI'III]lH(“.\ a \[)HIII r]li|1| IHH | ('nllM
ed find no signs of any organic disease, and her previous health
L5 was :;tm«l.
ed She recovered quickly when removed to a Home. i
'H' “&
ed Another very interesting respiratory manifestation is I
ng hysterical dyspnoea. or I;lrh_\pllu';l l'.'lpi«l and laboured ’:l
ch breathing without apparent cause. I have seen several #

such cases, of which the following are good examples :
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['URES ON
(CAsE 10.—0Osmond F , aged 8 years, was sent up to
hospital with a history of laboured breathing for eight weeks
following a series of ‘fits,” which had been preceded by
obstinate constipation. In the fits he was said to be un-
conscious, and threw his arms about, but did not pass water
He had always been delicate and constipated, and had a
very poor appetite, living chiefly on biscuits.

On examination, he showed continuous panting respira
tion (thirty-six per minute), the inspirations being forced,
but without involvement of the accessory muscles, nor
was the diaphragm overactive. His breathing became
worse when he was looked at. There were no signs of
disease in the lungs nor elsewhere, but he exhibited some
twitching of the nose and mouth. The knee-jerks werc
brisk and the fundi healthy, but there seemed to be some
contraction of the visual fields. He was treated by faradism
to the spine, and left hospital in a month much improved

(ASeE 11 Edward J , aged 15 vears. Five day:
before he came under observation he got a blow on the

head, which almost stunned him : since then his breathing

had been difficult. He had alwavs been nervous, but other
wise his health had been good. He breathed in a panting
fashion, with forced ilh]tl!‘;lli‘-lr at the rate of l'm'I‘\ 81X
per minute ; the ale nasi were active. There was no

dyspneea when he was speaking, and it was noticed that
he could hold his breath for a long time then. The dyspnoea

worse when he was looked at, but disappeared during

wil
sleep. There were no signs of disease in the lungs or else
where, and no n!'n'l‘ stigmata ol I‘»\\l('ll«l He remained

thu\,wi[,vll\\n\\H-]\\ lwmg_m-.uullq\ isolation suggestion
and cold shower-baths, with full ether narcosis on one occa
ion. He recovered sufficiently to be able to go to a con

valescent home, but his subsequent history is unknown

OCULAR MANIFESTATIONS.

Passing from these, one might next mention some ocular
manifestations of hysteria. The first is blepharospasm
[t usually

which is certainly hysterical in some cases.
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begins with a slight conjunctivitis or ulceration of the
cornea, which causes ordinary blepharospasm, and then the
condition becomes exaggerated and perpetuated. 1 re
member seeing a little girl, aged seven years, who exhibited
this symptom in an extreme degree, one eye being screwed
up as tightly as possible. She had had a good deal of
conjunctivitis for some time previously, but it had now
subsided, and under ‘suggestion,’ telling her she could open
her eye and encouraging her to do so in the out-patient
room, she opened it, and the spasm did not return.,

You also meet sometimes with an hysterical ptosis. 1
have seen it associated with a monocular diplopia, a very
curious condition. One also gets, amongst the ocular
manifestations. limitation of the /I.~/r/ uf' viston, but this is
less constant in hysterical children than it is in adults

VISCERAL AND MENTAL MANIFESTATIONS

The last group of symptoms which one may mention
are the visceral and mental manifestations of hysteria.
These are much more difficult to define and to describe
in the \‘Ililt] because one gets on l||v‘ confing of l'lvll,'l‘ll!i,ll
moral deficiency, or of mere bad temper, and also on the
borderland of neurasthenia, and the [blm‘i\" distincetion of
|1.\ steria from these conditions becomes difficult Take the

following case, for instance :

('AsE 12.—Girl. aged 5 years Since two years old ha
been subject to ‘screaming fits,” which come on with the
slightest provocation—e.g., when asked to see a visitor
or the doctor, or if the other children get something she
wants. She throws herself down in the attack, and kicks
and screams at the top of her voice. After the attack she
is rather exhausted and dazed

There was no family history of insanity, but the father
was an extremely choleric and uncontrolled person. The
patient had been late in walking and talking, but was said
to be intellectually bright, although her attention easily
flagged. Her doctor stated that she was physically sound,
but I found it impossible to examine her, as she simply lay
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and screamed and kicked on the floor of my consulting

room,
\ vear later the attacks were said to be getting fewer.

It is very difficult to |»|«n|‘ uch a case Was it due to
mere bad temper, to some moral defect, or to hysteria ?
In its want of control it certainly corresponds to hysteria,
but I should not like to be sure about it In other cases
the child malingers or concocts groundless tales ; or the
condition takes the form of pure emotionalism, sometimes

with a religious colouring. as in the following instance :

('ASE 13.—Bov. aged 10 vears Had always been back

ward. and was obliced to go to a " spec 1al * school, but went
on all richt till seven weeks before he came under observa
tion. when for a week hi arms and legs became rigid
wnd he would not speak nor eat This passed off, and was
ucceeded by fits of violence. in which * he breaks and tears
thing ndiseriminately Physically he seemed quite
healthy and unusually well developed for his age, with
curiously deep voice ; but mentally he was rather vacant
ind sullen His father was of opinion that the services
during Lent had upset him. as he alwavs followed the Sal
vation Army, and would stand up at any time and preach
or pray

That is a case which in its history and symptoms cer
tainl fits in with hvsteria better than anvthing else

SOMetme hvsterical ehildren exhibit ;'lnlllwl|t‘\~\ fears or

h cases are nearly allied to neurasthenia

|!“w bie iz;' 11
[ saw a little girl not long ago, for instance, who was panic

tricken at any sudden change in the weather. A thunder
torm particularly upset her, and every time one came on
he would rush under the bed and hide herself. A rain
torm or a gale of wind had much the same effect. It is

difficult to sav whether or not such a case should be re
garded as one of hysteria Sometimes one meets with
anorexia, and sometimes also with hysterical vomiting,
but both these manifestations are rare in childhood.
Diagnosis. The first ste p In the diagnosis 18 to remembor
thi Po a1h ,"/// of the occurrence 'f) //_//\/r/«vrl in childhood.
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\I;IHV\ cases are H\tl‘['m]\lwl In‘x‘.lll\«' Iﬁ""]il" (I" not H':IIF/."
l]t.ll "'\ S1( I'M 'lw-r oceur in 1"1i|t”|lvw| 01 (‘.ll'l‘\ “l't' ;lll'] i\
not, as some are upl to suppose, a condition ped uliar to
the adult. Secondly, you have to remember that hysteria,
not only in childhood, but in the adult, is always a thing
toh «//.'Irl/unwv/ with fwll and tre /Ir/i//‘l/’/ Mistakes are very
apt to be made through overlooking the fact that there is
some underlying organic condition present You know that
uch a mistake is apt to be made in the case of young
women suffering from early disseminated sclerosis, and it
is also true of organic disease in children. Apropos of this
there is an interesting case recorded by Dr. Chaffey in the
Reports of the Society for the Study of Disease in Chil-
dren, vol. i [t is that of a boy who was believed to have
hyvsterical anorexia from emotional disturbance on the
ath ol a favourite sister but who IHMH\ [»!H\l(\ to hawve
a tumour of the brain

Thirdly. reme mber that ~/;l///'./rr/r/~ and SIgNS

ho voluntarily produ { o imudated are probably not hy
!

terical. Most hysterical manifestations can be simulated
y o1 |l1‘wimu||r\.\l1|!l*ll¥n}?]H‘\\!!'»' Necessary Take. for
» instance, the case of mutism \'|\|~wl‘\ can be mute if he
01 he wants to, \‘\!10‘Itrl~ S L1 |w 12NS as ( lw.wH;< S 1n Ilu' H|»Ih
: discs, abolition of the deep reflexes, or true clonus, cannot
be simulated or voluntarily produced, and as a matter of
fact such signs are never hysterical, and if 1||t'>\ are present
ou should not diagnose the case as one of hysteria
" |’m;1!h|_\ there 1.8 ,;’V/, n something e vaqgqerated oy bizarre in
\ husterical manifestations what the French «ln"ll\ of as the
massivity ’ of the symptom which is of help in diagnosis
! An hysterical pain, for instance, is always an extreme pain,
= hysterical paralysis is always absolute paralysis, an affec
n tion of speech amounts to complete mutism, hysterical 1
7 anmesthesia is profound anwmsthesia, and so on. It is the
B profundity of the symptoms which is suggestive of hysteria.
th Fifthly, it s suggestive of hysteria when the effect s out of
= proportion to the cause, as when a child, for instance, gets
3 a slight injury to a joint and develops a violent contracture.
\op \I\Hi‘_\‘ inconsistency “./. the .\_////////w/u\ with themselves is

suspicious of hysteria In the case of astasia-abasia, for
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instance. the child can kick its lees about in bed freely

although it cannot stand on them, as 1 have mentioned.
[t may be able to cough, but not to speak. Or the signs and
symptoms may be inconsistent with anatomical fact

A paralysis, for example, has not an ordinary nerve or
centre distribution at all, or an anmsthesia may not cor
l’r=|u>l|ll to any distribution of |n-|1||||l'|.l| nerves, or to
central nerve areas, as, for 1‘\.|m|v|v in the sleeve typ of
anesthesia. This is absolutely conclusive of hysteria,
,*l‘\(‘[lllll_\ a sudden onset o l/(v\///!//'t//ll/(" 45/' the \//N//f/w//w
or causeless variations in their intensity is suggestive of
]|v\:‘|0‘ll‘\ The symptoms due to organic disease, as you

know. usually come on gradually, and, as a rule, they do

not go away chi«‘ll\_u |‘-l|.‘>!!_ the maintenance of a good
state of the general health., notwithstanding the severit ol
the local syn ptom ugeestive The two boy with
hysterical fits, whose cases | described to you ((fases 4and 5

th \ on the fit passe

were well, there was no elevation of temperature o1 mtel

wWere (\40“"7‘\‘ O

ference with the general health, which would have been the
wse if they had had a succession itlw‘l"lw nts
Prognosis.—With regard to prognosis, all I will say is that
the prognosis ol hvsteria in chi od 18 good as recards
immediate cure, certainly better than \ the adult
but the difficulty s 1o prevent I(‘ui*l because of the
[Lllil‘lH  inborn constitution and ofte hecause of his
environment, and it may be part of your duty to change
the surroundings, if vou can. by sending the child away

from home

Treatment.—The first and most essential point in the
f I ter in childhood 1solation (et the

patient into a home or hospital [solation is important

treatment «

because it takes the child out of the unhealthy environment
in which it has often been I!\l'l‘;‘ and that alone may be
sufficient to effect a cure, as in some of the instances I have
mentioned. Next, ignore, as far as you can, the condition
of the child Repeated examinations, demonstrations to
students, and so forth, are bad for the |>.4Iltl|1_ Wholesome
neglect is the best attitude to adopt, and «r!'!;li|||.\ the
doctor and nurse should not be over j\mp.llllrlln lllnlluh
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of course. the child should be treated with the glove of silk on
the iron hand. In dealing with Sped ific sy mptoms what has
heen called the * method of surprise * is good-—that is to sa)
taking the patient unawares. Ina case of astasia abasia, for
instance put the child \|lt|(|n*|||‘\ onits feet and tell it to walk
Sometimes under those circumstances the patient is taken
aback and does walk, and then you have no trouble with
it afterwards. But the |>|v‘imﬂl‘n to that method is the
risk that if the child be not successfully taken by surprise
vou have not only failed to effect an immediate cure, but
ou have done something to perpetuate that symptom, and
to make any subsequent treatment more difficult But the
manceuvre often comes off.  “ Suggestion  is of great help
ugoesting. for instance. that the child can move the limb
or that the |;:|il' has gone away r that it can straighten
out an affected ')Hmi et With regard to other aids. 1 still
believe in the old-fashioned treatment by cold shower-baths
Drugs. such as valerian., are [.1[!!%“« |.4\|m1| and in some
cases tonics mav be necessary—iron, arsenic, and strych
nine—so as to get the general health into good condition
[t is extremely important, also, to see that the convalescence
is made ¢ Hm|>|¢ te, and that the child i ln-]v’ awayv from home
for a considerable time until it is well out of the hysterical

habit, as otherwise there is apt to be a relapse




LECTURE XXI

THE PARALYSES OF CHILDHOOD

[. PSEUDO-PARALYSES.

GENTLEMEN When a *|‘.1:<| | broucht to vou who
leged to be suffering from * paraly the first th ou
have to determine is whether the | [ power reallyv du
ome affection of the muscles or nerve r whether it i
merelyv a case not of inability to use the limb. but of
| nelination to do so because any attempt at movement cause
| pain. (lases of the latter sort are not very infrequent in
| carly ‘|wl|v||a‘w| and N|‘< \ L1 :,,I,]; Ot !-1:Mu|w:
f vsis 7 to distinguish them from genuine nervous or mu
!, cular lesion There are three great causes of such false
i paralyse Syphilitic w]szv\ 1Itis 18 one, scurvy
i and rheumatism is the third [ ‘mav say a word or two
| about each of these
i i 1. Syphilitic Pseudo-Paralysis.—Some of vou may have
een a child in one of the cot latelvy who wa brought to

i\m-ll\l ] because it had suddenly ceased to use the left arm

1

\

{‘ 'here was a vague history of injury, you may rememben

g and the case was at first recarded a beimge ‘»ymiw]r[\ one
of a lesion of the brachial plexus On more careful ex

; amination, however, signs of congenital syphilis were

|| detected and 1T came to the con lusion that we wWer

il probably dealing with an epiphysitis of syphilitic origin

This conclusion was justified by the fact that under vigorous
: mercurial treatment the supposed paralysis quickly passed
| off. The case presented unusual cifficulties, but, as a rule

1
\ 1 .
| vou will readily make a correct Jdiagnosis in such circum
1 stances if vou remember the existence of the condition
‘ \s a rule, syphilitic epiphysitis occurs in infants of only a
! ! 250
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few weeks old—the oldest 1 have seen was six months
and it almost always affects several joints, particularly the
joints of the arms ; indeed, I do not remember to have
seen a syphilitic pseudo-paralysis of the lower limb. The
proper treatment is to place the limb in a splint, and to push
anti-syphilitic treatment. If this plan is adopted, a speedy
cure almost always results,

2. Scorbutic Pseudo-Paralysis.—The other day a child
ten months old was brought to the receiving-room for loss
of power in one leg, and was sent down to out patients’
with the diagnosis ‘ Paralysis. ? cause.” On examining
the infant, one was at once struck by the great tenderness

of the limbs, and on inspecting the gums they were found

to show slight sponging round the incisor teeth, whilst
mquiry into the historv revealed the fact that the child
had been fed on condensed milk and a patent food Anti

corbutic treatment wa u\r-|mw| and when seen a week
later the child was using the limb freely

Here, again, the apparent paralysis was really a mere
disinclination to use the limb, from pain. In contrast to
syphilitic pseudo paralysis, it is the lower limb: which are
most apt to be affected in this condition. The extreme
tenderness of the limb when handled should usually put
you on the right track, and often you will find also some
degree of thickening round the lower end of the femu
Your diagnosis will be confirmed by finding sponginess of
the cums and a historv of the child’s having been fed on the
ort of diet which is apt to produce scurvy The diagnosis
once made, the treatment is obvious, and its results usually
brilliant,

3. Rheumatic Affections, particularly of the lower limbs,
may also sometimes simulate paralysis. I have known this
happen, especially when the tendo Achillis, or hamstrings
were involved. Here it is older children who are affected
never infants, and the immobility is rarely complete, but
is chiefly manifested by an inability to walk properly.
You will usually find some signs pointing to rheumatism
elsewhere, or a hi\lul‘\ of its occurrence in the ]):1\1 and the
use of salicvlates and local friction with a liniment speedily

bring about a cure
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Finally, it is always well to bear in mind the possibility
that ]ml,ll\ ds mayv be simulated ll'\ R |»ll|t‘|_\ Slll‘;{icﬂl
affection. | have known a distinguished physician, for
instance, be completely nonplussed by a case of double
congenital dislocation of the hip, and ordinary simple
epiphysitis or hip-disease or dislocations may easily lead

VOL 1Into erron

[I. TRUE PARALYSES.

\ssuming that vou are satisfied that vou have to deal

with a case of true and not of simulated '>‘|l<l|\\‘l\ the

next thin ou have to determine is the seat of the lesion.
In thi lacram (Dia. 9) there is shown the course of a
motor fibre from its starting-point in the cerebral cortex
to its termination in a muse wnd there 1s indicated also
the different I ns of which it mayv be the subject at various
points in it OUTS( I'he first step to determine i whether
the lesion affects the upper or lower motor segment Thi

is not difficult to do if vou remember that upper segment

lesion LI naracterized by }y,«l:wlx with exaggeration
( t he leep reflexe and Lhsence ot l'l’|<ll|)l wasting
vhereas lower segment lesions exhibit flaceidity, with

diminution of the deep reflexes and the presence of wasting
We mav therefore consider first the lesions of the uppel

1
egcment, Known a

I'ue SprAsTIC OR CEREBRAL PALSIES
\ccording to then [ul!w! of onset, these mav be divided

into three group
1. Pre-natal—i.e., occurring in utere
2. Natal—i.e., occurring at the moment of birth

3. Post-natal-—i.e., occurring some time after birth

Pre-natal cases are usually the result of malformation of
part of the brain—a condition to which the term por
encephaly is applied—or of an arrested development of
the cortical cells (agen 18 corticalis)

The natal cases are due to an injury to the brain during
parturition. The nature of the injury is often obscure,

but one may safely regard it, in many cases at least, as
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being due to a meningeal hamorrhage. Very commonly
one finds that such children have been born prematurely,
and only resuscitated with great difficulty. Instrumental
delivery is by no means always a factor.

(‘ases which come on some time after birth* (post-natal)
are ll\ll;l“l\ ]H‘Ini[»l(’;i(‘ and may be due to the same causes
as produce hemiplegia in adults—e.g., embolism, syphilitic
thrombosis, or even hemorrhage. Sometimes, at least, they
are the result of surface lesions—e.g., venous thrombosis
and they mayv also be due to a |m|iu encephalitis affecting
the motor area analogous to the poliomyelitis which is so
common in the gray matter of the cord

As regards its distribution, the paralysis may be

(1) Hemiplegic (involving one arm and leg) ;
(2) |',|In|v|v;‘i< (involving both legs

3) Diplegic (involving all the limb

) Monoplegic involving one limb only)

in that order of frequency, and depending upon the site and
extent of the lesion

The paraplegic cases are sometimes spoken of by the
special name of Little’s disease—a term which should appeal
to all of you here : for Dr. Little was at one time [>||\~ 1¢C1an
to the London Hospital, as well as founder of the Royal
Orthopeedic Hospital.§

I have used the term Diplegia to signify a paralysis
affecting all the limbs You will often find it t-nl[»lu.\ul.
however, to signify any bilateral aflection of the cortex
which results in paralysis, and if used in that sense it would
cover paraplegia as well There are several varieties of
diplegia. The typical form in which all the limbs are
affected is also ‘\}N"\"ll of as (¢ neralized /r“«{/.r///// ;lH(I a good
example of it is shown in Fig. 32.  Such cases are usually of
pre natal origin At other times, again, it results from a
progressive degeneration of the cortical cells coming on

* It is well to remember that the history is not always a safe
guide as to whether a case is of natal or post-natal origin, for there
can be little doubt that in many cases which really date from birth
the paralysis is not noticed till the child tries to walk.

t Little’s original paper was published in the Trans. of the Ob
stetrical Soe., 1861, vol. iii., p. 297.
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some time after birth-—a condition sometimes described as

one of ‘premature senility * of the neurons. Such cases

often occur in various members of the same family In
\(
Y
\
\ \
\ Cortical [Dipieg \
@ —_— Parapleglas |
— Paraly Hemiplegias
7 |Monoplegias
Cerebral
Paralyses
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= Paralysis
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l)‘m, heral
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I, Atrophic
2, Pseudc

hypertroph

Diaciram 9. -To sHow THE SITE OF THE LESION IN THE PARALYSES

OF CHILDHOOD.
yet another group the progress and symptoms closely
resemble those of G. P. 1., and in that case the disease
usually starts during adolescence, and i probably of syphi

litic origin. To the diplegias also belong the cases of
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amblyopia with mental deficiency sometimes met with in
Jewish families, to which I shall have occasion to refer in
a later lecture

You might suppose that it would be impossible to dis
tinguish a case of diplegia from one of double hemiplegia
but it is not so. In diplegia there is always more rigidity
than paralysis, in hemiplegia the reverse. In hemiplegia,
again, the arm is always more affected than the leg ; in
diplegia this is not observed As regards the relationship
between the distribution of the spastic palsies and the time
of their causation, it may be said that the hemiplegias are
usually of post-natal development, the paraplegias of natal
production, whilst the diplegias may be of either pre-natal
or post-natal appearance. Monoplegias are so rare that 1

cannot tell vou what is their usual time of causation

COMPLICATIONS OF THE SPASTIC PALSIES

You will find, gentlemen, that the \,nl\!iw' I'.ll\i"‘ not
merely produce a greater or less degree of imlmivm:‘m of
motor power ; they also bring in their train certain remotes
consequence Two of these are specially prominent, and
should be remembered when you are giving a prognosis.
One is mental impairment, the other is fits

. Mental Impairment.—You will not be surprised to
find that any severe and extensive cerebral lesion in a
voung child is apt to be followed by some impairment of
the mental functions, and, in accordance also with what
one would expect, one finds that the earlier the lesion makes
its appearance, the more apt is such impairment to be
manifested. So far as I have been able to observe, diplegics
are invariably imbecile they become, indeed |»I'.I1'Viml”‘\
dements, whilst paraplegics are more apt to suffer than
hemiplegics. The degree of mental disturbance may vary
from a mere slight degree of ‘eccentricity * to a condition
of absolute imbe I||1\

2. Fits.—1f you inquire into the history of cases of
spastic paralysis of post-natal appearance, vou will often
be told that the paralysis set in in consequence of a fit.
Whether the fit in such a case is really the cause of the
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paralysis, or whether both fit and paralysis are the common
result of a cerebral lesion, I am not prepared to say ; but of
this there can be no doubt—that in many cases the fits
tend to recur in such children, or to make their appearance
sooner or later, even .!|l'ur||’,‘|| I||«“\ were not |»lt»~l'lll from
the outset The fits in such cases are l_\|bi4'.‘|||.\ A'[1l|-'|11i1
in type, and often occur with great frequency and severity
and are of Sped ial !III|W!I:II|4(- because there can be no
doubt that they tend still further to impair mental develop
ment. They are probably more apt to occur in those case
are the result of a surface lesion, especially when it

lm|y|u ns to be both extensive and of earl ,.:wlm tion

! 'IH :I

Port’s PARAPLEGIA

(fases of spastic paraplegia are sometimes brought to on
with the history that the paralysis has come on gradually
In such cases it is alwavs advisable to examine the back

very carefully for signs of spinal caries, particularly in the

cervical and upper dorsal regions, for compression myelitis,

as it 1s called not an uncommon sequence of spinal carie
in these regions. Here, again, it is the upper motor segment

which is involved—i.e., the motor fibres on their way to
the anterior cornual cells of the lower dorsal and lumbar

of the cord—and that being so, the paralysis is, of

part

ourse, spastic in type. It differs, however, in several r
pects from the spastic paraplegia of cere bral origin which
[ have already described. In the first place, the histor)
usually makes it quite plain that the symptoms have de
\.Iui)ul lowly. whereas, as we have seen, in the so-called

Lattle disease the paralysis has almost alwavs dated from
birth. In the second place, the sphincters are usually
iH\vr|\t'l| earlv in I’HH S [r.ll.lplt-yln indeed. overdistension
of the bladder, with n‘nllwalrul 4‘.\\l|li.\ is one of the un
pleasant results which, unless the doctor is watchful, the
affection of the sphincters may bring about. The paralysi
is sometimes preceded by pains referred usually to the chest
or abdomen, and you will find it a good rule in every case
in which a child complains of persistent abdominal pain to

examine the back.
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You should not take too gloomy a view of these cases I

is surprising how completely the paralysis may be recovered

from if the child is kept for a sufficient time at perfect rest.
Rest, indeed-—absolute and prolonged rest—is the keynote

of their successtul management

LESIONS OF THE LOWER MOTOR SEGMENT

The most typical form of paralysis which results from
a lesion of the lower motor segment is infantile paralysis,

which 1 s vou know. the con equence of anterion |)H|ilv
mveliti Now. the first remark 1 have to make about
infantile pal il 1 1 that 1t 1 v rather badly-named
s (

It is not. indeed. a characteristic disease of infancy at all
for it is but rarely met with before the end of the first yvear
I'he great majority of cases occur in the second and third
Vel You will usually have but little difficulty in recog
nizing a case when it brought to vou The flaccidity of
the limb the loss of the vir'w;r I1'1|“\v- l||<' wasting of the
musc |l ind the presence of the reaction of degeneration

1 Pro laim it at once as due to a lesion of the lower motor
egment, and the only thing for which yvou can mistake it
a paralysis due to interference with a peripheral nerve
How such LN errol to be avoided 1 !\iH|:<lll|Iw-lH ]lw-lll‘._
when | come to |u‘|]\. of the |n'1\§»)1l‘l‘|1 '»l[w' of childhood
\|Y}|H‘!>“I a ?‘IH‘ 1!' Vi ;“'H‘\‘ 1Se 1 not «|I”L ll|| 1O recoy
nze. vou will often by puzzled hould vou lmmn'll to see the
patient during the active stage of the disease. It will be
but rarely, however, that you will have that opportunity

I'he onset of anterior poliomvelitis is often marked by but

little in the wayv of general disturbance of health A little
fever, perhaps a disinclination for food, and a * going off his
legs.” may be the only indications of the serious mischief
which 1s on foot Sometimes, however, the disease sets in
with more of a fracas I remember being asked to see a

boy of five by one of my colleagues here, who had been
admitted to the hospital suffering from severe fits. W hen 1
examined him he was almost in a status epilepticus, passing
from one severe general convulsion to another, with brief
17
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intervals of only partial consciousness. A careful examina

tion revealed no \i;‘l!- of disease :|||-| one was driven to

make the tentative diagnosis of convulsion mulmH_\ of

reflex origin from the bowel In a day or

two, however

the mystery was leared up for the Iu:‘\ emerged from hi

fits, but with Hrm'»‘u te [|.||‘||\~i~\ of the shoulder group ol

muscles on one side. It had been a case of anterior polio

mvelitis ushered in by convulsion
Another mode of onset which may ;»11//\1 and mislea

i

yvou is that in which the initial stage of the paralysis 1
attended by great hypersesthesia of the affected limb
I remember being quite deceived by the first case of thi
ort which T saw Ity that of a little oirl who was undel
mv care whilst T wa 1n 'li"’r"' v charge of on of the
wards at Great Ormond Street Her left le ob
paralyzed, but whenever one attempted to examine it the
child seemed in such pain, and screamed o loudly, tl 1
was obliged to desist Not being at that time I |

infantile ,|‘|1‘1|\ is migcht be ac mpanied by gre tende

ness in its early stages. I was inclined to think that one had
to deal with one of those ‘»t'l]!iu paralyse which werd
described at the beginning of this leceture, and discussed
Mu"m ibilityv of mischief in the neichbourhood of the !-'y
joint Examination under an anwmsthetic. however, re
vealed nothing, and bv-and-byv the tendernt passed off

and the child was left with an ordinary infantile paralysi

the muscles of the thigh

O some o
\s regards the prognosis in infantile paralysis, one can

vlwavs safely say that, after the acute stage has passed
off, any change which takes place will be in the direction
oI 1Improvement The extent to which the affected muscles
will be finally disabled can be gauged better by the ele
trical reactions than by any other test. The more com
pletely and extensively faradic excitability is lost, the more
1rre }«I!. Mr IS l|l< thl!l.!i_‘(‘ \\llh‘ll f|(<~ ]H’n n I‘H!u

[ shall discuss the treatment of infantile paralysis and

1

the deformities which result from it along with that of

paralyses in general
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(‘HRONIC ANTERIOR POLIOMYELITIS.

(‘hronic anterior poliomyelitis leading to progressive mus
cular atrophy is a rare disease in childhood. Hofmann has
described* a \ln-t-i;tl tvpe of it which occurs in families, and
of which the case depicted in Fig. 38 was an example.
This child, a boy four months old, was brought to see me
at Great Ormond Street with the history that he had become
gradually paralyzed within the last three months. The
mother stated that an exactly similar fate had befallen
two other of her children at the same age. On examination
the infant was found to exhibit tHI1||1|v'll flaccid |ml.||'\ 318
of all the muscles except the <|1.||>||l.|‘_'m so that he i;!‘\
'u‘l|»|<' s on his back. breathing with difficulty and occa
ionally giving vent to a 11-4~Hv||_\ The Allulv}l\ of all
the muscles is well shown in the photograph, and a few
fibrillary tremors could be observed. The child died out
ide shortly afterwards, but, unfortunately, no examination
could be obtained Such cases are exceedingly rare, and
belong rather to the curiosities of pediatries, for you may
spend a long life in busy practice and never meet one ot

1

tiem
PERIPHERAL PALSIES

Paralysis from lesions of the peripheral nerves are not
very uncommon in childhood, and may be divided into the
two great groups of (1) traumatic and (2) toxic The best
n\.1l|||»|< of the former are the ‘obstetrical |m|<!<'~ which
result from injury to nerves at birth ; the latter are typified
by post-diphtheritic paralvsis. 1t will be well to consider
each group '~¢'|ml;|lt'|‘\ .

1. Obstetrical Palsies.—These may affect the arm, the
leg, or the face Those of the arm are the commonest
and best known, and usually take the form of Erb’s par-
alysis, which is the result of an injury of the fifth, sixth,
and seventh cervical nerves at the root of the neck These
nerves supply, as you will remember, the deltoid, biceps,
brachialis anticus, and supinator longus, as well as the

* Miinch. Med. Woch., 1900, xlvii., p. 1649 ; and Deut. Zeitsch. f.
Nervenheilk., 1893, iii., p. 427.
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external rotators of the shoulder (rhomboids, supra- and
infra-spinatus, and teres minor). When these muscles are
paralyzed, their opponents have it all their own way, with
the consequence that the arm assumes a very characteristic
position, being held limp by the side, fully extended and
pronated, and rotated inwards at the shoulder, so that the

palm of the hand looks backwards and a little outwards

much in the position, as it has been remarked, in which a
man places his hand when expecting a tip The charac
teristic position is well shown in Fig. 37

The injury to the nerves in these cases is probably the
result of pressure or of laceration, and the labour will
Umost alwavs be found to have been a difficult one This
mav be the reason why the condition is commoner in boy
Of fourteen consecutive cases of which 1 have not« nine
were males and five female It is commonly said that most

cases are the result of a breech presentation, the injury
being iflicted in the ‘|«‘|1\1‘t>\ of the after-coming head, but
in only four of my cases was the child born by the breech
Nor can one attribute it to injury by forceps, for in ten of
my cases the child was born without the aid of instruments
Of mv own cases. eicht were right-sided. four left-sided,

two were bilateral : but other observers state that the

ind
prep mderance of cases is on the left side

In a '\}w i1l case the condition can be I"""'_‘I!l/t‘tl at a
olance, but as all the above-mentioned muscles are not
always equally affected, many atypical forms are met with,
'ese you may have difficulty in diagnosing from infantile
pal lvsis, and, in the absence of a history. 1 do not know of
any way in which vou could be sure which it was vou were
dealing with. Usually, however, vou will be clearly told
that the paralysis was noticed at or shortly after birth
and that should keep vou right. The future of such cases
is difficult to forecast. The majority probably recover to
a veryv great extent, for typical examples of the paralysis
are very rarely met with in adult life ; but often, no doubt,
some degree of weakness of the shoulder muscles remains.
Your estimate of the chances of recovery in any given case
must be based on the same data as were laid down for your

guidance in the prognosis of infantile paralysis
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Obstetric paralysis affecting the leg is said to occur, but
I have never seen an example of it. Facial paralysis from
this cause, on the other hand, is not very uncommon, and
is often the result of the pressure of the blades of the forceps
Usually it passes off very quickly, but Edgeworth has re
corded* one bilateral case which was still very marked at
the age of seven

The treatment of these affections I shall come to later.

2. Toxic Neuritis.—With the exception of the post
diphtheritic form, toxic neuritis is very uncommon in child
hood. The forms which vou are familiar with in adults as
due to lead, alcohol, and arsenic vou will hardly ever ses
in the child

Occasionally one sees cases of multiple neuritis in chil
dren, the cause of which is difficult to ascertain. Some of
these are vaguely spoken of as being ‘rheumatic 'hey
are not difficult to recognize, for, besides presenting all the
ordinary characters of a lower segment lesion (wasting, l
f degeneration), they are char

of deep reflexes, reaction ¢
acterized |v‘\ being \\Iill‘~~|>l¢uu| and ll.\!l‘l“.\ symmetrical
affections, which at once distinguishes them from cord lesions,
Further at the outset, at least I||<‘\ im»'nl more o1
less impairment of the sensory functions, as well as of the
motor

Post-diphtheritic paralysis, which is by far the most 1m
|Nl!(."!|1 of the toxic neuritis group 1n « hildhood, I do not
propose to »-[Nul|\ ot very fully, for its \llul.\ is alwavs taken
up along with that of diphtheria. Its chief peculiarity
vou remember, is its tendency to affect certain nerves more
than H'Iltl\ 'Ml\lh\i‘ ot the soft [v.||.l1<' IH’HI: one of its
earliest and most constant manifestations. Paralysis of
the muscles of the eye is also not uncommon, nor, un
fortunately, is that of the respiratory muscles and heart,
for when these are affected the patient’s condition is often
very dangerous,

The cases of post ¢l!|t|\l||v|ilit' [):ll.’l[_\.\i‘\ which you are
most apt to overlook are those in which the child is brought
to you for weakness of the legs, with, perhaps, inability to
walk properly. 1Insuch a case there may be no clear history

* Brit. Med. Journ., 1894, 1., p. 11.
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g ; of diphtheria obtainable and no evidence of paralysis of
t the soft palate, and I have known great difficulties in
diagnosis arise. The absence of the knee-jerks however,
; ought to keep you right, for though this might be due to
i infantile paralysis, vet the latter is not so likely to be
symmetrical, and the wasting is usually much more pro
} nounced. It is well to remember, too, that post-diphtheritic
{ paralysis is rare before the age of two, whilst the majority
of cases of int ltﬂr!l' par vsis oceur in the ’\1‘-‘Hln| year
[fAciAL PArRALYSIS IN ("HILDHOOD
I'he ordinary Bell palsy so frequently met with in
adults, and usually attributed to the effects of cold, 1s not
at all common 1n childhood When a tIHM 15 Ml»li‘,j)»l to
vou with facial paralysis, you should think of two things
1) That it may be an obstetrical palsy ; (2) that it may be
g‘ the result of middle-ear disease
, Of the first of these I have already spoken, and have
E , pwl|!x~| out that 1||~‘ ]l‘ll‘ll\ IS 111 S ll Cases ‘ll\\<l‘\‘~ dates
\.? ' from birth, and is usually transitory, and you should have
|.§ no difficulty in diagnosing it
i Facial paralysis which results from disease in the middle
"*‘ ] ear is by no means uncommon, and may sometimes even

be bilateral ; but its recognition is easy, for there is alway

a history of a discharge from the ear on the affected side

! When both nery wre affected, the characteristic appear
Al:‘i ! ance ol !lw Tace l\liu\\!a as Il]»il mouth 7 is ]n|4n|llw'tl
l'l:“f Clearing out the mastoid in these cases often give
B brilliant results, and I have known the paralysis begin to
H pass off within a few hours of the operation. Sometimes
f: however, a greater or less degree of permanent interterence
if with the functions of the nerve results
MYOPATHIES.
"|, Peripheral palsies the result of affections of the muscles
i themselves are almost peculiar to childhood, and may be

conveniently spoken of as ‘myopathies.” Whether the

disease of the muscle in these cases is truly primary, or, as
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most neurologists are now beginning to think, is really
the result of an affection of the nerve cells of the cord, is
a recondite pathological question into which we need not
oenter In anv case, the |w|':||}\\|“~ of this group are far from
common. even in childhood, and I only mention them here

for the \f\«'Hfuhln|»lt'1~'l|r'-~

(‘ases of myopathy may be roughly divided into two
agroups—(1) Those in which the affected muscles, or some
of them, are apparently enlarged and thickened ; (2) those

in which marked muscular atrophy is present
|. Pseudo-hypertrophic paralysis is the classical example
of the first group .HM\‘\[MHI'»HIM s are so carefully dealt

vith in every text-book that I need not spend further time

2. The atrophic cases are divided, often rather arbitrarily,

into different group according to the muscles affected
Thus, one speaks of the *facio-scapulo-humeral’ type, of
the °peroneal’ type and so on In some of these cases

the atrophy of the mus les and loss of power have been

noted at or very soon after birth (infantile type), in others

they had come on gi wlually at some pe riod of c¢hildhood
I'he degree of ,mrn!»h.. varies, being in some cases extreme
wmd various deformities of position may result, whilst the
hands and feet sometimes look curiously long and thin
(Kig 12 The electrical reactions may be diminished

quantitatively, bat usually show no qualitative alteration
which marks the condition off from anterior poliomyelitis
and neuritis. whilst the absence of fibrillary contraction
distinguishes it from progressive muscular atrophy. Little
if anything, unfortunately, can be done to improve them,
but they often exhibit but slight tendency to progress
and may survive in fair health for many years.

\pparent paralysis, the result of congenital absence of
muscles or bones, may be mentioned, but if you remember
the fact of its existence you are not Iilw|‘\ to be deceived

by it
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'REATMENT OF THE PARALYSES OF CHILDHOOD

I can promise vou, I am afraid, but little satisfaction in
vour treatment “I!!H']lll‘ll'x"* which have been desceribed
in this lecture. For the most part, they depend upon
organic lesions of the nervous system which it is quite
bevond vour power to modify or remove, and at best von
an only hope in most cases to mitigate their effects
f the spastic paralyses vou will find

In the treatment «

a oreat ally in the ul']mlwt‘\r surgeon. who can do much

by instruments and supports of variou rts and by opera
tion to increase the usefulne of the affected limb I'h
detailed cor deration ot uch procedure h evelr wonuld
D¢ juite bevond m provine For tl fi hicl fter
( ue m these ( bromidi ind chloral n ( |
1 I h || e S bromid P
t hese { | tl h

ni \ hat 1 h ¢ o0 nall €] benefit 1
then mtinued u Further h IHiminist h mit
n { t f1t N ¢ methn

rrestn the ipervention of ment ."‘!r“l\\"" for

an be no doubt that frequent wndd Vi | ( l
Impail the intellectual function Should mental deficienc
be already present, it must be treated on the ling hich |
hall la down 1n a lecture Oon ment lencien 1 neral

For Pott’s paraplegia | have already id that the c¢hi

treatment 1 rest., along witl uch upport b pl 1
otherwise as vou are accustomed to see used ‘V:']"!l"'“!1
lodide of potassium in large doses 18 also strongly recom
mended by some writers in these case [t perhaps act
by aiding in the absorption of the inflammatory material
which IS compre iH'_,' the cord \ttention to the bladder
is always imperative [ have known serious cystitis set up

by a neglect of this important matter

Infantile paralysis is now known to be an infectious
disease, and therefore in the acute stage the patient must
be strictly isolated and a disinfectant spray used for the
throat and nose, which are the probable channels of infec
tion. Pain may be relieved by opium or aspirin, and uro
llul'ill or helmitol should be administered, as these (]lll;'\
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I'H

pa quic klv into the cerebro f”““‘ Auid. and may ),.\l, to

destron t he Inmtective agent 'Hn' ||I|1|l ‘IHHH be [nhu'rf
on a light splint, with the affected muscles in a position of
relaxation When the acute Ir]\.l e 1 Over, massage and
electricity are useful. The value of the latter, however
must not be overrated It can certainly do no good in the
long-established cases in which the paralysis has existed
for some months. It has also the disadvantage of being

very apt to frighten the child
‘l!n-“uﬂ‘?[u];uf l';( \Il'u 1(|| H[UIH L1 'n‘ }I('I‘NII I!\ warm

covering and by douching with salt and water, followed by
vigorous friction with a1 v.‘g‘h towel An degree of volun
tary movement far more valuable thar iny amount of
massage. and the c¢hild should therefore be encouraged to
18¢ e limb as 1 | P bl I'his can be done by
D i1 |1t 1 f hel 1 immd th wrist o1 n k¢ vl

ttn him to 1 them | 1« N t he 11 rle 11
nner m ement ) ! eV p 4] { hi '.‘\‘)1\‘1

patter: ! ] ol mil dey h the

ntell i ( :v‘ th (

For the 1b-foot and otl deformit hicl com
n i fal | p 1 Imi r |
I'¢ Ul i (1)) 1| ol

or mneuritis in its early stage rest and symptomatic
eatm 1 mist )¢ 'l 1 ¢ [ | | Ol electricity
e 0 wnd st hnine Il be of fui]v In the case of
the special injury of nerves which causes Erb’s palsy it ha
been recommended that if the lesion be recognized at
birth the arm should be put up for a month in the same
position as for fractured clavicle, in the hope that this may
help the repair of the nerve-trunks LLater on it must be
treated like any other neuriti Nome successful cases, in

which the nerve-trunks were sutured in this form of para
Ivsis, have been recorded . * and |n‘|h.t|v\ this method of treat

ment may become more widely used in the future

See Kennedy, Brit. Med. Journ., February 7, 1903,
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(ENERAL SYMPTOMS

No matter what its exciting cause may be, inflammation
of the membranes of the brain and cord results in the
| production of a group of symptoms which are common to

i all forms of meningitis, though one or more of these symp
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MENINGITIS
toms may dominate the picture in any given case of the
disease 'he symptoms may b rouchly divided into two
rroups : (1) Those which result from irritation of the brain

(2) those which are the consequence of increased intra
cranial pressure,

I. Amongst the irritative symptoms the most prominent
are mental irritability—manifested in its slighter degrees
by mere peevishness, and in its more pronounced forms by
signs of great irritability when roused-—screaming, head

ache, convulsions, vomiting, irrecularity of the |n||-« and

respiration [v)w!u,»)nwhm ind contraction of the I'|i|«11~ and
sometimes optic neuriti I'here lso apt to be an increasc
of the ‘tone ” of the muscle howing itself by exaggeration
of the reflexc by muscular twitching by the prese: f
Kernig on and. in extreme LS h pi thoton

2. Of the ¢ pressure signs’ the 1 importal 1
!:!l“lv\ and drow 1N¢ culminatine 1in coma bulen of the
fontanelle lowing of the pulse and respiration, and lata
tion of the pupil

The special symptom known as ¢ head retraction ’ is often
one of the most prominent features in meningiti nd it
difficult to know to which of the above g1 ups to refer i
The |»|u-'u~"| n|>‘h 1 13) will g1ve ou better idea of it
than an verbal de cription It is m ybabl the result of
irritation of the posterior cervi il nerve and 185 most
marked in cases of so-called simple basal meningi

DISEASES SIMULATING MENINGITIS

Now, gentlemen, yvou may take it as a general rule in
medicine that the more numerous are the possible symp-
toms of any disease the more difficult is it to diagnose that
disease with certainty, for the greater is the chance of its
being simulated by something else. To this rule meningitis
is no exception, and you will often have great difficulty in
being sure that you are dealing with it, particularly in its
earlier stages. But forewarned is forearmed, and if you
know what the traps are which you are most likely to fall
into you will have a better chance of avoiding them. The
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disease then, for which meningitis is most apt to be mis

taken are these

I. Typhoid Fever.— By one form of typhoid fever—that
known as the cerebro-spinal variety—meningitis may b
very .|H.1]‘ ~\IHH\'.1||«{ Hh‘l»t«i \H lil» 111N of |<‘l-‘ll| 1|
irritation—mental irritability, head retraction, photophobia
n a marked degree, and vet

and the rest may be present
the case may prove to be one of ¥\|>i|'=.<| after all Not

long ago, indeed case occurred here in which the mistake
onl discovered n the post-mortem room Pay
rreat ittention 1t the tate of the abdomer n these
doubtful « ( In 1 phoid 1t 15 u ually full and rather
tendel 1 1 en ) ra ea |
Lendae
Pneumonia, s Iy, I thin pex pi
head 1

{ DIesSt m { [ ]

1 Fthe 1 N haracter pl |
i but I I i wsent 1 the f
'he pu 1 hely nere Inp moi it fol
t tempera ymbi f high fever th

mp ‘ | ( ( ve ol

menimmgeiti

3. Acute Gastritis ma 4T, companied by many meni

( mpw‘ n 1l | np I'¢ vomit con

1l ‘3 P | :1 LO1 ¢ nere | evel
1 nr}; hi [ I ( | | r[\] l|
probably ¢lear evervthing up

. Middle-ear Disease has often been mistaken for menin
giti Indeed, in a doubtful case it is not a bad plan to
puncture the membranes on chance The simulation here

is all the more puzzling, inasmuch as middle-ear disease may
be IHHIH\H| l;\ secondary meningitis as one or its « Hl|1|vti| H
tions

5. Acute Polioencephalitis may produce a clinical picture
which is the exact replica of that of meningitis. I saw
such a case lately, in which it was impossible to be sure for
some time what we were dealing with—vomiting, head
retraction, optic neuritis, hypertonicity, all were present

but !ill:ll recover\ \\Ii'l the (‘\l‘l']b]|lbll of some >,;;|\l|| 1ty of




LW

or

MENINGITIS 269

the leg made it extremely probable that it had been
an encephalitis all along

All of these conditions mayv exhibit more or less marked
head retraction, but it is important to remember that this
dign may be mimicked by more trivial affection Quite
recently, for example, a boy was admitted to Hanbury
Ward with so much rigidity of the neck that he was thought

to be suffering from tuberculous meningitis following cer-

vical caries Yet it eventually proved to be a case of
rheumatism affecting the cervical muscles or some of the
vertebral joint [t is also said, although I have never seen
an instance of it myself, that a mere fall on the head—apart
from an actual injury na produce temporary head
retraction in voung c¢hildren
Should vou find vourselt p led 1n of these \

1t well to remember that in lumbar puncture vou have
a  diagno | hich 1 I 1A 1 I'l
little operation ( 1 performed nd. if wrried ot
under the observance of striet a ep 15 (it levoid of
risk An anwmsthetie i1s not really nece ! Place the
patient on his face, with a pillow under the vbdomen so
to bend the spine a little, and open out the spaces betweel
the laminae of the vertebra Trace the | b he rigl
ide back to the twelfth dorsal sping nd count down from
this to the third lumbar Place our left thumb on the
third interspinous space ind enter a small trocar and
cannula inch to the right of it. and D it inwards and

’-h‘_‘lll\ Il|l\\.ll41- tor a *!n}rh‘» " to 1 inch ¢|‘~|nr|l|‘|“7' on

the age of the patient and the thickness of his subcutaneous
tissue Withdraw the trocar, and cerebro-spinal fluid
will usually exude in drops, or, if there is increased pressure,
in a continuous stream. Some of this should be received
into a sterilized test-tube

'|'|M‘In~ IS No I’i\i\ of illilllill_‘ I!u‘ |‘(ll1| for vou are .llIu‘_‘l‘Xllt'l‘
below its level, but the appearance of a little blood need not
alarm you

Normal cerebro-spinal fluid is perfectly clear, like distilled
water. Turbidity indicates meningitis, though the opacity
may be so slight that it is only noticed when the tube is

shaken and held up to the light. Examination by cultures,
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Iy making stained films of the deposit, may

or by mer
reveal !lwl‘ presence of TlH' menmneococeus \\[l!t ll ma\ 'N'

films lving inside the leucocvtes (Fig. 44), or

recognized n

of the pneumococceus, or of one or other of the pyogenic
organism or even of the tubercle bacillus., although in
tuberculous cases the fluid is often sterile, just as it is in

cases of tuberculous pleurisy.,

VARIETIES OF MENINGITIS

I may now pass on to deseribe verv briefly the different
varieties of meningitis, adopting the following provisional
I seiRnn o
( Prima | Epiden
1. A ( | Spe
| "™ nad
2 i bereu
}. P erior b ( | 1 ple basal L1
Vel probabl 01 1 ( m i racli erebr 1 |
nmeoenin

\cUTE MENINGITIS

\cute meningit nay either occur as a primary diseasc
r be secondary to some other condition

If it 1 primary it ma cither I'1Se 11 ¢ p demi espe i.IH\
n the summer montl or may occur sporadically in i1so
lated case In either case the —~||’Mu|| are the ame
the child i ( ,r'l“\‘.‘li‘|l",!‘“|l\|lvl‘|"l!t VvOmiIting ,lll‘liu.‘l‘
ache, severe convulsions, and often opisthoton upervene
and death usually results within a few hours or VI‘I.\\ The

organism respon ‘]'|t' 101 the 'ulmfflw tion of these cases 1
almost certainly the meningococcus, although it is not quite
certain that the pneumococcus may not be the cause in some
CASeS

Secondary meningitis comes on in the course of some
acute—disease, which may to a large
therefore often difficult

other and often
extent mask its symptoms. It is
to recognize, and may, indeed, be only detected after death.
[ remember, for instance, having a child under my care for
developed a left-sided

whooping-cough which suddenly
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|M | *\,t|4 aia |‘j\.r '_\' ne \'.il'l SaW l‘u Case ~ll'>|w 411, natul

Aly enough, as there were no other marked symptoms,

that a bloodvessel had given way in the brain during a

paroxysm of coughing Yet examination after death

, howed that we were wrong There was no hemorrhage
\ but the paralysis was due to an extensive exudation of semi

lulz‘uhm | !n|n||un1|u' urface of one side of the cortex
[ have known the same sort of thing happen quite often
in the course of a pneumonia, and it may occur also in

measles or in any of the acute Sped ifics Not illtl'l'illli'llllv\

" too. meningiti et up by uppuration in the middle ea
| In | 1] € Cas the onset of the meningeal inflammation
ma b el difficult to recognize, though it is luy|m|;~
oftener 1 :“(I(\f in b convulsions than i'\ any wvl!u! 1on
recognition is fortunately not of importance from the
point of v of treatment. for vou can do nothing for it
but it materially affects the prognosi for secondary
L meningitl probab alwa fatal. and usuall within a
|
1 ( (
UBERCULO? VM ENINGITI
the n ta ke VOu are most kel to malke n recard to
p { 1 menineit im diagne ng 1 Of ften ()
thir would speciall desire to impress upon you in thi
\ nection i1s that tuberculous mer qil '8 verw rarve in the
f 0ed [ife 1l S tl terminal Prof 1 qe neral
tuberewlosi | in the econd and third years of life
l ! that apparently primary tuberculous meningitis, just like
e tuberculosis in general, reaches its maximum degree of
1€ ]"<|=i'¢14\

i [ shall not attempt to draw for you a clinieal picture of

te this disease. for the reason that it would be of no real l.n-l[»

v to vou if 1 did At best | could only give vou a sort of

1"i|l||H'\I|4‘ [)Iullt-:lJ'h}l, \\||I1‘|l \‘.HIIM be very lllllll\l‘[\ 1o

e | correspond at all closely with any given case you might
re afterwards meet with. Tuberculous meningitis 1s essen
1t tially one of those diseases which can only be studied at
h. the bedside, and by the careful observation of many cases.
o1 You will then be able to form for yourselves some idea of

the extraordinary \.‘rli;||>i]i|_\ of the course of this affection,
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mnd of the extent to which the symptoms may depart from
n one or other direction This classical

the classical type
type was laid down by Whytt nearly one hundred and fifty
veal o H¢ t:I\M‘HI 1 illl‘l I}IIM‘ stages \ /1/'////1////11/

tage. marked merely by 'u'"\l\}llll~\. irritability of temper

and fretfulness, along, perhaps, with slight elevation of tem
perature, loss of appetite, constipation, and, if the child
1 old "HHEI‘,‘Il to <H|M|r|.|ll| of 1t headache This Stagd
passes after a varying number of day: ' even, in very
isidious case fter two or three weeks into the second
=\ characterized chiefl by oW« d!m!"llel‘H‘«. Ol
pulse he tvy | rebral puls the other mptom
mean [ becom 1 More p1 il d 1tel l hort
lu ! eded b he #/ e, 1n !
pu e ery rapi he temperature mtinu
| perven
| nl ( I often be 1 hi | ed n
| bercul menil { but n "M!!HUMH“ " ' 1INOr¢
then be omitted b )y transitol b
( I'he lual mp N I th ( ( 3T
1 lered immediatel vhen | comi deseribe its differ
| d m post r ba meni
PosTERI ) ¢ MENINGITI
P terior basi menimeit | v called because on eX
vmination after death the inflammatory exudation is found
to be most marked over the posterior part of the base of the
brain I'he term. it must be confessed. however 1S an

unfortunate one, for the inflammation is not reallv confined
to that part of the meninges, as the name might lead you to
SUPPOS but for ]'IHI'|\ mechanical reasons that lmmn‘n\
to be the spot where it is most easy for the inflammatory
exudate—which is rather abundant in this form—to accu
mulate. From a strictly pathological point of view it
would probably be better to speak of it simply as a form
of sporadic cerebro-spinal meningitis, for there is ever)
reason to suppose that the exciting cause of the inflamma
tion is the same in both cases—viz.. the meningococcus.

Still, the term has received general recognition by clinicians,
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and 1t 1s well for us to continue to use it for the
;*M ont

Posterior basic meningitis, unlike the tuberculous form
is most common in the first year of life, though it may occur
ot any age.  This fact is so important that I wish to impress
it upon you as an aid in diagnosis. It is another example
of the value of what I am in the habit of |H'?|l\il|'._’ of as
reasonable probability in diagnosis, which means that in a
doubtful case you should lean to that disease which is most

commonly met with at that age. Given, then, a case of
primary meningitis in a young infant, the probability is in
favour of its being the ® posterior basic’ variety

Of the general symptoms common to all forms of menin
cal inflammadt n already detailed, some tend to show in
this vari peculiar prominence (Chief of these, un
doubted is head retraction, which exhibits in posterior
basic meningitis a degree of development not met with in
1l her form 'he child li-lm"vi in Fig. 43 shows thi

1n a Ha;']wi :’HH by no means unu H.l wIV‘_‘IH d1na you \’\I!l

1 from the photograph the appropriaten he de

cription given to the wtitude by French writer viz.. ‘ the

gun-hammer p 1 In severe es in which opisthotonos
present vell. the retraction may be so extreme that

the occiput almost touches the heel

\long with head retraction, and usually proportional to
is bulging of the anterior fontanelle, which forms one
of our best gauges of the increase of intracranial pressure

Whenever the intracranial pressure is high, vomiting is apt

to set in, and it may continue with intermissions for weeks
At the same time, great emaciation is prone to occur, which
is not, however, so far as one can see the conse quence of the
vomiting, but is rather an essential symptom of the disease.
Failure to lose weight, therefore, is always a sign that the
m.i];ul.\ 1S MIMH'_' a i;l\ullv;ﬂlln course,

The other signs and symptoms of this form of meningitis
you will gather from the following table, in which I}u‘.\ are
contrasted with the corresponding features of the tuber-

culous form ;
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\
DIFFERENTIAL DIAGNOSIS OF POSTERIOR BASIC AND
1 UBERCULOUS MENINGITIS
,.’ Posterior Basic Tuberculous
i Common in the first year Rare in the first vear
Temperature may be high at Temperature rises as disease pro
first, but falls latex UTESSES
) Head retraction early, and Usually much less prominent
i H..ll1w'[,
Wasting usually a prominent Not marked unless in conse
feature quence of general tuberculosi
Constipation usually absent [Tsually pronounced constipa
L1on
Pulse and r¢ piration not much | 1ally exhibit marked altera
WHeeted t10 vVarvi with tl { ¢
the d LA
1 o 1u { ) (
{ ) | 1 | i1
! I'he prognosis of posterior basic meningitis | Iso better
! than that of the tuberculous form. for where the latier
i, may be regarded almost inevitably fatal, the former
Al occasionally recovered from Unfortunately. however, re
[‘ ; coverv 1s by no means alway 1"||I‘1]1"’ I'here i Lpt to
i be left bebind as the permanent legacy of the disease a
i . ¥ |
il ! ogreater or less degree of chronic- hydrocephalus, with more
i E 01 ln i" ticity of the limb \I‘rh Cas( "‘t’“m“‘-r|r'll[‘l
'i"g coming on in infan the cause of which cannot be traced
! 1 1 1 :
i i have probably arisen in this way Permanent mental im-
fal‘ ! pairment of greater or less degree may also result, and the
i . :
i special senses be damaged \ peculiar blindness, without
"
“# visible changes in the fundus, often lasts for quite a long
1
it | time after the other symptoms have subsided, though I have
never known a case in which it was permanent On the
{ other hand, lasting deafness mavy. | believe, occur
) v ’ .
e | Unfortunately, we know of no specific treatment for pos |
|
", 1l terior basic meningitis, but you must not on that account |
t 1 conclude that vou can do nothing for such cases. As the
, i disease may be very protracted, careful nursing is of the
’ first importance If vomiting and inability to suck or
swallow are persistent, nasal feeding must be carried out.
Not long ago | had a case in one of the wards here in which
!
119
i
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\
the child had to be fed |t‘\ the nose-tube for four months
but which finally made a perfect recovery—a result the
credit for which rests mainly with the nursing-stafi

[ am convinced, too, that repeated lumbar puncture is a
therapeutic measure of great value in some of these cases,
and I never hesitate to employ it wherever head retraction,
bulging of the fontanelle, and lt"u'.l!wl vomiting are Imrll\i
nent features. The relief to the intracranial pressure which
the abstraction of one or two ounces of fluid produces in such

' cases is often very marked, and lasts as a rule for three or

L four days, when the operation can be repeated if need be

y From drugs I do not think vou are likely to get any
help, except in the treatment of special symptoms but it is
only right to sayv that some authorities believe in the fre
use of iodide of pot: h and mercury on the off-chance that
congenital syphilis maj be playving a part in the proce
I'he later bacteriological studies of the disease, however

: are rendering this chance alwayvs more remote

f Specific treatment has so far proved rather disappointing
in meningococcal meningit in children though  the

: results have been better in adult In the acute stage anti

- meningococcic serum may be administered,* and in the
more chroni |,i‘y». a4 vaceine 'um?.|.H‘_ |v!4;l*!tlf from

a cultures obtained from the cerebro-spinal fluid of the patient

‘ll may }H'~H||||~wl| ‘lhl]‘.x\v l:.4\~ }N"H M}W!lwf 1 ”.!lu ll

w such treatment ha .|[.|m;~-m!u been followed bv good

me-

kg results | ’LI\‘ not my ~|»|] |u|\\r\x'| SCeI any case 1 \\]llrlb

’ one could attribute recovery to the use of a vaccine, but it

'Il‘l ’ is richt that you should give such treatment a chance

Ve * Ten c.c. or more should be injected into the eerebro-spinal canal

A after withdrawing at least as much cerebro-spinal fluid, and the dose

repeated every few days




XXIII

LECTURE
ON MENTAL DEFICIENCY IN CHILDHOOD

GENTLEMEN,—OQur subject in this lecture is the mental

deficiencies of children. This is a subject which deserves

yvour very closest attention, because you will find when vou

go into practice that mental deficiency is not uncommon in
t.

children, and you will frequently be consulted about

Moreover, it
l||i~l.|lw.\ull are like |_\ to get into discredit
of mental deficiency in children you will realize when 1 tell
you that about 1 per cent. of all the children of school age

a subject in regard to which if you make a
The frequency

are the \ll"‘]u ts of 1t But before 1 go further into this
matter I want to define for you the use of terms in regard
to mental deficiency You will find, for instance. such

words as !xliw("\. Ill)lllw ility 141|A]«' mill'll'l|ln'~‘\, and ba l\

wardness all used with regard to children whose mental

development is defective. At the present day the use of
the first three of these terms has been 1||.1|'l|n«|”_\ discon
tinued, and the expression ‘mental deficiency ’ is used in

|'|.U'4 of them But if you are going to adhere still to the

use of the term ‘idiocy,” one would reserve it for the lowe

{

grade of case—that is to say, those in which the mental im
pairment is of the extremest form Above those, somewhat
better in their mental development, will come imbeciles
and higher still, nearer to the normal children, will come
those who can be called the feeble-minded. Backwardness
is a thing to be sharply distinguished from mental deficienc)
and therefore we shall still retain that term, and I shall
define what is meant by it later on

Coming closer to our subject, it will be convenient to
look, first, at the general diagnosis of mental deficiency

27
2ib
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secondly, at the clinical classification of cases of this affec-
tion ; thirdly, at the etiology so far as we know it ; fourthly,
at the prognosis ; and, fifthly, at its treatment. | shall

begin with the diagnosis

DIAGNOSIS OF MENTAL DEFICIENCY.

When vou wish to diagnose a mental condition, even in
an adult person, it is well to put to yourself three questions :
What does the patient say ¢ What does he do ? What
does he look like ? In diagnosing mental deficiency in chil
f attacking the

dren you ‘IH find that these I||l'u' modes
|»IH|'|1 m will be of great service to you
First then what does the 'mljrl" say ¢ \ln‘-'(ll ol
course, is the great mode of intellectual expression ; it is
one of the ilnllu» Ir\ which vou can jml;u best of a man
intellectual 1|w\r|u|m|<‘l|1 In the case of children who are
mentally deficient, vou will find often that it is not so much
what the |;|l}1 nt says as what he does not sav which is
helpful to you, and which will arouse your suspicion. You
will remember that by the age of three a child ought to
have learnt to talk fairly well ; and if a child is brought to
vou at that age who is still unable to tlllk. you may con
clude either that vou are dealing with a condition of mental
deficiency, or that the patient is deaf. There is a third
possibility, but so uncommon as to be scarcely worth con
sidering—namely, that the child may be the subject of
what is called ‘congenital aphasia.” But that is very rare
So practically a child of three years of age who cannot talk
is either deaf or mentally defective. As regards what one
may call qualitative alterations of speech, I would only point
out that you must not conclude that such peculiarities are
necessarily signs of mental deficiency. Take such a thing
as stammering. That is by no means an indication of
mental weakness ; indeed, stammerers are often above the
average of intellectual development. There is another
condition, termed idioglossia, in which the child talks in a
sort of gibberish of his own, which is entirely unintelligible
to other people ; and that also, although you may think it
is an indication of mental deficiency, is not so. These
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children are often otherwise intellectually sound. On the
other hand, the condition of speed h called /://////g/ 1S <'l'll;||lll_\
suspicious of mental deficiency, and another peculiarity
certainly exhibited by some defective children is repetition ;
1)“'.\ have a habit of lr|uuclrl|: after you the que stion which
you ask them or the things which yvou say

Next, let us consider what the child does which arouses
vour suspicions. 1 would point out that one great sign of
mental deficiency is an inability to perform at the proper
times complicated co-ordinated movements. The child will

therefore be late iny ing manv of those ‘milestones of de

velopment * of which 1 poke in one of the early lectures
He will be late in holding rl;nh" head : instead of being able
ordinate the muscles which hold the head on the trunk

the third 1 th. he mav not

vear old. or po ibl mon He will be late also in sittingy

tble to do so until he 1s
up : instead of being able to sit up at the end of the sixth
or the ninth month it will perhaps not be until the eighteenth
H.wmll that he can “I,; 0 'Hn child \\?H .l| 0 b 'hlw‘l\\\?(l‘l
in walking, and, as we have just seen, in performing those
co-ordinated movements which give rise to -'uw-h Further
mentally deficient children are apt to fail in the powel of
grasping things ; they are wanting in the power of acquisitive
ness, as it has been said, for grasping involves complicated
co-ordinated movements by the muscles of the arms, and
o vou are not surprised to find that it is a function which
acquired unusually late by children whose cerebral de
..Iu',“.." is defective I'here will also be a lack of co
ordination in the muscles which move the eyeball and which
enable the child to look fixedly at any object Hence the
gaze 1s vacant
Amongst positive motor signs which will arouse your
uspicion is the performance of rhythmic movements
These are a common indication of mental deficiency For
instance, there are swayving movements of the ')mll\ in-lLIH'.‘
of the shoulders. or grimacing movements. Such move
ments as those ("llvl.llﬂl‘\ ll’]nullml, should arouse your
wl\lﬁil ion with regard to the mental condition of your
patient There may also be certain tricks of movement

which are suspicious I refer to such things as hand
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sucking and the making of meaningless gestures. Great
restlessness is also a common sign. This often goes with
sleeplessness  at nicht., and that again with ;I||}>.H('Il1l'\
causeless »t'll':llltill'_’ or cry ill:

We now come to what the patient looks like The facies
or _('m[u/ eXpression of the child is, after all ln'l'll;l]n the
most valuable index which you have of the mental state.
| told you that the face in children is a mirror of the mind
in a way that it is not in grown-up people, and there is no
class of case in which that is of greater service to you than

in the mentally defective. So much is this the case that

many forms of mental deficiency in children have an abso

lutely « haracteristic facie o that you can sa\ at once
This child is mentally deficient, and belongs to such and
uch a class.” We shall see immediately when we \In'.ﬂ\ of
classification that one makes large use of this in the sub

division of cases of mental deficien 3 into different clinical

aroups But, apart from those which have a character

istic facies, vou will find in almost all mentally deficient
children something in the expression which will arouse your
uspicion. There is a vacant look, or perhaps grimac ing,

or an inability to recognize the mother or the nurse. All

these things should put vou on your guard. You will also

find that the size and M||n of the skull 1s often of great
service to you in enabling you to arrive at a diagnosis,
because, just as in facial expression, so with regard to the
skull, there are abnormalities which are absolutely chai
acteristic Then vou will find, in looking more carefully

at such children, that you are apt to get what are spoken

of as the physical stigmata of intellectual defect, which
have been described by Dr. Warner under what he terms
the law of coincident development.” This simply means
that if one part of the body is defectively developed other
parts are apt to suffer also. If, for instance the child
has a “HH_\ <|t'\t"<vpl‘l| 'll'llH, he is more |'|l\\'|.\ 1||.H| H’llt'l'
children to have congenital lesions of the heart, or super
numerary digits Amongst the physical stigmata of mental
deficiency are what are termed marked epicanthic folds

that is to say, folds of skin which come down from the upper

x‘_\<'|i|| to the lower, and cover over the « aruncle A |\iu‘]|
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I arched or Gothi |m7‘114'\ another commu I||»,|>\ ical stiema.

l‘ and it lll«|l1<l|1|'x O with narrowne of the na wl»'\.lllll‘\
il and bad <l<\<u|u|w)|u|1 of the jaw and therefore also of
1) the teeth. Then vou will find adherent lobes of the ears
\i more commonly in mentally deficient children than in

! others, the lobe being tacked on to the skin of the cheek
i instead of being left free.  You find, too, not uncommonly
) i |w|r]1[» cleft |v.1|xh (Hu](‘[mxiiiw-ut the media of the eve
Lo In a doubtful case you will look for such physical stigmata
| and the finding of them will be an additional point in favou

of the view that the child mentally defective

CLASSIFICATION OF CASES

We next I ¢ the second division of the thject

; namel the ¢ cal ela /‘“r‘r;’wlwf\ 1S ¢ f mental deficieney

in children (One \rl}”‘i’l!ltll O use ,<|m‘\]|vr|~ ical classifi

i cation if that were possible, but at present it is not The

E 'HHI“] oV O many « ( of mental deficiend VoI$ till quite

& obscure, and you will find it, as a practical matter, more con

"'f venient to group the case according to the chief clinical

“ symptoms and features \\|»ilhllu-_\ exhibit We shall begin
with those cases which present a marked faci

:}: 1. The first group of those are the eretins. It is extreme Iy

“,{ important that vou should be able to recognize cretins

i because they form that group of mentally defective infant

‘y which are the most amenable to treatment : and it will

depend upon vour being able to make the diagnosis within

the first few weeks whether the child will grow up me rnl,«”l\

,‘ ound o1 \\]lt‘wln’! it will be considerably v|t1r|l|\|' The

f recognition of a baby cretin is not always easy, and the

classical pictures of eretins which you see in books are usually

taken, unfortunately, from children several years old, by

which time. of course. anvone can make the diagnosi but
if you recognize them only then YOU recognize them too late
to do anvthing of service for them In order to do a cretin
real good, you have to catch him early, and if yvou do so
and treat him properly, he will grow up into a child who

! is practically indistinguishable from a healthy and normally

'l('\'t'l"ln || one
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What, then, are the features by which you will recognize
cretinism in i(\¢‘||‘|_\ stages ? Before T re I)I‘\ to this I would
ay that cretins are not so common as is supposed. There
is too great a tendency to label almost every mentally de
fective child a eretin. I would impress upon you the fact
that cretinism is a rare condition. Out of eighty-eight
mentally deficient children of which T have notes, only
5 per cent. were examples of cretinism ; whereas Mongolism,
which it is very apt to be mistaken for, occurs with much
greater 1re quency amounting to about 28 per cent. of my
cases
With recard to the cretin, then, the n'ull‘|i|o xion is par h
ment-like in tint, the hair dry and scanty, and the skin re

dundant, so that there is a puckering of the forehead and

puffing below the eve There is often a squint but by
no means invariably There 1s rarely, if ever, nystagmus.
When you look at the shape of the head, you find it tends to
be long : it is dolichocephalic. On examining the trunk

you will find that the skin is dry and rough. There is fre
quently an umbilical hernia ; the hands are short and broad,
and the finger-tips square In manner cretins are dull and
lethargic, and a feature which you will recognize in them
from earliest life is that they suffer extremely from constipa
tion. I have said nothing of the supraclavicular pads of
which yvou will read in books, for the reason that they are
rarely developed, so far as T have seen, until a cretin is at
least a few years old ; they are not seen in the earliest stage,
and., .I‘lllvult:il it 1s }"‘I'l( Y|_\ true that yvou el them attex
wards, vet by that time it is too late for them to be of use in
diagnosi [ should, perhaps, have mentioned as a charac
teristic feature the tenden y to 'il'“”ll\i"l! of the tongue,
The tongue is large, broad, and thick, and it is apt to be kept
protruded. All those characteristics taken together make up
a picture which, if you have once seen it, vou are not likely
to miss again

2. Now I pass to consider Mongols. The term ‘Mon
golism * was first applied to this group of cases by Dr. Lang
don Down, who was a physician at this hospital, from their
resemblance to members of the Mongolian races—the
Chinese and Japanese—in face, and particularly because
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they have the oval. tilted eves which are characteristic of
these naticns When you come to compare their charac
teristics with those of the eretins, with which they are apt to
be confused, vou will find that the skin of the Mongol is
smooth and white, not parchment-like in tint, and that
they have a good omplexion. They have no puckering of
the eyvebrows and no puffiness of the eyes, the hair is fine
and abundant instead of being dry and scanty, and the)
almost always have a squint, and usually nystagmus as well
The head. instead of being dolichoc n'}»lml}r 1S Iﬁ]’.\l"l.\l 1'|»'i.l\iw

ind the oc iput i almost in a direct line with the neck :

where the cretin has a head ‘r!'\EM"H" back beyond the
neck The hngeel "I\ are rounded and thev have a curious
urving of the little finger Moreover, instead of being
dull and lethargic, the wre bright and livel n mannei
NO u see they contrast in every respect with the cretin
wnd if vou have seen a good '\.AIHiII' of each of them you
need never mistake one for the other Of the “".“ ical
tigmata which I spoke of, marked epicanthic folds are a

triking feature of Mongolism, and so 1s congenital defect
of the heart Moncols tend to suffer with oreat Hl““il ney
from defects of the septum and other lesions of a similar sort
Out of eichteen cases of which | lm\w notes. five had marked
congenital heart disease

3. I now pas to the third group namely, case ot
microcephaly. Those cases, as the name implies, are dis
tincuished by smallness of the head. The normal head
measures 13 inches in circumference at birth, 17 inches at
nine months old, 18 inches at one vear. and 20 inches at five
year and heads which come below these dimensions may
be described as cases of microce ]»lm!\, But 1 want to point
out to you that the characteristic of lllit’l1‘|‘|»||‘lli\ 1 not
merely deficiency in the circumference of the head, but an
alteration in shape. I shall show you photographs presently
indicating that the characteristic point about a micro
cephalic head is that the deficiency affects ¢ hiefly the frontal
region and the vault. The base of the skull is apparently as
well developed as in health.  So a constricted frontal region
with a small circumference are the characteristic pe mnts.

The size of the head may be extremely small.  The smallest
















ON MENTAL DEFICIENCY IN CHILDHOOD

I have seen was in a child three years old, in whom the
total circumference was 13§ inches—that is to say, only
? inch more than it should be at birth. One sees them of

all measurements, varying from what I have told you to

nearly the normal size. Otherwise the child is usually well i
developed in face and body, but has a dull demeanour, and f

tends to be apathetic in manner

Cases of the microcephalic type are not at all uncommon
They made up 25 per cent. of my own cases ; and from what
[ have seen here and at Great Ormond Street Children’s
Hospital I think the condition tends to oceur with unusual
frequency 1n « hildren of Jewish parents, That is (llli(«' the
reverse of Mongolism, from which condition the Jewish race
seems to have an immunity rather than otherwise

t. Opposed to microcephaly is hydrocephaly, in which ;
the heaa is unusually large I have said so much about the o
diagnosis of the hydrocephalic head and the means of telling
it from rickets that I shall not go over that again (p 135)
”\llln\n‘lbhll\ is not. however, a common cause of mental i
deficiency, and it is extraordinary how large the head may 1
be and yvet the ment il power be very well retained The
child shown in this Mlulw,’!-lln]» had a head 2€¢ inches in
circumference, and yet conversed quite intelligently Such
children are apt to be backward in their movements, because

the large head upsets their balance and makes it difficult for

them to walk ; but the mental power is retained in a sur

PZ‘ixiH;’ llf"_*lm‘ even I'\"H‘_']l vou know that ”uw'u!lt'\ of the

PR,

brain must be flattened out almost like a sheet of note
paper.

5. We come next to the paralytic group, in which there
exists some degree of |»,||‘.ll‘\\i\ in addition to the mental
deficiency. Those cases belong to that group of infantile
cerebral |m;-~|t'\ of which | ir"l-" in another lecture The
children who are most apt to suffer from mental deficiency

with paralysis are those in whom there has been a lesion of

the brain in intra-uterine life or at birth, and I think it is
more common in those who have paraplegia than in those i
who have hemiplegia. You are apt to arrive at an exagge

rated estimate of the mental defect in these children, because,
owing to paralysis of muscles, they have a difficulty in getting
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} about and living an active life like other children, and ac
E cordingly their education suffers, and to this, no doubt, part
'; of their intellectual dulness is to be attributed
;;!" 6. There are two groups of cases of mental deficienc 3\
f which are associated with fits, the eclamptic and the epileptic

group. The distinction between these is that eclamptic
imbecility includes those cases in which a fit has been the

",‘1 starting pninl of the mental defect The child lives for the
{: first two or three years of his life quite normally, and hi
i mental development goes on in the ordinary way ; and then
he has a severe convulsion which appears to damage the
brain, and from that time the mental development suffers
Uthough there is no repetition of the fit. In the epileptic
group the case may start with a fit, but the characteristic
; feature that the fits recw the child goes on having fit
i and it is in consequence of the continual fits that the mental
‘} tate utters You mav take it that if AIIII\IHM fit anr
_i;;’,; frequent n a child below seven vears of age, that child
? is  almost certain to have a 1 consequence mental
.: deficiency There is HHIMH: which appare I\Il.\ lllrt'! the
"f[i equilibrium of the brain more than the repeated occurrence
‘;l of fit
i | 7. The next group is idiocy by deprivation. By that one
;kf‘; means those cases which are mentally deficient because the
‘H ‘avenues of knowledge * are blocked. The classical ex
L3 ample is that of Laura Bridgman, of whom you may have
iil Iltul]cl She was Mlllr] and deaf :|I|<| :|l| .H'!‘ Senses were
~‘i; one, and as long as she was in that condition she was practi
’?‘; cally idiotic. Very many children suffer in their mental
;,,"j development because of this blocking of the avenues of
i} information, because their hearing or their sight is bad
] And whenever you are brought face to face with mental
";‘ deficiency you have to ask yourself, May not this be pro
\"’ duced by the fact that the child has a difficulty in acquiring
i | information owing to his great inability to hear properly
i or see distinetly 2 The commonest causes are middle-ear
disease, !l'r(]!lrll\]j\ the result of adenoids ; and errors of
refraction, particularly hypermetropia and astigmatism. As
i a consequence of these defects the child fails to benefit like
il other children from instruction at school, and so falls behind
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hand, and in extreme cases may be regarded as a case of
mental deficiency But many of these cases belong to the
group of mere backwardness. And that brings me to ask what
is to be your distinction between mere backwardness and
true mental deficiency. You will find it convenient to
remember in this connection the dictum of Charles West,
that a mentally deficient child would be abnormal for any age,
whereas a backward child is merely abnormal for its own age.
For example, a backward child of six may be at a mental
stage which would be normal for a child of four. But a
child who is mentally deficient you cannot regard as normal
for any age. You will find that useful as a practical dis
tinction

8. I now come to the next group which 18 one of consider
able rarity—namely, primary amaurotic mental deficiency.
This is a group of cases which ought to be familiar to you
here, because it was first described by Mr. Waren Tay, 1
think in the year 1881, It is a group which is marked by
certain very definite features. First the cases tend to occur
in families, several members of a family being likely to suffer.
Secondly, in all the recorded cases the children have been
of Jewish parentage. Thirdly, they are characterized by
the fact that the children may seem normal at birth and for
a short time afterwards : but soon loss of vision sets in,
associated with characteristic changes in the fundus of the
eve and with paralysis, which leads by about the second
vear of life to death. Such cases are very far from being
common. It is well, however, for you to have them before
your minds, |n.’l|li( \l]«il’l.\ in this |ml’| of London, where we
see s0 many Jewish patients

9. Lastly, 1 come to a great group which you can refer
to none of these previous divisions, and which may be
described as unclassifiable cases, or, i you ])l‘«-lt'l' a more
scientific term, cases of simple primary amentia. They
make up the majority you meet with ; they were 34 per cent.
of all the cases I have seen, You may call them, if you like,
congenital idiocy, but I do not think that helps you much.
They are characterized by mental deficiency, associated,
perhaps, with some ‘physical stigmata,” and you can only
giving heed to the general rules I have

diagnose them by
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laid down—to the speech, general appearance, and behavious
of the patient—and if you attend to these points you are not

!\I\"].\ to overlook the mental defect

CAUSES OF MENTAL DEFICIENCY.,

I now pass to consider mlmll\ the question of the etiology
of mental ,/,/[, ency 1 « hildren With recard to a few ol
these group there is a definite causation., Cretinism, for

example, is due to ongenital absence of the thyroid gland

but vou cannot say of many that there is such a definite
causation as that In the paralytic group, too, you have
viairly definite o 15¢ amely. damage to the brain of some

rt. occurring during the act of birth or during intra-uterine
life In the roup )Il!‘irl‘\l‘i"‘!;‘ wses vou have a definite
|rl!|\-!\ 1 the HSee r defect of certan NS O Senst
In )ml]l<w-r|rl‘i1‘ vou have often history of antecedent
basal menimgitis But in recard to many of the case Vvou

can find no definite cause at all You will find that certain

factor e commonly believed., « ,n.mi"\ by ].s‘\ l""l';' to

}r!.V_\ a part in the production of ment 1l deficiency You
will hear it vid that these children are often the off pring
of intemperate parents ; or that there is insanity, or syphilis
01 Hl"'h ll}“ IS 1N Y|w family 01 that the |H|~Hl i\.|\1 |»|'<'I|
related to one another before marriage \s far as | have
been able to make out, vou cannot SH definitely that these
factors have any very great influence Out of seventy-five
cases | only found one in which consanguinity was present
and in that case the parents were first cousins And |

cannot find that the parents of mentally defective children
we addicted to inte mperance more than others whilst the
coexistence of congenital 3y |'}|i|l IS quite exce ‘)H-rlllll

\ cause which might be more likely to produce mental
deficiend YIS bad health in the mother during her pregnancy.
There have been experiments on chicks which show that if

an egg is incubated at a higher temperature than usual the
chick which results is apt to be abnormal and defective in
development ; and you might suppose that, if a mother has
an attack of fever during her pregnancy, so that the incuba

tion of the feetus i”"“"'l“ at a temperature two o1 three




tal

ON MENTAL DEFICIENCY IN CHIL™HOOD 287

degrees above the normal, mental defects, amongst others
might result And 1 do not say that that does not some
times happen. You will frequently get a history of bad
health during the pregnancy, or a history of worry; but you
must remember that such occurrences are also extremely
common in pregnancies which produce normal children, and
vou must .||\\.|_\~\ allow for a tend ney on the part of the
mother to assien some cause for the mental defect in her
child | do not think it has been clearly |nlw\t'\i that any of
these things is a constant factor

[ want to speak more definitely with regard to two of the
above groups—namely, microcephaly and Mongolism. The

[»xllprlu; v Ol I|1|\|v(v|.}|‘||‘\ seems to be an arrest in the de

\‘lullllum of the brain as a whole It 1s not due, as has
been sometime said, to a }'lwluﬂlrw closure of the cranial
uture You know that a method of treatment was based
upon that assumption—namely, craniotomy wrtificial open

ings being made in the skull, under the impression that the
brain ceased to 111-\x'|~|» because the sutures closed too soon
As a matter of fact, the reverse seems to be the case ; the
skull eloses soon because the brain is not properly developed
50 that the operation was foredoomed to failure

With regard to Mongolism, I think you can trace a fairly
definite cause You will find that Mongols tend to be the
last children of large families. It is a condition which r¢
sults when the I«'lnlui\lr tive powers are exhausted especl
ally in the mother. Out of fifteen of my cases of Mongolism
the mother was forty years old o1 i||n\‘|l<1~~ in nine, and
in another three the mothers were between the ages of
thirty-eight and forty Dr. Still, of Great Ormond Street
||~\l1i1.|| reporis eighteen consecutive case out of which
ten were the last children of a large family, and in the others
the child was the last but one \\II»\ exhaustion of the
reproductive power should result in Mongolism I do not
know, but there seems to be an arrest at some stage. be ‘\(r]||l

which it is impossible to carry the development

PROGNOSIS,

With regard to the prognosis in mental deficiency, you

have to consider it, first, in relation to the life of the child
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wndd ccondly, inrelation to it IIuIy'||'|’ 1 A recard
life, vou will find that mentally defective children tend to
be physically weak and wanting in resisting power It i

perhaps, fortunate that that is so, because the majority of
them never reach the age of puberty If they have an illne

thev take it bad and are apt to o down before it Thi
feebleness is perhaps more marked in Mongols and cretin
than it is in others, and the members of this group are par
ticularly liable to be carried off by tuberculosi You have
also to remember in giving youl forecast that many of them
will be apt to suffer from fits, particularly in the paralyti
case Of course. those which are epileptic already will
.|i~\,4‘\ iuw It s one of t he 11 |vlwl14:l\v!\' \H‘it'w:w \\ ith
regard to mental development, there is nothing more difficult

than to speak confidently about the future, and I advise you

to be always very cautiou You may say of cretins that if
thvroid gland is administered from the first weeks of life
they will grow up to be almost normal individual You

can sayv with recard to Mongols that in the highest grad
they will be fit for physical work, but they will never be able

to do much brain work of any sort, and will always lack

mitiative 'Hu' pt WNOSIS OF mi I‘Nl'ldhi[.\ \\1|| e Pe nd on
the size of the skull ; the smaller the skull the more hope
lessly idiotic the child will be, and-it is only in those children
in whom the skull is near the normal size that yvou will have
any appreciable mental power at all. With regard to the
n'p.\r‘y!h cases, you may assert that they tend to get worse
rather than better as they go on : each successive fit leaves
the brain in a more damaged condition than it was in before
But the great difficulty in the matter of prognosis is in regard
to those unclassifiable cases which make up the last group
[t will be well to remember, as has been pointed out by
many observers, that the more healthy and natural-looking
the child is, the worse is the prognosis as regards mental
development. Those cases which look best in physical de
velopment often give the worst outlook with regard to
mental improvement. As Dr. Langdon Down has said,
the prognosis is hopeful, contrary to what is often thought
inversely as the child is comely, fair to look upon, and

winsome.’
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|
i TREATMENT OF MENTAL DEFICIENCY.
o I'he treatment 1 can dismiss in a few words, because, | ¢
am sorry to say, for many of them vou can do but little, | j
i uree vou vwany to remember however, that there is a
, physical side to mental deficiency, and although you can
’ do nothing for the mental development of these children, you
can do much for their physical state ; you can remove
m obstacles out of the wav of the feeble brain You can
T remove adenoids, which make it difficult for them to hear
1 You can order them spectacles, and make it easy for them to
I 6 You can divide tendons if they are paralyzed, and
1 make it easier for them to use their limb If the child is
0 rickety, vou can treat the rickets By removing these diffi
i culties you can, especially where there is only slight mental ¥
fe deficiency, make all the difference to the child, and put him :
u upon a very much higher plane than before
e With regard to mental improvement, all you can hope to f
? do is by careful and persistent training. Your chief duty
k here will be to encourage the mother to persevere, to point 7
n out to her that improvement must necessarily be ver :
’ gradual, but that all depends upon her own efforts. The
n child must be encouraged to take notice of his surroundings. |
e and to do little things for himself as far as pos ible, whilst, :
1€ on the other hand 1ll bad habits must be steadily dis i
p couraged Patience, especially the affectionate patience of i
¢ a mother. can often work wonders in these cases In recent :
, vears much progress has been made in the training of men |
rd tally defective children, and their lot has never been so
p favourable as now. Under the Elementary Education Act of
N 1899, special classes have been instituted under the County
ho (‘ouncil in London for the training of defective children |
‘,‘] and much has been done by the Kindergarten methods in i
le : teaching these children to use their muscles and make the f
¢ best use of the feeble brain-power they have. It is only on
id those lines that you can hope to do good in those who are i
't improvable. For those who are unimprovable there is no !
nd refuge but the idiot asylum, or, for people who are able to J

afford it, special guardianship
19




LECTURE XXI1V

SOME DISORDERS OF THE HEART IN CHILDHOOD
GENTLEMEN,—In the present lecture 1 propose to consider
with you some of the commoner disorders of the heart
met with in childhood, apart from those acute rheumatic
vffections which were dealt with on a previous occasion

\t the outset it may be well to remind you again of some
of the anatomical and physiological peculiarities of the heart
in children to which I referred in an earlier lecture (p. 10)
You will remember that the heart lies naturally at a higher
level in early life than it does in the adult, the apex-beat
being often in the fourth space instead of the fifth. The
wpex-beat is also further out than it is in the adult being
beyond the mammary line up to the third year, and in it

from the third till about the tenth vear fter which it
wsumes the adult position

You will remember also that irregularity of the heart i
ver) Commorn 1in ¢ |||\, llil'. € «|ux I‘«H\ tl'H‘l.ﬂ; ‘»Iu‘v IIIII ‘|.|~»
not neces vI‘I.\ any [m‘hw|~_il.n| significance It is of the
nature of what is known as ‘sinus arrhvthmia,” and m
be distinguished from the irregularity of organic disease by
the fact that it disappears on exertion 'he greater rapidity
of action of the heart in early life should also be borne in

mind. the |.||| e-rate being

\t birth, about 130

In the second year, about 110
In the third vear. about 100,

[n the eighth vear, about 90

In the twelfth year, about 80.

[t is slightly more rapid in girls than it is in boys
As regards the heart sounds in childhood, T would remind
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vou again of the relatively greater intensity of the pulmonary
than of the aortic second sound up till about the twelfth year

In early life, too, so-called cardio-pulmonary murmurs are
not uncommon, and are apt to lead to confusion. The)
may be distinguished from the systolic murmurs of organi
disease by the fact that they are only audible during one
phase of respiration, being usually present during expiration
and disappearing during inspiration

Displacement of the heart is not uncommon in childhood
It may be due to (1) pleuritic effvsion (usually left-sided)

pushing it over 2) to fibrosis of the lung pulling it over ;
(3) to atelectasis, which causes di }l]‘ut'lm nt towards the
affected side 4) to transposition of the viscera : true dextro
cardia, without displacement of the viscera, also occurs, but

isvery rare. You will rarely have anydifficultyin determining
the cause of the displacement in any case 1if you examing
the patient care fully, but slicht degrees of fibrosis of the lun
causing displacement are apt to be overlooked. The X ray
are of great help in determining the cause in a doubtful case
[ do not intend to say much about what is really the
commonest form of heart-trouble in childhood—namely
chronic valvular disease, for the reason that it is in all essen
tial re pects the me as valvular disease in the adult, and
calls for the same management I would. however, give
VOU O :Hl'»‘mliw ]:ilu‘ of advice, and that 1 Don’t treal
murmurs ! By this I mean that vou are not to SUPPOSE that
treatment i1s called for merely becanse vou have detec ted a
heart murmur on routine examination. So long as the lesion
is fully compensated-—i.e., is producing no symptoms-—it
mayv safe ]v\ IH ll‘l .!‘H.'I" H is ‘-ilnlilt' Ul!t‘ !3\7\\1‘\"‘!‘ i‘(ﬂll
l‘|IM|‘\ disregarded, and | often have children sent up to
||<'~}H|,ll here to be treated for heart disease ’ because a
school doetor has found a murmur in the course of his official
inspection. Great harm may be done by such excess of zeal
for not only are the parents unduly frightened, but the child
is apt to be condemned to a semi-invalid life quite unneces
sarily, and greatly to the impairment of his happiness and
often of his education. In such a case all that is ne« essary
is to warn the parents of the danger of fresh attacks of
rheumatism, and to advise them to send the child to bed
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s even the slightest pain
At the same time,
damaged.” but

that this need not child’s
health or prospects in life, although it will be wise to see

in the joints or limbs is complained of

they should be told that the heart has been
||1'4'|'\‘.H|lb\ interfere with the

that any overexertion is avoided, and that in deciding upon
the patient’s future career strenuous oce upations and those
which entail much exposure are avoided

\s regards prognosis in valvular disease it is well to remem

that, other things being equal, it is worse the younger

IHI

the child Puberty is the period to be dreaded, for it make

oreat demand upon the heart, and if the lesion be a severe
one there mav not be sufficient reserve to meet these Hene

the outlook better if the damage be not inflicted until the

period of !»wlulh Is passed

CONGENITAL AFFECTIONS OF THE HEAR'

(‘oncent 1| }rl 't disease 18 the re ult 1in most Iw'\\. p
in all-—cases of a malformation which originates early i
intra-uterine life, but it may po ibl I a few mstance b

t he consequence of a foetal endocarditis Into these vexed

pathologi ul questions [ do not propose to enter further. for

mode of origin of the lesion is reallyv of very little elinical

th
should

importance except for this, that if feetal endocarditi

be the cause in any case, there is a certain risk of fresh endo

carditis being grafted on the top of it during childhood

The bare possibility of this happening should be an induce

ment to one to guard children with congenital heart disease

from infections of all sort rheumatic and other—as care

[vlll'\ as pos \l;l(‘
\ practi al question which often arises
Is the murmur which is present due to a congenital or

it the bedside i

this
an acquired lesion ?
sometimes impossible
|’i'|ll|'_j it the l!r||1>\\ill'_f p ints hd\l' to IH‘VUII\]II"II"i

1. The History A\ clear history of previous acute rheu
is, of course, strongly in favour of an ’

To this question it is often difficult
to give a satisfactory reply In de

matism or chorea is,

even a history of sore throats or ‘ growing

al l(ilil't-nl [t'\l"l] ’
pains ’ should make one ~~||\|>i¢~iu|1\
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SOME DISORDERS OF THE HI

2. The Aqgi of the Patient The youngel the child the
more likelv is it that one is dealing with a congenital affec
tion. Rheumatic endocarditis is almost unknown below the
age of two, and is rare below five,

3. Site and Character of the M urmur —Congenital murmus
are usually best heard internal to the apex or in the pul
monary area. Acquired murmurs are usually loudest at the
apex-beat, and are conducted out from it Diastolic and
presystolic murmurs, wherever heard, are oftener acquired
than congenital. A very loud murmur with no subjective
symptoms is usually congenital

{. Enlargement of the left heart is in favour of acquired, of
the richt heart of congenital, disease

5. Marked cyanosis and the presence of clubbing point to
a congenital lesion

6. The coexistence of other malformations—e.g.. harelip
cleft-palate, ete., is to some extent in favour of the lesion
being congenital

lkven when due consideration has been given to all these
points, you will sometimes be in doubt. This is specially
apt to happen in the case of a child of about five vears of
ace whose heart is being examined for the first time and whose
past history is indefinite. Hemic and cardio-pulmonary
murmurs are also a fertile source of erron

Supposing that you have decided that the lesion is con
genital, the next point to determine, if you can, is its exact
nature \t this point it is well to remember that the fom
commonest congenital lesions in order of frequency are
these : patent ventricular septum, pulmonary stenosis (these
two often coexisting) patent ductus arteriosus. and aortic
stenosis.  The chief signs of these different lesions are briefly
as follows :

1. Patent Septum —A systolic bruit with its maximum
intensity about the level of the fourth left costal cartilage
close to the sternum : possibly cyanosis and clubbing

2. Pulmonary Stenosis.—A systolic bruit, often with a
thrill, having its maximum intensity in the pulmonary area
enlargement of the right ventricle ; usually cyanosis and
c¢lubbing

3. Patent Ductus.—A long murmur beginning with systole
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and running right through into diastole, best heard in the
pulmonary area : frequently a patch of dulne in the
econd left inter pace close to the sternum no ¢vano Ol
c¢lubbing

t. Aortic Stenosis \ systolic murmur accompanied by a

thrill. loudest at the base either to the right or left of the

ternum ; associated with hypertrophy of the left ventricle

but not ac |>I||,>.Il||1'|1 fn_\ ¢ Vanosis
It must also be remembered that several of the abowve

lesions mav coexist or be associated with rarer ones

Patent ductus, for instance, rarely occurs alone, and pul
monary stenosis and defective ventricular septum are often
present together Patent seplum ovale, though often diag
nosed. is reallyv, according to |m\l mortem evidence, a rare

lesion, and still more rarely recognizable, as it does not
appear to produce a murmun
I'his leads me to point out that considerable malformation

of the heart may exist without the presence of any murmur

at all, evanosi ind clubbing of the finger being the nl
,.!“..:‘w ions of anv abnormality
\\iwh 11! ud and done then ou wil ee that the
dhagene f the exact nature of the le O6 111 & case ol ¢«
genital heart dise e 18 often mainly a matter of gu I'l
wnd 1t is perhaps better not to bother much about it at all
but to content mrselve \\vii\rlv\1<|x|w‘.4 ( mmto two roup
th ( vith « L0 ind those without I'.wf p1 tical
purpos | m inclined to thinl hat th quite
tneient
Onie ther point in Wl m be ment d \
mu T uppose th | evar | bal uffer from
oel 1N W\t diseasd Iivery n wd th u il n
th ( ( il | th he first few wee of hie 1
which the child is not d 1 blacl Mes, espe
b the lips and in the hands and feet I'h particularl
wpt to happen after the bath or on exposure Id, and 1
mmonest m premature ntant It 1 [ thinl vaso-
motor disorder, analogous to Rayvnaud’s disease end
to pass off after a few month the ¢hild I el
ll':\,‘l,'tz‘v“lu' Ml the existence of a oncental lesion, th

der is the prognosis, and
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SOME DISORDERS OF THE HEART IN CHILDHOOD

ure to be asked : Can the condition '“"‘M""” ¢ Is it
eriou What are the child’s chances of life ?

\s regards the first of these questions—the possibility of
recovery from the lesion—yvou are justifiedin the vast majority
of cases in replying in the negative. Notwithstanding this
however, I have met one or two cases in which a congenital
systolic murmur, not accompanied by eyanosis, finally dis
appeared Presumably these were examples of a slight
defect of the septum, which gradually closed but you can
rarely count on this happening Your reply to the second
question will depend upon the degree of cyanosis present
roughly speaking, the more marked the cyanosis the more
serious the lesion.

\s recards the chance of life in congenital heart disease
vou may say that about half of all cases l_\(hllm\wl or not

die before the fifth year, and that, of the cyanosed cases

especially, few reach adult life '|||«f, die either of inter
current disease—especially pulmonary affections, which they
wd badly—of haemoptysis, or of more or less sudden
ften attended by convulsion Should they sw
vive. th re apt to be stunte | in development nd, in
pulmonary stenosis especially, pulmonary phthisi
‘ elop inadult Life Much, of course, will depend
P | mn [ care hicl be taken of the ¢hild
but « \ e n wourable circumstance urvival to
mide lif exceptional.  Some lesions, however, such as
it teno uid uncomplicated patent ductus, offer a
better nee than ther

(‘ongenital heart disease offers little scope for treatment.
I'he lesion in its nature incurable, and all vou can do 1s to
m fq ts effect 1 he patient hould therefore
| | Ler L e a po r%l( [|< verexertion I»‘m H‘l‘
[, bein ded You will judge of what it 1

¢ to the ¢hild te h s efl { 1 the « Lo
thi vhich increase the latter is harmful (old also
injurious in these cases, and all exposure to infection
hould be guarded against with the utmost care ['he diet
hould b yarranged as to lessen as far as pe ible the occur

rence of flatulence, which is apt to b present in these cases
heart

4

nd adds materially to the embarrassment of the

§
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Drugs are of little he ||A and the ordinary heart tonics, such
as digitalis, of none at all For the attacks of |u||,ul‘|ll<»!|
collapse, and cardiac distress which are apt to occur from
time to time, the occasional use of a I\||||i|,Hv|;g carminative

mixture—e.g.., ammonia and ether—is of service, and when

the richt heart become eriously overdistended. cautiou
blood lettineg b means of leeche mail he of temporary
utihiiy

FUNCTIONAL DISORDERS

(‘on !t[llwl'; the '|1_5v|\\ sensitive condition of the nervous

system in children, it is perhaps surprising that they are not
more subject to functional disorders of the heart of nervou
origim than experienc hows to be the case ]"lllln tional
palpitation, however, is not uncommon in children of school
age, and 1s usually due to tlatulent indigestion It rese mbles
in its characters the ndition as seen in the adult
and its treatment con ts in attention to the digestion and
the administration of bromides and carminatives

Arrhythmia, as | pointed out when speaking of the physic

logical peculiarities of the heart in childhood, occurs very
readily in early life, and i f no nificance It has the
haracters of sinus arrhythmia—i.c.. the variation is in
rate, but not in foree i often follow the |||m ( ol
respiratiol (h s meets not w\‘"?-"‘l-'v”‘\ with cases of
irregularity due to the occurrence of extra systoles, and
mthi ort of case attacks of ‘|>.1i|wlanrv.- well are prone to
wppear at interval IFlatule ( no doubt at the root of
hoth It i1s characteristic of thes ind, indeed, of all
functional arrhythmi t the heart tends to become
1 el ( 1 ndeed, 1t ofte hecomi ‘i""‘ regular

nd whenever vou find tl happen ou need have no
cal anxiet vbout the condition 'he treatment of h
torm ol 1rre Harit Lhe me a IIm%{;-»\;ru.w.q

(‘ases of extreme irregularity of the heart occasionally
turn up in which it | ery difficult to say whether one
dealin vitl functional or an organi condition |
remember, for instance little girl. six vears of age, being
brought to me for attacks of pallor and |..I|»:!,|I.uy! which
Were ud to « | found that she wa
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slichtly angemic. and had an extremely irregular heart,
but without anv sign of enlargement and showing no
murmaui I'reatment by bromides had little effect, but as
soon as she was put on digitalis, her heart became perfectly
regular

From the character of the irregularity in this case and
the promptitude with which it subsided under digitalis
I think there can be no doubt that one was dealing with a
case of auricular fibrillation ; but if so it seemed to be of
nervous origin, for there was no sign of any organic disease
in the heart, and no history of rheumatism nor ove rstrain,
nor of any l||!||-; which could have damaged the 1y O ardium
I believe, however, that the heart r\|n~ll\' are not yet (itlilr
ure whether auricular fibrillation is ever of purely functional
nature Be that as it mav, there can be no doubt that
vou will occasionally meet with cases of arrhythmia in
childhood in which there no sign of organic disedase, and
vhich vet respond in the most dramatic manner to the

vdministration of digitali

You will meet o istonally in practice with a Ly pe of
heart which will cause vou a ‘,,H"'| e i! of uncertainty and
inxiety both in diagn s and Prognosis | refer to case
in which a child suffers from symptoms which raise a

uspieion of cardiac disease but in which the il||‘-\\n !
1TSS are 14Ql|\\~w,\! ‘||u ¢ We nmay "imll\"' for convenience
\ SUS Pe ted heart wnd this is the sort of case | mean
\V]ll!l,“' chool L for these cases are not met with in
nfancy) complains of undue fatigue on exertion, perhap
vith sligcht breathlessness, and possibly also of some dis
comfort or actual pain thout the ]»l»vv'rtw It 18 noticed
that he look pale or ‘gray it time wind  oceasionally
may actually seem to be going to faint At the same time
he is languid, depressed, uninterested in work or play, and
his we |;]M tends to o down

In the course of the routine physical examination of such
v patient it is found that the apex-beat is a little further

out than it should be, and the first sound in the mitral area
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is unusually short, and may show some degree of impurity
or even the presence of a short systolic murmur ; whilst
the |ill|l|l"l\.ll\ second sound tends to be accentuated The
pulse also may be rather rapid, and is abnormally responsive
to effort or to change of position I'he artery wall also may
be more easily 'rlllr:l»|4 than it should be at this age

Now, what does this mean Is there, as the parents will
ask, any disease of the heart, and is it serious

[t is reallv rather difficult to be sure of the exact state
of things in such a case as 1 have described, but 1 think the
probability is that one is dealing with some loss of tone in
the heart-wall which has resulted in slight dilatation of
the left ventricle Some children appear to have by nature
a heart which is deficient in tonicity, and if any strain b
thrown upon it—either in consequence of the demand
made upon the organ during 1 wpid groy th. or as the result
of overexertion in games—it vields. Or, on the other

hand. the tonicity mav have been normal to start with. but

it b mes impaired the result of poisoning of the myo
cardium | the toxin f certain ute specif fever
1 Hue nd pnet ] ppear f | the commonest
or the heart 1 e naced by | h fever h the result
eith t light dilatation takes place
SUcel I courst wre not n L1 real sense erou
n that there i nHo immmediate danver life Lnad with care
the heart n recover « ‘”‘i"""“ ’H.? n the other hand
f the health and activit of the c¢hild ma 3T onsiderably
| rfered th tor me tine ind the heart mav even be
g ft perman | 1 e of paire efhicien !
|‘ 1thie | Mo Hlata 1 1 Ol ¢ provo Ltion
! I"he 1. therefore wse a cood deal of anxiet
} In tl | men f thes \ t 1s difficult to do
l_. enough without don too much (One wan 1O ive the
I‘ heart every chance of recovering itself without at the same
gl‘ time interfern more than is absolutely nece 1 vith
\'l’!k he child’s education ; and in the case of a boy at a publi
’:l{ chool, particularl he reconcilement of these confhetin
{; objects 18 often a difficult tasl In the most marked case
’.;“ vnd where the damage to the heart 1s of recent origin, ;HH
“, of bed i1s no doubt the best i’!"‘ but how long the patient
i
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must remain there you can only determine by experiment,

noting carefully the effect upon the heart and pulse of the
resumption of the vertical position and of any degree of
activity

In the milder and more chronic cases it will be sufficient
to restrict the amount of exertion undertaken to walking
on the level, and perhaps to the quieter forms of games, and
to insist upon the patient lying down for an hour or two
in the middle of each day, whilst in the slightest cases of all
the latter rule may safely be relaxed. It will readily be
understood, however, that even such slight restrictions
as these may make it impossible for a boy to remain at a

boarding school

\s regards the rest of the treatment I believe ample
hours of sleep are very important in such cases—a point
which is not :l|\\.lv\ s attended to at s hool |'I‘ll‘_"- are of

econdary importance, but tonics suc h as iron and stryvehnia
are useful, and, in the severer cases at least, digitalis may

(»1u| ervice

Complete recovery may be a slow proces requiring
month or even veal 1-7&1'4'&-1'!!' bout. but througl
out the whol ‘u:wﬁ of treatment vou must !\.‘]. before
vourself the object of throwing no undue strain upon the
‘|<.H| \\}lcl t avording O ftar a '.; \H' making t he |r.|ll'1;l
an invahid

PERICARDIAL EFFUSION

Acute rheumatic pericarditis is rarely attended by much
effusion, and the marked extension of the area of heart
dulne which so often goe alon with it is not due, as i
often supposed, to effusion, but to dilatation of the heart
itself. The real effusions into the pericardium in childhood
wre nearly alway ]Hll'lll(‘llt. ind the great majority are met
with in children of I than four vears—an age at which
as I have already told vou, acute rheumatism is almost

unknown The pneumococceu | the commonest n\«i!ilr*_‘

cause ot l’u ciiusion (lu] ‘hr [u'l-.”‘l\ | | 4] IIIH\ '-lr!\
an incident in a general [,|.,||||w.v....ll epticaemia which
has followed upon an attack of pneumonia ; and an empyema

o1 ’»mum...uu,.l |n|1ln|||(i\ commonly occurs along with
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the pericarditi Very rarely has one to deal with a primary
pyocardium in which there is no uppuration elsewhere

The following is an example of such a case

\ female child, eight months old, was admitted to hospital with
a history of having been taken acutely ill ten days previously with

vomiting and general distress She was a well-nourished baby, but
looked ill, with laboured and rapid respiration, a very rapid pulse
ind slight evanosis I'he temperature was normal.  On examina
tion, the area of superficial heart dulness was found to extend up
as high as the second left costal cartilage, and outwards bevond the
mammary line Resistance on percussion ovey the heart was markedly
inereased I'he sounds were very feebly heard, and there was no
friction sound I'he lungs were clear On examination of the

tbdomen, the left lobe of the liver was found to be pushed down
to a considerable extent

\ diagnosis ol ;u)'mllll\w[ effusion was made, and a needle, in
erted just outside the apex-beat, drew off pus Under an ana
thetie the pericardinm was incised close to the left edge of the
ternum, and 12 ouneces of pus evacuated, which contained numerous

Giram-positive lanceolate '1y|‘|wuvw

Ihe patient was greatly relieved at first, and the wound d
charged frec but on the fourth day the temperature e, and the
child suddenly collapsed without apparent reason \t the autopsy
ome masses of purulent Ilvinph were found in the pericardin but
ol thi il re | tl

I'he case have just quoted llustrates veryv well the ¢hiel

by which | Il recognize the existence of pericardial

eltusion Vi extension of the I'¢ of heart dulne 1
evel direction, but especiall upward with nereased
I LNCe 0N percussion cebl r absent heart 1 vndd
displacement d iwwards of the left lobe of the liver I
there b 18 there unfortunately often | ome consolida
tion of the left lung or a left-sided empyvema, the diagnosi

much more difficult viidd ma ndeed. be almost e
hile I uch a case the use of the \ 1 mil |"'|.|r
Kx ept for purposes of progn however, the establish
ment of the diagno 1s of doubtful advantage to vou
p tient ex ||" | th ( V] Iar ( uch 1! ¢
e hed. where the pvo peri irdium the le lesion, and
vhere, if the diagnosis be made in time, there i1s at least a
chance of Wvin the ¢hild b l‘wl'\'w‘ \u those un
fortunate far more numerous instance 1 hich there
wre tocr ol uppur ition elsewhere wndd in which there ha

been a general ]"H'U|;wwn44‘l‘ infection, or in which there
o empyvema or extensive pneumonia ou will rarely

be able to do mucl '.!H||"l,. patient

I




LECTURE XX\

THE BLOOD DISORDERS OF EARLY LIFE

(GGENTLEMEN I need not emphasize the importance of
healthy blood to a young child. The blood is the medium
by which all the processes of nutrition are carried on, and
if it is deficient in any respect growth and development
must inevitably suffer For it is not a matter of indiffer
ence whether, during the early vears of existence, when the
tissues are as wax. to be moulded in one direction or another,

the cells are bathed in rich blood or in a poor and watery

ubstitute for it lll!w‘l,';lw‘-!' the \\)H*t" ot |Ill the ]nui\
mav exhibit a bias towards health and strength or toward
delicad vl Yulﬂlr'm weeording a the blood was H"YILICI
or not throughout these impre ionable vear You will
readily understand, therefore, how important it that vou

hould become acquainted with the chief causes of anamia
in infan n order that yvou may be in a position to do all

that vou can towards warding them off

'HE BLOOD IN INFANCY AND I'TS
PECULIARITIES

ORMATION O

| Necessary that

Before Inlwun«lll!\“ further. however, it

hould be made veq winted with the peculiaritic ol

the blood in early life and its mode of formation

I'he infant embarks upon his extra-uterine career po
essed of a number of red cells considerably in excess of that
of the adult, the total being about 53 millions per cubi
millimetre I'he amount of hgemoglobin is proportionately
high, being about 110 per cent. The meaning of this surplu

of red cells and hemoglobin I cannot discuss with you now
301
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but T would only point out that it is very short-lived, and
by the end of the second week the adult figure of 5,000,000
red cells is reached, and persists throughout life. The
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Diagram 10.—Proror11iON OF HEMOGLOBIN AND RED CORPUSCLES
THROUGHOUT INFANCY.

hemoglobin falls even more markedly, and the fall continues

after that of the red cells has ceased. till by the sixth month

the normal percentage for infan 70 per cent.) is reached
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Diacgram 11 ABSOLUTE NUMBER OF LEUCOCYTES PER CUBI
MILLIMETRE AT DIFFERENT AGES. A, PoLYNUCLEARS; B,
LYMPHOCYTES

This low figure per ists till the second year, when a g radual
rise makes its appearance, and continues till about the age
of puberty

The rapid reduction in the red cells and hemoglobin in

the early weeks of life has this special clinical interest, that
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DISORDERS OF EARLY LIFE

BLOOD

it is probably the cause of that familiar phenomenon, icterus
neonatorum, the products of destruction of the red corpuscles
rendering the bile so viscid that it stagnates in the liver, and
is reabsorbed, with consequent jaundice

In infancy, as in the adult, the red cells are formed ex
clusively in the red bone-marrow. The extent of the red
marrow is very different, however, in the two cases. In the
young child the marrow is red throughout the whole length
of the long bones, and it is only as the growth of the bones
becomes completed that it retreats to their extremities
which are the only parts of the long bone in which such

marrow is found in the adult. One consequence of this
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DIAGRAM 12 DIFFERENTIAL PERCENTAGE COUNTS THROUGHOUT
Lk} AFTER UARSTANJEN

must be that the child has no great reserve capacity to form
red cells as the adult has, for there is no vellow marrow for
!|1y‘mw| LO encroa ‘l II|H'II \\lll nagreateln lll'!lull.ll [Or « v‘l‘ Hr'e l|
corpuscles arise Some of the results of this we shall see
later The white cells in the child re emble closely in thei
histological characters the corresponding cells of adult life
but differ markedly in their relative and absolute number
The total number of white cells in the blood at birth i
about 15,000 per cubic millimetre ; by the end of the first
vear it has sunk to about 14.000, by the second vear to
12.000. and by the third to 10,000, after which the decline
goes on steadily till the usual adult ficure of 7,500 is reached

Now, what 1 wish to wlll]»li;|~~i/l- is that, with the exce ption
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of a transient polynuclear leucocytosis which sets in just
atter lrlllfl 151»- excess of \\}llln' ( 1'||\ l|‘lml,"|nl|l i!lhlu \ i\
due to a large absolute number of lymphocytes. You will
remember that these cells are derived from the adenoid tissud
scattered throughout the body, such as the thymus, lymph
glands, Peyer’s patches, and Malpighian corpuscles of the

spleen, and their excess in the blood indicates a high degres

e

}’f’ g
"i . .
| 1 ’ ]
§ D1 ¢ ] HI {
bt
f tivit f the adenoid tissue throughout the llvlvu]
|
J‘l ol intancy What the me |‘;‘H;"w’¥‘m wtivity of the adenoid i
! ..! tissue 1s 1t 18 difficult to be guite sure but 1t ||!‘\il1|\‘);
§5 0 |
81 ocitated in some way with growth and nutrition : and
! .2
1!! inything which interferes with the nutrition of the child
‘y‘:: ecems to lead to a still greater degree of activity of this tissud
’ ?t' wnd consequently to an even more pronounced lympho
1 cvtosis in the blood
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o sum up, then, the leading characteristics of the blood
in infancy are its poverty in hamoglobin and the large
number of lymphoeytes which it contains, and these two
fTacts must |l\_|_‘,— be taken into consideration when you are
trying to interpret the meaning of any * blood picture * in

anemic conditions of ehildhood

VARIETIES OF AN.EMIA.

\fter these preliminary remarks I may pass on to consider
the clinical varieties of anemia met with in children, At
the outset we are met with the difficulty of classification.
[t is very probable—indeed, almost certain—that anemia
is always symptomatic—i.e., is the result of some cause
which produces increased destruction of blood or interferes
with its formation—but we do not yet know what these
causes are in every case, and so, for convenience of desc |i|»

tion, | propose t y deal with the blood disorders of (‘.Ill_‘. life

v]rl‘i.z '!.. | ‘[[ wingy ln.u! 'l](“'ll;’1||il‘|| .\Ir!lHIHI.llHI(‘ of
the b 2) primary angemia e.g., pernicious anamia
ind chlorosi 3) secondary anemias ; (4) anemia asso

ted w enl ed spleer 5) leukaemia (6) atfections of
the adenoid tissue

1. CONGENITAL ABNORMALITIES OF THE BrLooD

[very now and then vou will meet with children who are
aid to have been pale since birth, and on examination you

discover nothing but a more or less marked general an@emia,

[ think you will find that in a considerable proportion of
these cases the child is a twin, and 1 wish to lay some stre

upon the tendency of twins to suffer from an@mia. 1t would
eem as if the mother was sometimes unable to supply enough
ron to provide for the proper formation of blood in both
twin and one or other has tOgo hort with 1||t'n‘l‘l|’t'(|llt'lh ¢
that angemia result The administration of iron by the
mouth may speedily improve matters in such a case, but
ometimes it fails, and the condition may even prove fatal.
When that happens | am inclined to think that there may
wiually be a congenital defect of the marrow present, which
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renders it incapable of forming blood in sufficient amount
|‘:\.l«‘t|\ the l'|r,vw~~!!v state ol IIH:[‘)~ to thi s found 1n
congenital cyanosis such as occurs most conspicuously in
congenital heart lesions Some of vou mayv have seen a
lrl'l‘\ which was shown lately at our Medical So« 1ety and
which was the subject of congenital pulmonary stenosis with
extreme cyanosis. The red cells in that case numbered no
less than 8,000,000 per cubic millimetre, and the haemoglobin
amounted to 110 per cent. The reason for the excess of red

cells in these cases has not been satisfactorily explained,

though there are many hypotheses about it, but it may, per

'I.!l"\ be an ‘|Hq-l|||'t to meet the diffi lll'.\ of oxidation

Post-mortem examination in such cases shows that the
blood-forming organs are all in a state of extreme activity,
and that the feetal method of intracapillary red-cell forma-
tion persi ts 1O a “l;' extent

2. THE PRIMARY ANEMIAS

In adult the two chief forms of o-called primal

an@mia are chlorosis and pernicious ansemia. Of the latte

I would only say that it is for some reason or other ex
tremely rare in childhood, and is practically never met with
at all during infancy That is a fact to bear in mind in
diagnosi Chlorotic angemias, on the other hand, are not
uncommonly seen in early life 'he best examples of them

I have seen have been in rickety children who have been
fed on a diet containing an insufficient quantity of protein
and iron, both of which are so « ential for ]n‘lllil_\ blood

formation, or in older c¢hildren who have not been ».umnln(i

with a sufficient amount of animal food. Here is an
example : A girl of three years had been fed on the breast
till she was eighteen months old ince then she had been
rickety. She had a chlorotic complexion, a palpable spleen
and loud hwemic murmurs The red cells numbered

5,000,000, the white 13.000, whilst the haemoglobin was only
3! per cent Under full diet and iron in large doses the
h@emoglobin rose in six weeks to 62 per cent., which is little
short of the normal at this time of life

That too prolonged nursing leads almost inevitably to
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anemia | have no doubt at all, and the explanation of the
fact is probably to be found in the poverty of iron in human
milk. You must never forget that the infant does not
depend by any means entirely upon the iron in his diet
for the supply of that metal necessary to the formation of
blood. A considerable proportion of it is derived from the
storehouse of iron in the liver with which every child enters
the world. About the end of the naturai period of nursing,
however, this store gets exhausted, and if the diet is then
poor in salts of iron angemia resuits

3. THE SECONDARY AN/EMIAS.

[ have already said that it is probable that some day we
shall regard all an@mias as being really secondary in origin ;
meanwhile, however, it is well to reserve that term fo
those cases in which poverty of blood comes on as a direct
consequence of some illness or debilitating condition Now,
it would appear that the blood of the infant is peculiarly
“vulnerable "—that is to say, it undergoes destruction more
readily than that of the adult, and so you will not be su
prised to hear that secondary angmia is a very common
occurrence in early life. The production of secondary
an@mia at this period is, no doubt, aided by the small
reserve power of blood-formation which the infant possesses,
owing to the complete filling of the bone inarrow by red
cell-for llliHj_' tissue even under normal conditions. To this,
however, I have already referred.

It is hardly necessary to point out that the possible
causes of secondary ansemia in childhood are exceedingly
numerous ; any condition adverse to the general health
of the child might, indeed, be fairly brought within the
limits of such a category. For practical purposes, however,
I would ask you to bear in mind that the most potent causes
of secondary anamia in childhood are these : (1) Chronic
gastro-intestinal disturbance : (2) the toxins of acute infective
diseases ; (3) ‘cachexias’ of various sorts, notably con
genital syphilis and tuberculosis.

That ansemia is apt to result from chronic catarrh of the
stomach and bowels is well known. There are probably
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several causes at work in its production in such a
case. Diarrhea leads to deficient ab orption and an In
adequate supply of the materials from which the blood i
built up. In addition to this it is probable that toxi
substances are absorbed from tlie alimentary canal in
such a case, !..;\.;I.I.\ the |vll'<lt|~l\~ of the growth of an
abnormal intestinal flora, which directly lead to blood
destruction,

Of the infective fevers as causes of anwemia two stand out
with great prominence ; one is diphtheria, the other acute
rheumatism. The latter, indeed, leads to such rapid
destruction of blood that one would almost be justified in

speaking of a ‘ rheumatic anwemia.” 1t is especially, I think,
when rheumatism lays hold of the heart that severe anemia
]S ‘ll’l Lo l1|n'r\1||<‘ '\\|1|-|w COIng 1 und ll‘i' \\.il'll\ 1ol
instance. one is often struck lr‘\ the sudden llluv\"lwliuh
of marked pallor in a child with acut rheumatism., who
has hitherto been going on well, and on examining the heart
in such a case one will often find that endocarditi 01
pericarditis has made i ppearance. The moral of thi
is that you should always remember to put your rheu
matic cases throuegh a thorough course of iron during then

.uy\\,;]. SCEeNCe
Of the cachectic conditions which tend to lead to secondary

anaemnia l \‘~"\l|<i |H- I‘IH\ mention H‘I\"Hliy\l _\,»}Iiii iH
which blood destruction may attain a high degree Mercury
in such a case may actually produce the effects of a haema
1 Tuberculosis, too, is a Ilvllold de troyer ol the blood

especially, 1 think, when it affects the alimentary canal

and 1 have often seen cases of severe and une \N.»Ilnxi

anemia in which extensive tuberculous ulceration of the
bowel was found at the necropsy

No matter how a nl--wj,l!.\ angemia i |uewimui the
changes in the blood are the same, and depend more upon
the potency of the destructive influence than upon its
nature I'he hemoglobin alway eems to suffer first, and
o in the mildest degrees one finds merely a chlorotic type
of blood In the severer forms the red cells are also reduced

in number, and may show some inequality of size and

irregularity in shape (poikilocytosis), whilst in the most
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severe degrees of all, and espe ially if the general nutrition
uffers, an increased number of lymphocytes appears in

the blood-stream (lymphoceytosis)

t. ANJEMIAS ASSOCIATED WITH [KNLARGEMENT OF THE
SPLEEN

From time to time cases will be brought to you of
which the following may serve as a fairly typical
('\:!lll'lil'i

The child is somewhere between one and two years old.
At the first glance you are struck by the creamy tint of the
skin and the pallor of the mucous membranes. Proceeding
to your physical examination, you make out the signs of
more or less pronounced rickets, and on passing your hand
over the head you will probably be struck by the presence
of frontal and parietal bosses (the so-called hot-cross bun
head). On proceeding to palpate the abdomen you come
at once upon an enlarged ~|»E-< n, which may exte nd down
to or even gsomewhat bevond the umbilicu The liver
also you find to be notably enlarged, and the uperficial
I\ lH'b!I nodes may be |H|!u.1|»|«‘ ee |“!t'|v!|—|ﬁu't )

On auscultation of the heart vou detect haemic murmurs,
and there may e lll‘lll‘ be some moist sounds at the bases
of the lung When vou come to examine the blood you
find that it exhibits great ; wrty in haemoglobin, along
with a more or less pronourcea diminution in the number of
red cells. The white cells, on the other hand, are increased,
often very HLIII\HHF\ so, the increase affecting "'i"”.\ the
lymphocytes. Stained films show that the red cells are
unequal in size, and more or less irregular in shape, and
that a considerable number of them are nucleated, whilst
on examining the white cells more minutely you are struck
by the fact that ‘large lymphocytes ’ are numerous, and
that you can often see a considerable number of typical
ln‘\t'l"t"\H\

Such cases as this you will find described in the text-
books by different names. Some people \lu-;x]\ of them as
cases of ‘splenic anseemia of infancy,” others as ¢ pseudo-
leukeemia infantum of Von Jaksch. I propose to adopt
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the

former term, for the word °pseudo-leukemia ’ is one
fraught with much possibility of confusion, but I would

only remind vou that yvou must not SUPPOSE that they have

anything at all to do with the so-called splenic ansmia
which vou are familiar with in the case of adults. On the
contrary, the two diseases are totally distinet There has

been much discussion as to the true nature of this disease,
but there would be no use in my attempting to enumerate
the different theories which have been held in regard to it
You need only know that there are at present two chief
wavs of looking at it According to one school it is Hn'lrl_\

a secondary angemia. whilst according to the other it is a

special form of angemia peculiar to infancy—a disease, in
hort, sui generis \s to the primary disease to which
plenic anwmia | upposed to be secondary there is no
universal agreement Some have ttributed it to ricket
others to congenital phili 'hat the former condition
almost mvariabl present Ul observer wre agreed but
recard t a the cau Ol |;‘|yw anaemia 1 ¢ totally
different affan \ll the evidence, indeed, points rather in
the direction of both the rickets and the an@emia being the
result of some comm .n cause. The view that congenital
’,1‘| 1 the causal f tor 1= at once (!\\Iyr ed of by I‘\l’
fact that in fully half the cases no evidence of such disease
can be tound The opinion that the ’>l~l|\v imemia of
infancy 1s a disease sui generis has much to commend it
but hitherto no real light has been thrown upon its etio
| VO al factor Some have attributed it to the “!l\'”lVI""I

of a toxin of intestinal origin which exercises a destructive
cltect upon t he II]‘H"! but agaist :in\» 1s the fact that in
n“l"" v large number of the case there 1s no evidence of
any gastro-intestinal disorder. There, 1 fear, I must leave
the matter, only saying that my own view is that although
this disease is almost undoubtedly secondary in the sense

of being the result of the action of some destructive in

fluence on the '»lwm| vet we are still (|l||1<' 1 the dark
as to what this destructive influence may be It is
|x|‘r'mi»1\ however a ~}Htili| agent of some rt and

in so far the disease may fairlv be regarded as one sui

qeners









311

BLOOD DISORDERS OF EARLY LIFI

You will have no difficulty in the diagnosis of this form
of anemia Your troubles will arise when vou come to
the ||‘,-\1ivllx of |bl~:HH~i~~ Here T should advise vou to b
;‘Hu]aw] l».\ the character of the blood The greater the
degree of leucocytosis and, in particular, the larger the
number of myelocytes present, the more grave must the
case be regarded. Remember, however, that guite a num
ber recover, though the duration is always one of months,
and many exhibit for years a large spleen, which is left
behind, high and dry, as it were, after the an@mia has quite
disappeared. What vou have most to dread is the super
vention of intercurrent disease, particularly of broncho
pneumonia, by which, indeed, the fatal result, if it ensues,
is usually brought <bout. 1In older children—usually about
or some time after the second dentition—you will some
times meet with great enlargement of the spleen, with o
vithout some degree of anaemia A few of these cases may
be examples of splenic angemia of the adult type, but a
oreater number are the result of congenital syphilis, and

m should therefore always make a point of inquiring

arefully to the history of such cases, and of looking for

other signs of inherited specific diseas Hodgkin’s disease

so be attended by great splenic enlargement, but

he coexistence of glandular swellings should keep you
richt

Of other causes of splenic enlargement in childhood, such

as Bovaird’s ‘spleno-megalie primitive,” lymphosarcoma of

the spleen, primary splenic tuberculosis, and the enlarge
ments associated with waxy disease and ulcerative endo
carditis, I do not propose to ~||<‘||\ for I|H'_\ either ln‘]wIl;
to the extreme rarities of medicine, or are dealt with in the

ordinary medical text-books

5. LeukEmMiA 1IN ('"HILDHOOD

There are, as you know, two chief forms of leukaemia
(1) the myeloid, in which cells of the bone-marrow type enter
the blood-stream ; (2) the lymphatic, in which the blood get
flooded with an excess of lymphocytes. Now, the former
of these is, like pernicious anemia, almost unknown in early
childhood in the form in which it is usually met with in the
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lul \ | hould b I d k1 bu I 1 =eal I\
through the literature of the "I’i"‘ vou will scarcelv find

) hronic myeloid leukeemia in child
hcod on record It will be well to bear this simple fact in
mind if ever vou feel inclined to make a d is of mveloid
leukaemia in a child

Lymphatic leukeemia. on the other hand. is by no mean
very uncommon in quite early life, though it is probable
that it is still often overlooked. Cases will present them
selves to you in three chief form

1) Those which exhibit profound anmmia with general
glandular enlargement and a hemorrhagic tendency in the

later stages

(2) Those in which the tendency to l\.l‘ll\l*l"h"," IS €X
hibited from the outset o that the case resembles one of
IH?l‘x‘i\l !Hll},hl.«

3) Pseude corbutic case in which lesion in the buccal
cavity pongy gums, ulcerative stomatitis, et are th
most striking feature

I'he Nn‘--u} enlarged in most, but by no means in all. of
these case nd it rarely attains the ze that 1t does In
~':?1vn Lnaemia '”" oland ' are not mmvari |»‘.u on
larged, and are often little more than « il |,.|!>‘||»!. The
mistake vou are most likely to -make is in regarding such

CAasSes as exan I‘i' of purpura on the one hand. or of scurvy

on the other [ remember going round the wards here on
one occasion and I‘r!l“(“j a 4"!!115 recently admitted \\ihv
va uffering from profuse bleeding from the ums and
feetid ulceration of the buccal cavity generally By the
e :«!» tood a lu”lr o1 lime V",u"\. wndd | Vva !m,lf that
the child was suffering from scurvy. On examining a blood
film. however. there was found to be an enormous increase
of the | Hl[»]lw'.!n which at once made it clear that the
case was one of lymphatic leukaemia I ny doubtful
( e, then, examine the blood at once. and y 1 will avoid

errol There is only one thing T would warn vou of, and

¥ Acute myveloid leukemia is probably commoner in childhood
than has hitherto been supposed, but elinically it is identical in it
Vinptoms and course with ac \Iw;\mph,xl\w leukemia, and ean only
be distingnished by a careful examination of stained filmms, which

show the characteristic myeloblasts in large numbers
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that is that you must not expect to find that there is in
variably anabsoluteincrease inthenumber of white cor |nl\t-|4 S
in these cases. What you will always find, however, is that
the lymphocytes are relatively greatly in excess usually
numbering upwards of 90 per cent. of the total white cells
present.

(losely allied to lymphatic leuk@mia is the disease termed
chloroma. This is a rare condition, of which you maj
never meet with an example, although it does occasionally
occur, even in quite little children. It has the same blood-
picture as lymphatic leukaemia, but differs from it in that
local tumours develop, often in the periosteum of the bones
of the skuil and about the orbit, so that the eyes may bulge
out. These tumours have onsection a peculiar green colour,
the exact cause of which is still disputed, and from which
the disease derives its name. If youremember the existence
of the disease and take care to examine the blood, you are not
likely to miss it if ever a case should chance to come under
vour observation. Ordinary secondary sarcomatous deps sits
may produce similar tumours about the head and orbits
and I have also kn~wn hemorrhage into the orbit from
curvy simulate it pretty closely, but neither of these
exhibit the great degree of lymphocytosis which is character

istic of chloroma

6. AFFECTIONS OF ADENOID TISSUE

'he great extent and activity of the adenoid tissue in
early childhood seem to render it peculiarly liable to become
the seat of }):ll||ll|~“_‘il'.l| processes. Of the It‘t':!l l"'”(“'litllh
of this tissue the thymus is by far the most important. 1
cannot deal fully with the diseases of the thymus, nor are
they, indeed, of much clinical interest, but I wish to speak
briefly of its hypertrophy We have, unfortunately, no
very accurate criterion of what the normal weight of the
thymus should be. All we know is that it attains its
maximum weight relative to that of the body as a whole at
birth, after which it slowly declines till about the second
or third year, when it begins to atrophy with increasing
rapidity [f, however, vou take the trouble to weigh the

thymus in many infants of the same age you will find that
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i ]

§ It varies very greatly, and without, apparently, any ped 1al
reason Such, at all events, has been our experience here
and the same thing has been found by all those who have

, given attention to the subject. Notwithstanding this

| normal variability, you will meet every now and then with
cases in which the thymus is obviously hypertrophied
and sometimes very markedly so I cannot promise that

': vou will be able to lww;'!li/t‘ uch cases |‘=H|‘I<'.|”‘\, for the

only sign they exhibit is an increased dulness behind the

manubrium of the sternum, and that may be produced by

i other causes, such as enlarged bronchial glands More

' commonly such cases are only recognized on the post
mortem table, and you will find that almost invariably they
have been cases in which death has occurred suddenly and
without apparent cause, and often in otherwise very heaithy

looking infants I'o such cases the term status thymicus

! or status lymphaticus is applied, or they are spoken of a

i imstances of ‘thyvmie ’ death. Great mvstery attaches to

A the cause of the fatal result in these children. and man
theories have l»m:-;nm;mu'u!' | to account for 1t A\« rding

et of writers the enlarged thymus acts mechanically

! by direct pressure upon the trachea or upon the nerves in
{1} | | ‘

t he .1\1 1 Othen ;:‘-[nl that the hy |N'VHHIJ‘>" ol the l}:‘\lltll

1 LI( ‘\ Case | merely a ;“Il of a gend |.|‘y n\(‘!'jhv\\'|l Ol

! [\H||>|w‘!>; LISS¢ which 1s acce E||’v.|hn|| "‘\ a ||\|x i’i!‘i*i‘l Ol

I: the large v el which re 1k in a fllul‘lz feeblen )

i resistance, so that death may ensue upon quite trivial provo

i vtion Which view right I am quite unable to tell you |
but vou should bear the condition in mind, for it is som¢

i t1me f medico-legal Importance Nome cases of suppo ed

‘l.' “overlyin for instance, mav really be due to this cause

Of diseases specially affecting the glands in early life |

ould mention infective processes uch as tuberculosis
i Hodgkin’s disease (which is probably also a chronic in
it fection ind malignant processes such as lymphosarcoma
i Of these 1 do not need to speak in detail, for they are dealt
J: vith 1n every text-book of medicine. This only 1T would
1 ay : that the distinction between Hodgkin’s disease and
1 chronic multiple glandular tuberculosis is, elinically speaking,

a matter of the greatest difficulty, and often, I believe, an
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impossibility Nor is the distinetion one of much practical
importance, for the course and result of the two processes
1s identical The blood is the H|||_\ n'l«l:llw'\li( criterion of
any value. A polynuclear leucocytosis is, in the absence
of any intercurrent pyrexial disease, in favour of a diagnosis
of tuberculosis, whereas a relative increase in the lym
phocytes speaks rather for Hodgkin. But this distincetion

is not invariably applicable

TREATMENT OF THE AN.EMIAS OF INFANCY,

I have left to the last the consideration of the treatment
of the anmmias of infancy because the same principles
are more or less applicable in all varieties. The first thing
to be done is to ascertain the cause if you can, and, having
done so, to remove it If. for instance. the anemia be
dependent upon a syphilitic cachexia, you must dminister
mercury if it be due to chronic gastro-intestinal dis
turbance, that must be remedied by appropriate feeding
and medicing In all cases a due supply of fresh air, and
particularly of sunlight, is a great aid in restoring the blood
to a proper condition. You will often require to increase
the amount of iron-containing constituents in the diet.
Yolk of egg is one of the best foods for this purpose, for
not whlj. doe It contain organic «um]mmu]\ of 1ron but
the lecithin which is so abundantly present in it is also a
constituent of the red blood corpuscles. Oat flour and
raw-meat juice are also important iron-containing foods
These measures are of greater value in treatment than are
drugs, but the latter can, of course, give vou great help
The milder preparations of iron—of which there are so
many available now-—are the most suitable for children,
and cod-liver oil may require to be given at the same time
[ have found the combination of these in the form of the
preparation known as ‘ Ferroleum * very useful. I cannot
recommend arsenic very strongly in the ordinary angemias
of childhood I||H||’_‘|I it seems to be the only 'll‘«lml‘.lllnll
we possess which has any influence over Hodgkin’s disease
Che ordinary form of leukamia in childhood (the lymphatic)
does not appear to be affected by it For the splenic
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anemia of infancy there is no specific treatment—it must

be managed on the lines already laid down, special attention
being paid to proper feeding. 1 have tried various prepara-
tions of bone-marrow in it, but the results have not been
very satisfactory. I should add that in some of the more
intractable forms of anemia in childhood yvou will get no
benefit from iron until you combine it with an aperient,

just as is the case in some of the an@emias of adults.

THE PURPURAS.

I wish, before concluding this lecture, to say a few words
about purpura, which is commoner in children than in
grown-up people It is not, however, a disease of quite
voung children, the majority of cases occurring in the second
ten years of life

lhe essential lesion of purpura is haemorrhage into the

kin, and vou will recognize [zm]wuﬂ spot bv the fact
that they do not fade on pressure. You will be apt to mis
take them for flea-bites, but there is usually a darker central
pot in a bite which will enable you to recognize it Some

t1me however, when the bites are fading, the distincetion

1s by no means easy

Several varieties of purpura are described, and you
must distinguish, in the first place, between secondary
purpura on the one hand and primary purpura on the
.|I|||-I'

In secondary purpura the hemorrhagic eruption Ir's
in the course of some other disease, such as one of the acute
})wi[i‘ fever or in anv cachectic condition It is only
of prognostic value, and indicates a severe toxamia or
advanced debility, which often precedes a fatal termina
tion of the illness

Several varieties of primary purpura are described, but
they are probably simply different manifestations of one
pathological state, although what that underlying state is
we do not in the least know, and I do not propose to take
up any time with a discussion of the various views which
are held about it For convenience, we may divide the

clinical forms of primary purpura into the following groups :
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1. Purpura simplex, in which heemorrhage takes place into
the skin only. The photograph (Fig. 68) shows the distribu
tion of the eruption in a typical case.

2. Purpura hemorrhagica, which is a more severe form of
simple purpura, heemorrhage taking place from the mucous
membranes as well as into the skin.

3. Purpura rheumatica, also known as peliosis rheumatica
but better called ‘arthritic * purpura, in which joint pains
occur as well as hemorrhages. It has |r|n|);||»|_\ nothing
whatever to do with rheumatism,

t. Purpura abdominalis, or Henoch’s purpura, in which
attacks of abdominal pain, sometimes attended by vomiting
and diarrheea, are a prominent symptom. The colicky
pain is probably caused by exudation taking place into the
wall of the bowel, and it is of importance, because it may
evere as to l«-.l(l 1o a tlill‘_fluw}\ ol acute ;llnlulllilul|

such as intussusception I have known at least
one case in which laparotomy was performed on account
of it. The moral is that you should always examine the

skin very carefully for purpuric spots when you are called

to a child who has been attacked ig\ udden and violent
<th

In the diagnosis of purpura you must first make sure
that vou are dealing with a real purpuric eruption [ have
ready stated that the characteristi point here is that the
eruption does not fade on pressure. Use a microscope slide
or a glass lens to make sure. All erythematous eruptions
fade on pressure. 1 have already told you how to distin
cguish bites

\ssuming that you are satisfied that the eruption i
purpuric, the next thing you have to settle is whether you
are dealing with the disease purpura, or merely with a pu
puric eruption as a symptom. The other diseases which
yvou are most likely to mistake for purpura are acute leu
keemia, scurvy, and hemophilia You will distinguish the
first of thesc il(\ examining the blood the second |'.\ in
quiring into the diet, and, if necessary by the therapeutic
test of giving antiscorbutics ; the third by the family
'nl\'wl_\.
The prognosis of purpura is good, but you must be pre
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pared for relapses, which are the rule rather than the ex

ception Some children, indeed, continue to have attacks
every few months until after the age of puberty, when they
usually cease \lways look out for nephritis in the course
of purpura, especially in the abdominal type. It may

materially affect the chances of recove ry
Treatment is not very satisfactory, seeing that we know

lwl||il|1_' of the cause of the dise: The one essential 1s

rest in bed I you attend to that, it does not matter much
what else you do or leave undone. 1 have tried most of the
remedies recommended to lessen the hemorrhagic tendency,
but cannot say that I have had much success with any of
them. Salts of calcium [ have found no benefit from.
although perhaps you ought always to try the lactate, but

in some cases oil of turpentine has certainly appeared to do

cood. Arsenic is recommended by many Aromatic sul
phuric acid is worth tryving if there be hemorrhages from the
mucous membrane |.’»| taxis and bleeding from the gums

you will treat on general pring iples by the use of adrenalin
ind other sty pti

In severe cases of purpura hemorrhagica anti treptococei

rum has been trongly recommended, 10 ¢« ‘n'lll;‘ olven
by the rectum, and repeated as 1s found necessary ; but you
are not likely to need to have recourse to it often

Seeing that an attack of purpura leaves the child angemie,

1ron !\w‘](n] frw oiven ‘IH!H.; cony y!v ~cence




LECTURE XXVI

SOME COMMON AFFECTIONS OF THE GENITO-
URINARY SYSTEM IN CHILDHOOD

(GENTLEMEN,—In the present lecture 1 propose to deal with
some of the commoner affections of the genito-urinary system
in children, but shall not refer to such features of these affec
tions as are common both to children and adults

[t is usual when deseribing diseases of the urinary system
in childhood to begin by pointing out some respects in whic h
the urine in childhood differs from that of adult life. Such
differences may be summed up for clinical purposes in the
tatement that the child’s urine is paler, of lower gravity,
and relatively less acid than that of the grown-up person. It
would be of some importance however, to be able to tell
you the amount of urine secreted daily at different ages,
but I find that to be impossible, for if you refer to the figures
given by different authorities on the subject yvou will dis
cover such dis repancies as to make their estimates of little
value for clinical purposes. Perhaps the estimate arrived
at by Dr. Still is as good as any other, and has the advantage
of being easily remembered—viz., that after the age of four
the age of the child in years multiplied by two and a half
gives the average amount of urine in ounces. Below the
age of four, however, the secretion is relatively greater than
this, because of the more fluid character of the diet

[ have occasionally had children sent to me because they

were supposed to be passing too little urine, but 1 have

always found on investigating such cases that the amount

secreted was not really less than the minimum average for

that ag: Every now and then, however, you will meet

with cases in which no urine is passed at all for some hours,

319
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and in which the bladder also remains empty These are
cases of true suppression, or anuria. The cause of this con
dition is quite obscure, but it need occasion you no alarm,
for it never lasts longer than twenty-four hours, and usually
a hot bath and a dose or two of .]nililli'- etheris nitrosi is
sufficient to restart the secretion. The nmuwilo- condition

polyuria—may also occur without apparent reason for
brief periods, but when continued should make you think of
diabetes mellitus or insipidus.

Not unfrequently children pass uric acid gravel. 1 have
told you in a previous lecture that the pain caused by this
may closely simulate that of intestinal colic, but that the
condition can usually be recognized by the detection of
grains of uric acid sand on the napkins. The indication in
these cases is usually to reduce the amount of food, and
always to administer citrate of potash liberally.

At other times a condition is met with which one can only
describe as < uric acid storms These mayv occur in infancy,

but ar li‘]'l.\l% commoner in children about three to four

years old. They often take place at very regular interval

exhibiting a decided periodicity The occeurrence of the
torm heralded by a day or two during which the child

is pale, languid, and _,AIv-!.IH‘\ out ot sorts. There may

also be an ethereal odour in the breath, and the stools

may be pal These symptoms are followed by an attack
of violent screaming, and some hours later gravel is passed,
or it may be noticed as a deposit in the urine without there
having been any signs of pain

Thi |:.|Ii|<-|~‘;\ of these cases is obscure, but I stronglh
uspect that they are in some way due to a functional dis
order of the liver, and are cl »i."\ allied to other peri i
ffections, such as migraine, ‘ food fever,” cyclical vomiting,
and so-called ® bilious attacks.” Like these disorders, too,
they are most successfully treated by cutting down the
carbohydrates in the food-—not by reduncing the proteins,
e.g. meat. as is often done and ‘i_\ the Iw_'lll.ll use of W1
“hepatic * aperient, such as rhubarb and gray powder. In
addition, of course, citrate of potash should be given freely
during the attack.

Another disorder which may be due to the presence of

—
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uric acid erystals in the urine, or to excessive urinary acidit)
is what is called vesical spasm. It may closely simulate
vesical caleulu I remember a medical friend of mine in
the country ringing me up one morning on the te lt-l»lu-m- to
ask my advice about a surgeon to whom to send one of his
children, because he believed the child to be suffering from
sTOTC On .‘|~~|\I));'_ the :l‘ulllﬂi\ for this ul»illluli [ was IHH
that there was at times great pain and strangury on micturi
tion | advised that before a surgeon was consulted the
child should be given a course of citrate of potash and
hyosevamus. This was done, with the result that the
svmptoms quickly disappeared. That was a case of vesical
spasm.  Of course, ealeulus is not very uncommon in
children, too, but as its symptoms and the methods of

A|Mgu ISIHNY it are l‘l«- same as n I]u-l wse of ‘wlvl|1\ I need not

say anvthing more about it except to point out that some
times the chief symptom is incontinence, and that when a
child suddenly develops enuresis calculus is always one of
the things to think of [ recall, for instance, the case of a
"\’Yv rl “‘ivw‘u | LW mat cal 1LO( ‘-\\‘;w Va |vrw“‘,‘!‘ 1O
the ho pit v for incontinence al vith some ymptoms of
( tit On sounding the bladder we found a large stong
vhich we were able to ¢ xtract | ‘.\Ml\ll‘; the urethra, with

immediate relief to all her symptoms

INFECTION OF THE URINARY TRACT.

I wish now to turn to a totally different subject—namely,

/'/”¢r“v//‘~ o} f/',, HITnary tract 11 l/m/////‘u”/ l'_\ ‘.\ilh'l Ol¢
means 1ol pra tical |HH[1 )S€ immtection i;" Ihn Bacillus coli
Now when the B. coli finds access to the urimary tract
one of four conditions may result 1) A simple bacilluria
2) cystitis ; (3) pyelitis ; (4) suppurative nephritis.  Or these
may occur in various combination

1) Decilluria alone gives rise to few ymptom Ther«
may b some disturbance of the ,‘«‘Iuml health, but lr~i]r‘r~,,‘

very definite, and the condition can only be diagnosed by an

examination of the urine, which is opalescent and does not

clear on filtering [t usually remains acid—for the B. coli,

as vou know. does not split up urea—but has often a
21
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peculiar fishy odour Microscopical examination shows it to
be swarming with bacteria, which on culture prove to be the
/l"[l‘i//l/\'/‘li//.

(2) The symptoms ot cystitis due to B. coli 1 need not
describe to vou 1n detail, as !||¢'_\ are the same as those of
any other cystitis except that the urine remains acid unless
a secondary infection takes place

(3) B. coli pyelitis is met with in its most striking form
in young infants, most lqunrull.\ SO far as my ex
[lt‘l'll‘lut‘ goes, 11 *__'III\. The constitutional x_\lnl»lwm are
much more pronounced than the local, and may quite over
shadow the latter. They consist in high irregular fever,

the temperature often running up and down in the wildest

manner, and often there are rigon In spite of the fever
the general health may remain surprisingly good, but there
may be some signs of collapse when a rigor occun Such a
case may be difficult of diagnosis if your mind is not open to
the possibility of pyelitis, but if you only think of that possi
bility there is usually no difficulty, and on inquiry you will
generally find that there i me frequency of micturition
probably accompanied by more or l pain, and that the
water has IH!H1|"7H1‘)T';I= thick I:.:"‘:‘ | o] al exami
nation will set all doubts at r¢ I'he moral is that in all

cases of fever of doubtful origin in childhood one should ex

amine the urine for B. coli

‘l\‘\u///m/u’/wr 'w,w""'ff/\ "'I‘-l"-l‘i\ L rare re Hl" ol an
infection, and is usually, perhaps always, fatal It 1s dis
[l"jll""l'li by the ordinary 1ons of an acute m--|-|‘w.‘- and
is usually associated with evidences of pyelit 1 titi
as well

I'he prognosis in case f infection by the B. coli is on
the whole favourable, but cases are often very obstinate
to treat It 1s not usually difficult to get rid of the consti

tutional symptoms, but to banish the bacillus from the uring

altogether is by no mean 1N easy matter wnd 1t apt to
persist ofl and on for long pnl\-ul Death also sometime
results 'hus Dr. John Thomson found that out of twenty

four case 8} /: coli ||\t’i|H' in infancy three died, and

out of sixty cases at all ages treated recently at Great

Ormond Street Hospital six proved fatal (Jeffrey
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You may now ask, How does the B. coli get into the
urinary tract at all ?  This question has not been definitely
settled, but there are three possibilities. (1) Infection
might be by the blood-stream, the bacilli being excreted by
the kidney. There is reason to believe that this rarely
occurs. (2) The infection might be from below upwards,
the bacilli getting up the urethra. This view has been
widely held, and the alleged greater frequency of cases in
girls has been believed to support it, the idea being that the
short female urethra is more easily traversed. (3) Infection
might be direct from the bowel to the kidney. Investiga-
tions made at the Children’s Hospital tend to show that this
is the usual route of infection, the bacilli passing direct from
the ascending colon to the right kidney, the transference
being perhaps favoured by some damage to the mucous
merabrane of the bowel.

In some cases, at least, a diseased appendix which was
adherent to the l;i'lllt’.\ has afforded the means of infection.

Seeing that-the bowel is the primary source of the organ
isms in all cases of Bacillus coli infection of the urinary tract
in children, one obvious part of treatment must always be to
disinfect the colon as far as pos ible. This can be don¢ by
the use of large enemata, and I have faith also in the use of
calomel in doses of |y grain two or three times a day,
although I do not believe much in other so-called intestinal
,|1|H~1|tli\‘\ If there be any reason to suspect disease of
the appendix, that organ should be removed. The rest of
the treatment must 1]«-];«!11] to some extent upon the \In‘ri;ll
ite of the infection. If there be cystitis, washing out of the
bladder by the injection of iodoform emulsion is useful. In
cases of pyelitis 1 have found great benefit from the use of
citrate of |ml;l\l| 1n |:|I‘:4~ doses. It is almost a \Iu'l‘ilir in
the cases of coli pyelitis in infants, but it must be given freely
and one must go on increasing the dose until the urine is
alkaline. Surprisingly large quantities are sometimes neces
sary to effect this, 15 grains three or four times a day being
none too much in many cases. So soon as the urine is alka
line the temperature and other constitutional signs usually
subside in the most dramatic fashion.

In older children the alkaline treatment is not so success
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ful., but |~‘||\\'|‘\~ worth trying, and the use of urotropin
may be combined with it

The same measures are applicable in the cases of pure
bacilluria

In chronic obstinate cases of all forms the use of a vaccine
llll‘T'Lll'l.\ ]lltll.«!ml from the urine of the ||.|H~ nt. 1 JI\'..il‘.
worth trying, but I would warn you not to expect too much
from it. It is true that the constitutional symptoms are
sometimes improved, but it is exceptional to find that the
vaccination causes the bacilli to disappear altogether from
the urine. They are apt, indeed, to persist, or to keep on
coming and going in the most aggravating way, and in that
case all you can do 1s to get the child’s general health into as
‘r‘”"l a state as |)<- ||\|1 10 \\'1!1 ’l ( H<| ( ‘m! oe of air 1s otten
a great |ia-1ly and then to trust to time

FUNCTIONAL ALBUMINURIA

I ma now pa on to consider some of the commonel
affections of the kidney in « hildhood, and first of all I ma
av a word about functional albuminuria I'his condition
also known as physiological, orthostatic, cyclical, postural
or intermittent albuminuria as you know, one which ha
given rise to much discussion [ do not propose to attempt

to deal at all fully with the many interesting points which
l‘,l\l‘l>|l)|%l3~l‘l\\‘I[ltlt‘,.i“{l"" but | \\mv\‘H\le‘\ ay that
there can be no doubt (1) that such a condition really exists
2) that it passes off without apparently leaving the kidney

damaged, and (3) that it is of no serious signifi

In any wal
LNCE 'he condition is not really a disease in itself, but
merely a symptom, and is especially met with inch ldren who

uffer from that state of ill-health which I have dealt with
fully in a previous lecture under the title of ‘Mucous Disease
The important que stion, of course, is how to tell this form
of albuminuria from that of genuine nephritis Much has
been written on thi ubject, but the chief points of di
tinction appear to be (1) that functional albuminuria is not
present when the child first gets up in the morning, but only
comes on after he has been oIy about for an hour or two

(2) that granular casts are never present, although the hyaline
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variety may be. 1 have observed, too, that in cases of
functional albuminuria the urine usually gives a very definite
cloud on the addition of acetic acid in the cold alone, whereas
this does not happen in cases of organic albuminuria. This
point has not received much attention, but I believe it to
be worth noting [t means, 1 suppose, that the protein
present in the * fune tional ’ cases is not all true serum albu
min, or globulin, but is in part a mucin or nucl in compound.
Many theories have been advanced to explain the cause of
the passage of albumin into the urine in these cases, but
the most convincing is that which attributes the symptom
to alterations in the vascular tension in the kidney when the
erect posture 1s assumed

The suggestion has been recently put forward that the
occurrence of the albuminuria is the result of a lessened
coaculability in the blood. and it is said that it can be made
to disappear by the administration of calcium lactate |

cannot sayv, however, that I have found this happen in the

few caste n which I have tried it, and I am rathe «ilr‘l«.‘j

vbout this theor \s regards the treatment of these case

[ believe the only thing to be done is to attend to the general

health on the ling laid down in the lecture on * Mucous Dis
( to which I have alread referred ind to leave th

vbuminuria to |l ok after itselt
| mav now go on to sa\ few word n th ubject of

haematuria in ch ldhood
HAEMATURIA

\ child mav b |>lw‘l‘,‘f|l to you by the mother with the
tatement that lw pPasse '-“ ( 4| mn !lu’ urine -I,[“ re 1is ]llH
one fallacy which I would warn you against and it is that
mothers are apt to regard as blood what is really not blood
vt all, but a brick-dust deposit of urates. But assuming you
have verified the fact that the child is passing blood, there
are but few po sible causes of 1t which you have to consider :
indeed, I think there are but four causes of hematuria in
infancy which it is necessary for vou to bear in mind. One

haemophilia, which may be a cause of hematuria, especially
in boy Another cause is scurvy, which I believe is commoner

than one is .||\|,, ed to think. and is often overlooked because
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examination of the urine of young infants is apt to be omitted.
[ remember a child who was under the care of a surgeon in
a hospital for the passage of blood, and who was believed
to be the subject of stone in the kidney An operation wa
performed, but no stone was found A physician then saw
the child, and i!u]mlw] into the diet : the u“)[ie- given led

him to think that it w

s a case of scurvy, and on putting
the child on to fresh vegetables and fruit the haematuria
disappeared in a few days This, then, was a case in which
failure to remember that scurvy may be a cause of heematuria
led to the performance of an entirely unnecessary operation
The third cause of heematuria is the passage of urates and
oxalates. The hwematuria in such a case is usually, T think,

paroxysmal or intermittent, coming on and lasting for a
few days and then passing off again. (fareful examination

will show the presence of ery tals of uric acid or oxalic acid
and suitable treatment will cause the blood to d \ppear

I'he fourth cause is sarcoma of the kidney, and one which it

well to bear in mind Not lo1 wo T saw a case where
this wve rise to a eat difficulty | 1 & that of a m
child who passed a trivial amount of blood in the urine, but
p lit conti ‘ Oxalates were discovered in the urine
wnd it was thought that the were the cause of the haeema
turia But pecl | treatment d !llU“i"'Ix!va!\i!w‘ thi V!iV|
not affect the pa e of blood, although the oxalates ceased

\ppeal By-and-by an abdominal tumour became ev
dent ‘wi.;‘w; 1 howed it to be a renal Lreoma R
¢ ll‘?H! wa thet that continuou !:\4” bleeding ma
be a ‘/\‘irﬁf‘.‘M'l early sign of sarcoma of the kidnev in a

wang child

In older children, in addition to the causes alreadyv men
tioned, you should think of Raynaud’s disease, of purpura,
wnd of rheumatism a p ssible causes of the \ppearance ol

blood or blood-pigment in the urine, and in the two formes
of these haamaturia mav b present as the only symptom
Quite recently T have seen in consultation two girls. both of
whom suffered from rheumatic endocarditis and slicht
haematuria Whether the renal haem Y'!H,vil»}liwt ca

was due to embolism or not T cannot sav. but it passed off

quickly in each case
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NEPHRITIS

In childhood one has to deal, for practical purposes, with
only two varieties of inflammation of the kidney : (1) acute

nephritis, and (2) chronic parenchymatous nephritis. It

true that the chronic interstitial form does occur, but it
is 80 rare as to be almost a curiosity.,

Acute nephritis presents two varieties—tubular and
glomerular. The recognition of these is of importance, not
only pathologically, but clinically as well, for the glomerular
form has a much better prognosis than the tubular.

Which form of nephritis is produced depends, apparently,
upon the ]»Hiwlll at work. Some toxin notably that of
scarlatina, seem chiefly to affect the glomeruli ; others, such
as the »]:}»'M'hlilin‘ the tubules Scarlatinal In>|||ll';li\ 18
therefore a less severe affection than most other forms of
renal inflammation In addition to the two ‘acute \l)(<i
fics 7 already mentioned, nephritis may more rarely follow
measle chicker pox ‘:’y“lw‘n‘A'i\ h. or even German
but in a lay number of the cases met \\i“li“lxl.ﬂ

1

mp ible to vw what the cause |
heer Manv of these case e attributed by the mother
richtly or wronglv. to c¢hill, but I believe that in a certain
number of them the polson finds access to the bodv through
the throat \t all events there can be no doubt that nephri
tis may follow upon an acute ton i1llitis

'he symptoms of acute ne ]»'\IH'\. wre so well known that
[ need not dwell upon them. (Edema is often the first thing
noticed. but here 1 would warn vou that cedema in children
1o not nece iy mean w,»':lii‘ I'here 1s a form of
cedema sometime -[»HL«'H of as toxie or essential @dema, met
with in voune children suffering from chronic 1]iwl‘l]|u.|_

which closely simulates the cedema of nephritis, but in

which there is no other evidence of renal disease. Its exact
mode of production is unknown, but it is not necessarily of
erious omen. and I have often known recovery follow even
when it has been present to a marked degree On the other

hand. vou must remembc i that although cedema in childre:

does not alwayvs mean ne |»!\||!i~ nephritis may occur without
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@dema. This is specially the case in little babies, and for
that reason nephritis is apt to be overlooked when it ocew
as a complication of some other disease in early life

The prognosis of nephritis in children is much better than
in adults, and complete clearing up—or apparent clearing
up—of the inflammation is fairly common, especially, as 1
have already told vou, in the glomerular form. One reason
why acute nephritis cases do so much better in early life no
doubt is that there is rarely, if ever, a chronic nephritis at the
back of the condition on which the acute inflammation has
supervened-—a state of things which, as vou know, 18 not
uncommon in adults

Even when acute urgemic symptoms have supervened
usually in the form of convulsions—the prognosis is not
necessarily bad, for under prompt treatment by hot pack
and transfusion these may pass off and all go well

In the treatment of acute nephritis in children, the most

important thineg is to /,wj: the natient « [01 ] N0 hil n
hed I have often recretted letting a hild with nephriti
oel ‘[x"-w yon 5»?4! nevel in\\)u ; ’H 1 l LTI l f‘.
liet at first h v ldd « n=ist or n ‘i', \!\l, but when the cutel

mptoms have pa | off farimace foods m be added
for one n take care not t tary he pa nt. Medici
wire not of much ‘!"11' but a mild saline diuretic mayv be
oiven, and to this, if there be much dr Psy, a little digit
mayv often be added with advantage Hot packs are also
of oreat service ':wi\wlw;"t]rahu wetion of the skn

Under this treatment the urine either clea Ip com
pletely, or the condition becomes chronie and the child i
left angemic and more or l .\yu’p,‘ I with a considerable
imount of albuminuria.  When this happer ne | to
deal with elhronie IHLD nehymatous nephrit which 1 Very
troublesome conditio Such a case, it true. mav drag
on for a long time with more or less albuminuria, but soonei
or later it \|»'El!.\w\ fatal

The treatment of the disease when it has reached tl
tao very unsatisfactory, and I know no el Of « (
vhich 1s more dishe irtenin O Mmanaye SO long i’u(v

is much dropsy the child must be kept in bed, and this may
mean month Diuretics seem to have little effect in re

moving the l!lw'x v. though digitalis 1 ometime l.,f|.]“I
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and a salt ‘f'/u diet will often do muc h Such a diet is not

difficult to construct out of milk, farinaceous foods, and

fruit with bread. biscuits or scones baked without salt
1 When the dropsy has l]|~;l|r}n.‘l!vtt one must be careful not

to over-diet, and the mere presence of albumin 1 certainly

no bar to the moderate use of even red meats [t is easy
to retard recovery I».\ OO great /1’:\] in ~'|.||i|‘; the l\iwllu‘\

\ curious phenomenon which often occurs in these cases

i spontaneous diuresis. The child ma Y quite water

logged and the <||w|v-»\ have failed to r¢ P nd to all treatment
when suddenly a great flow «f urine sets in and all the fuid
drains away in two or three da) Onlyv too often, however
it returns, and such spontaneous diuresis may recur several
times in the course of the case, and should it )m'n‘u‘l\ to set 1n

hortly after a new diuretic mixture has been exhibited the

mixture is very apt to get the credit
For the anemia which is always present in cases of chroni
parenchymatous nephritis, iron is useful, and may be given
ther in the form of l1q. ferr: acetat mbined with acetate
of potash. or in the old combination of ulphate of iron and
ulphate of magne if it be desired to act upon he bowel
'he use of iron seems not only to lessen anemia, but t
wour the restitution of the kidnev epithelium. and is there
fore actually curative When all the ymptom have di
wppeared but some albumin 1 till present in the urine
hange of air to a mild, dry climate ften helpful
| VULVO-VAGINITIS

| wish now to sav a word or two about chronic vulee
aqginitis in childhood, which is by no means an Imtrequent
fection, especially in patients of the hospital ¢l There
we two forms of it—the simple form in which pyogenic
organisms are the cause. and the gonorrheeal form which is
due to the gonococceus The latter appears te be the com
monel 'he view long held that vulvo-vaginitis belong
to the ‘strumoun order of diseases and is a sign of general
ill-health is, T believe, erroneou [t appears to be really a
purely local affection requiring local treatment. The gonor

rheeal variety is horribly contagious, and if introduced into

spread round it like wilc

a ward may fire in spite of stringent
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precautions. On the other hand, it is a peculiar fact that it
rarely lead to other gonorrheeal l“*!ll]lll\‘<!li'»lb uch a
blepharitis, arthritis or salpingitis

Treatment of wvulvo-vaginitis must be thorough and

energetic

In simwle cases the parts should be thoroughly irrigated
two or three times daily with an antiseptic solution (saturated
boric acid or 1 1 5,000 'ul\hlrlltlr The olution hould
be o|»|»\!ml with a svringe or a swab, and gauze soaked in it
mav be left in contact with the mucous membrane. The
surrounding skin should be protected by white precipitate
omtment fl‘;l‘lv\:‘»'-»l)n ONnCe !HV}U'HIHI" evere cases

silver solutions (1 to 5 per cent |m~1.uz;u|ur argvrol) mav be

used instead of the above lotion \?||v|1w\ilu|i1-\ contain
ing 1} giains of salol in cocoa-butter ma be introduced into
the vacina two or three times daily Gceneral cleanlines
hould be strictly observed nd the use of a ulphur bath
evel ther night is often helpful

I N« 10 haeal ( treati t m t be eve K
energeti \s I have already told vou, this form of the
disease 1s | hlv contagiou and the IrrH"w' h ld therefore
be 'l " lated an ne utm I'¢ Lo prevent
the carrving of infection by napki vashin utensil
heet et \ll ich article hould be thoroughly disi
cted before being washed I'he local treatment 1 the
ume in principle as that employed in simple cases. but
tronger antise pti LI lv«!‘m»w'\ e.4., per hloride 1 in 2.000
p1 tal ‘ y to 10 per cent ‘\'j‘v"‘ H to "‘»|.v' cent.,) \
diaper or pad should be worn to prevent the child carrying in
foction to the eve Quarantine should be continued for some
time after all orean ms have ‘!\»Mu wred from the dischar

I obstinate case f either form the use of vaceine may
Prove |w]§“:l\ prepared for choice from cultures obtained
from the discharoe In the gconorrheeal variety this treat
ment ha ften givel ood result even here a stock vaceing

emploved In the case of a child six months old one may
begin with an injection of 50 million vhich 1 repe vted

every fifth dayv. the dose being increased by 10 millions each
tim \I'~‘{?\ niection ]-‘\\| |.wl\ j\\ly"];»ru!yl\ \l\mx

be extended to ten da



LECTURE XXVII

SOME COMMON SYMPTOMS OF
DISEASE IN CHILDREN AND THEIR DIAGNOSTIC
SIGNIFICANCE

GENTLEMEN,—Those of you who have attended mueh in
the out-patient department must have been struck by the
fact that the number of actual complaints for which children
are brought to the hospital—that is to say, the things
noticed wrong by the mother—are comparatively few in
number And that, after all. is inevitable \ voung child

is unable to express—even supposi he is able to experi

ence—those multifarious abnormal sensations which make
up what we call the symptoms of disease in grown-up peopl

And it follows from this that vour diagnosis must alw LyS
rest main \ upon the results of vow <‘!ﬂut tive examination
Now. | need hardly tell yvou that therein lies one of the great
difficulties of children 'Hu?iw oet so little lull'“"“
VOul }m)i« nt I'he more, therefore, i1s it necessary for you
to study as carefully as you can such symptoms, few though

t hev be. as the friends of the child have been able to observe
I thought, therefore, that we might profitably spend ow
time in this lecture if we took up together the study of the
commoner symptoms which children present, and tried to

arrive at some idea of their value in diagnosi

WASTING

The first symptom that I wish to direct your attention

to is one which occurs with very great frequency in the out

I'his subjeet was also dealt with in Lecture 1X but as 1t 18
approached here from a somewhat different point of view, I have
allowed it to stand.
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It is that |m!\1u.»| s wasting With

vmptom, I would sav, first of all, that it may
nda to very crious org 11 d1=east 01

I, to mp ratively trivial disorders of
‘w\x " Vi rl\ L\ to do \\l 1 \ ‘H'.|

1 presentin \ 1 ¢ f the chief
liminate so far as vou can the P ibility
before vou further In the case of

there are three organic diseases which are

L ‘m|urn‘! by wastil s their chief
of these 1s congenital syphilis the
wnd the third 1 v latent empyema

first of those there should be no difficulty

be able, by inquiring into the family
xaminit i | mptom 1 nufte
ther manife 111 ) ‘1‘1!!!\\1‘;
mize tl ' 1V }§ !ALN ( 01 .\.‘\mh
wase of the wastn 5 u are still in
( e b D est
} |
ether h { nt 1
Nni | IS¢ L evel \?1 1 |
I ( Witl wd to tubercul
I h more difficul be cer
} ( 1 t be « rtan
p 1he 1 h e attained a very
o1 “\."i.:wuv before 1t mw!m. any
1 (Ofter 1 | LS vOou mu
vteh the effect of treatment i
| 1 N mp n the wastn till
1M Progre ve, then vour su P ion that
th e of tubercul | I course
d But a | tter or 1 t it will some
post-mortem table that the nature of
de clean I'here 1s nothing more difficult
ratelyv betweer case of tuberculc
1 | e 1111 ( marasmai
the third f the condition I mentioned

wuld have no difficulty You can
|

Vi examine Nin w)‘l;‘l t‘l'v‘I‘|‘I\ and
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systematically, particularly, of course, at the bases of the

lungs. Not long ago a child was sent here with the histor)
that he had suffered from measles a month or two previously,
and that he had been wasting ever since He had been

under treatment outside, but had made no progress to
wards recovery, rather going from bad to worse. He was

sent here under the impression that he was suffering from

tuberculosis, and it was thought that nothing further could
be done. On examination we found marked dulness at
one base, with signs of fluid. On putting in a needle pus

was obtained. and after its evacuation the child at once

improved, and made an uninterrupted recovery No there

is the chance that even where a child is under skilled obser

vation an empyema may be overlooked, because it ma)

have produced no sign other than that of continual and

progressive wasting

Of the non-organic disease which may l»lcullln‘(‘ wasting

as one of their chief signs in young infants, the principal

arc disorders of digestion and
f fact. these are by far the commonest causes ot

unsuitable feeding \s a

this symptom ; either the child does not get enough nourish
ment, or he gets it in an unsuitable form, with the natural
consequence that in both cases continuous loss of weight
is manifested. Hence in the majority of such cases your
chiet vllII_“ will be to imqguire into the nature of the feeding and
of the food given, and to rectify any errors which you find.

When you come to inquire into the causes of wasting
in older children, you will find again that there is one great
organic disease which is particularly apt to produce that
symptom, and I need hardly say 1 refer to tuberculosis
Some of you saw among my out-patients this morning a
child, aged three and a half years, who was brought with
a lilxli'l'\ of wasting : nothing else had been noticed excepl
that the child sweated at night. On examination, however,
we were able to find without difficulty unequivocal signs
ol I‘l‘ll_\ \\I\!w~l)!t\“‘ tuberculosis The commonest fund
tional disease which you are apt to mistake for tuberculosis
is that chronic form of dyspepsia which occurs in « hildren
at about the period of second dentition, and to which 1 am

SO often 4ll(l\\lll‘,' vour attention in the out ]nllh‘!ll room.
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You know the hi tory the child is sent up with the state
ment that he has wasted, that he has a cough. that he has
no appetite, and perhaps that he has certain nervous dis
turbance ich as headache or restle 1€ at night Such
cases are constantly diagnosed as tuberculosis when they
ire not =0 at all. And the mistake, after all. is not an
unnatural one, for there are manv signs connected with
them which in the adult one is accustomed to associate
with phthisis ; the child has been losing weight, has lost
appetite, and has a cough. Those who see little of children
and much of adults are .I,Dl to conclude that these S1IgNS
mean phthisis in a child, just as they would rightly make
one suspicious of phthisis in a grown-up person. You

should know that many such cases are imply examples of

chronic gastric catarrh associated with MH!\I"HI\ or
enlarcement of tonsil or adenoid growth and thev can
be |n'llwﬂ cured 1if th wre put on 1 uitable di¢ and

the condition of the throat attended t

[l next y to the consideration of another ympton

vhich part larl Ommnmu childrer and that 1
ugh. Of cough as a vmptom .in children I would say

first that i uld | mistake t UpPpPose that it ‘\[\\.l'\ ;.
or indeed usuall he result of re piratory disease The
majority of cou hs in children are not due to anv abnormal
condition of the luno 1 bronch vt all It is all the mq I'e
nece v that "l hould be warned of thi because
f{-t"n:!l\ the mother malke the diagn ] herself and
instead of saying the child is suffering from cough she will
ay he h w[u’“'v‘w!‘ and O “w!' L1« E" to be mi ]u|
Statisti were collected by Dr. Parkinson* from one of the
children’s hospitals in London on this subject, and he found
that of a large number of consecutive cases of cough fully
10 per cent vere due not to disea of the re piratory
organs, but to abnormal conditions in the throat. whereas
only 31 per cent. were due to disease in the chest So you
ee there was actually a clear majority of cases in which

Brit, Med. Journ., 1899, ii.. p. 465.
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the cough was due to the throat [ think there i1s no mor
important point to realize about cough in childhood than
that. The abnormal conditions of the throat which may
give rise to cough in children are three in number You
may have simple pharyngitis, or enlargement of the tonsils
usually existing with adenoids, or elongation of the uvula
These three conditions may occul together, as I need 'lilllll'\
say, or you may have combinations of any two or all three
of them in any one case. Now, from the character of the

Hvll;’fl you can often infer what 1 hl\l'll\ to be its cause In

any particular case which comes before vou For instance
1 vw'/u/;/r /ﬂ//tl/_////j////\ it 1s lI»ImH.\ a 4|I‘\ ti¢ I\Iill',‘ (Hll:]l_
oceurring at frequent interval In adenoids it is rather of
{ a choking character, often accompanied by vomiting, and
frequently also by epistaxis. On the other hand, the
cough which is associated with an enlarged uvula is charac-
terized by the fact that it comes on when the child lies
down, because the uvula falls back into the pharynx and
irritates the posterior wall
When you come to consider cough arising from irritation
in the bronchi, vou will often have to face the problem, |
it simple bronchitis, or is it whooping-cough Now, that -1
v question which it is not always easy to answer, although
it 1s one to which the HHYlul<\}ux' vou to be able t F1Ve
an exact and definite reply \lthough vou cannot b
certain always about the existence of whooping-cough, ther
are certain things which should make yvou suspicious of it
And first, the cough of whooping-cough is essentially
! paroxysmal, it tends to occur especially at night, and it
; HH»‘IKIWH»‘,HJ l'\ \ II‘.fi!“,‘ \\l"' ““"\‘IH“" the '|‘Iy“’ ‘
‘ vou find that the xwll;‘» is out of all pre lvw!" n to the severity
of the physical sign There mav be only a few bronchitic

igns in the lungs, although you are told that the cough i

one of very great severity You will frequently find also i

that there is a sublingual ulcer, which is of real value, becaus« i
it mayv occur before the cough has begun to take on the true {
‘.‘.|1‘M>}v|!|;‘y i“Lll'.l( ter ‘Hu-)w | ant l)n| IE'}! \\:\" ll vou

will notice on examining a child whom you suspect to have
whooping-cough, and that is that he looks puffy about the
eyes ; the congestion of the head and face which the




"
|
ol
!
i
" \
hiid
T

}v.

wroxvsm occasions leads to puffing which

perienced eye is often suspiciou You will be pt to mi
take for \,\iuwpm_ cough the cough which vou get from
pressure upon the nerves in the chest caused by enlarged

bronchial glands. In such case the history may be o

me value, because you know that whooping-cough rarely
occurs twice in the same child, and if there is a hist v of
his having had an attack of hooping-cough, and if he

develops a imilar sort of cough again. the chances are that

It 15 not true pertussis on the second occasion I'he other
it ol ich which may imulate wh IOPIN 1lHV'|A 1s that
which vou et in bronel tasis But bronchiectasi 1~

not particularly common in children, and from the clubbing

of fincers and signs of cavities in the lung and the char
wter of the expectoration, there should be no difficulty
in making the diag
When u have excluded tl IS¢ f ( hich 1
have menti \‘ 1 hose 11 tl 1 1)¢ tl e e { t he
\ ol “, n 7"" 1 ‘\ 1)
| n | l defn \
¢ p y There
stomach cough ;
fi1 I'e | ]
h e 1St unt | tate { i L1076 | ! |
tend And ‘ people have eve descril
‘ e result of t JRE ‘ n ( e reflex
111 hich tl proauc
| | | I't { «“n |
but ¢ 1 1 1 be fan | (
he hysterical cough., | rememby \ ro| ted




COMMON SYMPTOMS AND THEIR SIGNIFICAN(

PYREXIA.

The next symptom I wish to consider with you is pyrexia
or fever, as an Ilu]ix ation of disease in « hildren l mealn l»»\
that cases in which pyrexia is the only symptom—where a
child is brought to you by the mother because he is hot and
'1'\~'I'I\il. and I|~l‘x||z: n'|~1 'l.l» been Iw‘lhul wrong, 'I]H'\t'
are often cases of great difficulty, and always of very great
anxiety in practice, because pyrexia may be, and often is
a sign of serious disease coming on— disease which may b
of an mfectious nature and one .|l\\;1'\~ wants to make
certain at the earliest possible moment what the cause of
the fever is. The first thing to look for are signs of the
acute specific fevers. You should examine the child care
fully for one of these, particularly for scarlet fever and
measle In scarlet fever examine the throat for erythema
ns of eruption, reme mbering that
it comes out first about the chest and neck In measle
look carefullv for catarrhal signs or indications of con

junctiviti wnd 1 mnninge ol he n ( l,\‘i']l]l“ 101 v rash

look for K I‘M pot hich I'¢ vel considerable
value i the early diaen of measle I need hardly a)
vou should also inquire into the histor as regards the

the acute

po ibility of any exposure to infection to one
pecific fevers Failing the discovery of anv of those, |
vdvise vou to look. e pecially in young intant for sign

f pneumonia. [ saw in consultation the other day a baby

vho had suddenly become feverish about three or four days
‘l"\i\ll*l\ No l"‘\““ 1 121 \"[l'4!v“‘\l'(“! by «‘lh]lil
examination, which had been repeated several times after
the child wa taken i1l \\M'u [ saw the child there was
little to be made out, but at the tip of one lung there was
a le” 't)!" h 01 Yui.u!.:' M.,M\Hl‘;z and tlwliu SS ilul\lu['lb‘,‘
the development of apical pneumonia In addition the
child had the characteristic grunting pneumoni breathing

wnd one had no hesitation in \Wing that the cause of the
fever was a small patch of croupous pneumonia at the top

of one lung l'hat is a frequently overlooked cause of
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pyrexia, a I know from my own CXPerience | should
therefore advise 1 1N any case ot acute ftever Oomil ]
in a vouneg infant to examine the apices of the lun with
!.-,xlnul»l care, because a patch of pneumonia so small a
‘ { he easily v‘\ll[‘-}wl] On l"‘f cal exan tion m velt
he the cause of very high temperature Another cause of

fever which it is important you should remember is acute
gastritis. [ remember ceing a child a few vear L0 of
about two or three vears of re who had beer cized with
hich fever with me abdominal tenderne and vomitin
wnd the question arose What was tl cau of the vmp
toms ?  Various thn were suggested, and finally it wi
thought that the child was suffering from appendicitis, and
the possibility of operation was contemplated But the

whole case cleared up entirely fter the administration I

v few dose of calomel Th \ L Case I acute trit
|L“-|ui L111¢ ' by hieh fever SOmMmetime ndeed. the fever
| | h Se 1 el hioch | mj
: A |
A { { { |
! he )] hil ! (
H "

i is otitis media. Usually 1 L Case OT¢

% e [l n b
14l
i 1 1 he « l p t infHamn |
! i ¢ ! cal exami the men | if
il 100 ¢ pul ure thei nd 1 | ften
f i« 11 q ntit | C1 pt 11¢ natter e pe ith
! 1€ Me e reli f all the mptor
i \ 1 1 |
11l Another « 1s¢* O5 1ever 1n ehle on | | 1 are 1
1 ) ) ]
i werlool acute rheumatism where the jon e N

| |}
11 lected Not lor 0 a bov wa vdmitted t of m

beds here who had acute fever. and in whom red ‘)‘Y' ical

il examination revealed absolutely nothi rongy But there
f 18 one suspicious point, which w that, alth h he had
]! \ 'l!l"r' ture of 103 I he Vil catn p1 18¢ v

irther. he looked like child of the rheumadt ith

Hed \ethn p | Usp ( e hin

Y; down vith a ru mnd a few week later he had devel "\11‘
! v definite cardiae bruit I'hi then, wa a case o acute
rheumatic fever without any joint manifestations. Such




COMMON SYMPTOMS

AND

'THEIR SIGNIFICANCI 339

Case are not common, but \\in-y’ I|H“\ do occur 1t 1 very
vm]ml‘?ul\" that vou hould be able to recognize them
because if vou allow rheumatism in a child to go on un
treated for a few davs. vou run a great risk of endocarditis
l|t’\<'|“lr;r!‘* and inllu‘llulw' cardiac diseas |n‘i|\‘_‘ the result
I'here is in voung infants a cause of acute fever which
vou should never overlook, and it is one which is especially
apt to escape the observation of a physician, and that is
osteo-myelitis. 1| have seen a child lie in the medical ward
of a ho [vll:l| fo1 me day with cceute fever, the cause of
which was not explained It died, and, post-mortem, one
radius was found entirely surrounded by a layer of pus.

I'hat is not unlikely to happen to vou in practice and the

moral is. when vou have a case of acute fever with no othes
dons in a voung child, vou should alwayvs examine the
bones with great care for signs of tenderne and swelling,
Uways bearing in mind the possibility that the fever may
be the result of acute suppurative periostitis or osteo
myeliti Another point of great importance that in
every case of acute fever vou should examine the throat for
it which 18 usually of the follicular sort [ hay

ecen several case vhere it was a difficult matter to detex
e the « Luse ol the fe Vel iw‘\' where ‘) }‘ iw“‘\w vV
cleared up by looking down the child’s throa It should
be done a matter of routine 1n every case

In older children enteric fever will certainly give you a
'”“\ 4;1“5 O1 '!wlli»[«" | hi Vi known (\b‘lw‘. errol m
110 N0S] macle from not recognizin t he e 1hility 1
enteric fever being the cause of the pyrexia. Such a thing
‘w}»inllu] to me the other day | had a child in ho }yiL«I
vho was admitted with a moderate degree of pyrexia
'here were some bronchitic signs in the lungs, rather pr
nounced, but nothing more The child looked tuberculous
wnd one concluded on the whole eeing that there was
no enlargement of spleen, and no spots or anything else,
that 1t wa ins-\lv.lrl\ tuberculosis, and we were ’»ltl»,lrt-tl
to treat it on that assumption. But as time went on one

noticed that the temperature gradually mounted up, and
then the -l»!uw began to be l“'l"”‘ The Widal reaction

was tried, and definite lumping occurred at once I'hat,




HILDRI

tha fall 1 I'he recognition of enteri
feve 1 h €1 1s more dih t than i1t 1s 1n o« 1
p }M'm vnd af 1 have ever for which \ 1 n find
no other cause. evi the absence of enlargement of th
,‘|w' I other 101 bear in mind the pe ibility that

i mayv have to de with a 156 f enteric fever. and by

having the Widal reaction done, or by estimating the number

of leucocytes, try to arrive at an exact diagnosi
There are Iso other case oI fever ol ‘x]>|u\llsf‘\ 1Nt
tinal oricin besides the enteric case Amongst these are
the called food-fever, which appears to be due to
an exee of carbo-hvdrate n the diet. along with cor
tipation ; cases of para-typhoid infectio ind  cases  of
mucous colitis. In all of these fever m be the chief o1
Oniy | 1 Of s (
Acute tuberculosis m lso cause high fever with no
t he Dl 1cal inti terminate in  tuberculou
menit [ have already deal ith its d 15 whel
| .
( I }
! acute pyelitis.
1, I |
| 1 ( N her p 1T¢ he
{ ( \ had I 1 eeks been
l 1 | | npel h ren
| ‘ p | ISP y mn ¢
p "t companied 11 f1me¢ b definite ool (n
inquiry into the state of the urine 1t was found to contain pu
One then felt certain that it was a case of pyeliti Further
vamination showed that the urine contained the Bacillu
communis.and on giving the child alkalies in full doses. which
the right treatment in such case (he temperature ,‘

Calne 14‘“\[\

Passing from pyrexia I want to take up together two
ymptoms which mothers frequently complain of in their

infants. One of these is inability to talk at the proper age,
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and the other is tnability to wall If a child is brought to
- because of inability to talk, you should bear in mind
that there are only a few possibilities which you need con

el In the first ,»|.: e. of course, the child may be a deaf-
mute. In such a case you will find quite a clear histor)
that the child is absolutely deaf, and you will sometimes
find that there is a ’|)~~IHI_\ ot \('\n-l';tl similar cases having
occurred in the same family. Such cases should not present
any great difficulty in the matter of diagnosis. You find
wain. that some children are unable to talk at the propel
time because of mental deficiency, or else because of back
wardne hort of actual mental deficiency. These cases
are more difficult to recognize You should examine the
child for the physical stigmata of mental deficiency, for
cranial abnormalities, and the other signs which vou know
to be the outward expression of retarded development of
the brain But in the le er tit:ltl’- of Ill"ll‘dl deficiency
where 1ch i':‘ vsical signs are absent or are not pPron unced

ou mav often be in doubt as to whether that is truly the

of the child being backward in talkn

L onditions in the throat, especially adenoids
1l enlarged tonsils, may be a cause of difficulty in learning

| cannot exageerate to vou the ru‘[»"\‘v"iiw

et | wuld \ that the great n Ljority ol <'V\l‘i"’?‘ |
1AV el ! were broucht to me because thev were unable
to talk at the 5"“["1 agre were uerm from "!Iir‘.‘v’vH'!
mality of the throat \ typical case of this kind was that
f a girl two vears and three months old, who was brought

by her mother because she was unable to talk, although

he made violent efforts to do so The mother said the
child heard well, she wa <vh\|..||\l.x quite intellicent, and
the only thing one could make out on physical examination

enormous mass of adenoids in the

was the presence of ai
naso-pharynx lhese were removed by operation, and
five months later the mother wrote that the child was talking
well.  That is a clear and typical instance of what 1 am
referring to, and 1 could quote dozens of such cases almost
which I have seen in the out patient room here and else
where. It is difficult to sav in such a case whyv it is that
difficult for the child to learn to talk

adenoids make it




The mother i probably correct when she savs that the
child d hear. but the po ihility that he does not heai
nte d netiyv, not well enouch . all event for him to
learn to imitate the peech of other peopl Whether it

vhether the adenoid IMpose a me hanical obstacle

to the movements of the ol ;Hi\'- I do not know, but |
know if a child is brought to vou with the complaint that
ne cannot talk and vou find WI‘U‘W‘ |Hl-«H| 1 LH‘%
amount, you can promise with almost complete confidence
that 1 the mixl!wul are removed the in‘--‘« will ]Hv"ll\'
perfectly natural

\ rare Cals( f this lack of the vbility to invdal*tonﬂuv-

tie. Mothers think it is a common affection. and most chil
IlvH wh H.\lyiun‘uh& H:lnyHUl“lw LHL are |vwﬂﬂ*”\
believed to suffer from it. Now. t¢ ne-tie does occeur. but
T ve I I can only recall at this moment three well
mai nd 1 doubt if it ever doc produce true
11 | { tall | | I'¢ lumb It m
1 ' “ 1t 1
1
D | | 1 | | |
\ nal ‘ congenital aphasia,
have 1 TR | mnle
h | X pl
hH f ¢ |
INABILITY T \[LK
AY the | ired mptom | 1 |
l[ ( u ! ( VA | thint I'¢ Ip Ol ca
fir those in which the child has never ked at all from
birth vndd md NOS( n which tl child | ot one
time or another been able to wall but ha O oft hi
e 15 the mother put

|'.H 1 \.\4l|| Iw_u!hi 1O Yi| ( who 'm\l nevel \\JH\l“l
There vou have three possibilities to deal with : either the
child is the subject of rickets, or of some form of paralysi

0O}
|

It 1s a case of mental deficie ne) Now. in rickets the
difficulty is merely one of walking Whilst the child sits

on his mother lap he can move his legs about freely
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1T Iin cases of |.||.¢i is the child 15 not only unable
to wall but he cannot move the affected limbs even her
ittino In ricket vou will find also the othe eneral
N f the disorder—enlargement of the epiphyse de
formity of the che wind so o1 the knee-jerks also are
unaffected, whereas 1n paraly they are exaggerated o1

f“mihl\]n d

Of paralysis as a cause of inability to walk there are two

chief varieties : one is infantile paralysis, the other is spasti
or cer 3 11 }llli!"v IS |'wY :||I|]4‘ |x.1¥ ~¥‘ IS \Iwui]\ COM( on
definitely at some period subsequent to birth, wherea
pastic paralysis is often congenital In infantile paralysis

ou will find the kne« |~'I\\ on the affected side diminished

ind the muscles atrophied In spastic paraly vou will
find the knee \M!\ exaceerated and the muscles of the limb

Wi 1] <!< \«lq.:‘\

Mental deficiency vou will recognize by the other general
1 of mental impairment hich T have mentioned before
N r forcet howes the ) it th ( ldren n
be unable to Ik from surgical reasons a el medical
" 1 | (

h 1

134 ‘[\

Wh hild | D¢

ft I 1 le I er of
M ldren wh had acute illness ) off
| 1 11 ¢ | Hine |

find pecial cause for their don Probably it 1

partly because of muscula caknes ind partly because
the child ."m!‘:' foreets h Vv 1Oy k | ml recentl
wi"uwwl the rather difficult art of walkin he gets out of
practice when laid up in bed during an acute illness, and
when he gets on to his feet once more he has to learn all
over again. Such cases mav go on without walking for

t

v long time, but you may rest assured that they will walk
in time Another cause of a child going off his legs is that
he may have developed infantile paralysi but I have
already told you how that is to be recognized

\ rarer cause which it is important to recognize is rheu-
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matism, slicht degre f which affecting the hip or the
muscles at the bacl f the knee-joint or ankle may LS
the child to co ofl hisg legs on account of pain

Remember, again. the possibility of ureical Al
One of the earliest signs of hip disease may be that the hild

HEADACH]I

The common causes of headache in childhood

are not

the same as in adult lif Circulatory disturbance for

instance, are rare in ecarly life, whilst ‘reflex > headache

lmy!jm.llrl\\ from ‘eve-stram 18 frequent If a child of
school age suffer from headache. 1 should IHtI“IHll(}.\'H
to examine his refraction and see if there is any hyper
metropia or astigmatism, and if vou find either to get the
error corrected by proper glass If vou do that u will
often find that the headache disappear Anotl
roup of causes of headache m be describe toxic ;
tipat 5 IS¢ { Dl | I !
P people (I these are to be n D ppropi (
Rheumatic headache I mmon. the |
‘ 14 | ( Fatigue, her ph !
1 \¢ 1] p I | dache ’ 1 n childre
1 ’ raj { ¢
Cerebral tumour, cul rable frequer
in children. and m be a cause of severe headache Here
i shoul I r other pton I tw 1 ich
niti n k | for optic euri Ade-
noids are a pretty common cause of headache in childhood
Here the headache is usually frontal, Migraine also is a
disease of « mparative frequency in « hildren. in hom 1
occurs quite as often as in grown-up people, and frequently
with oreat everiy Hvsterical headache the othel

hand, is a condition of very rare occurrence in early life

Lastly, vou should never omit to examine the uring

of headache, as an unsuspected nephritis which

haps followed one of the infectious fevers may be

11l CaNes

!i_w ‘n 1

the cause
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CROUPY RESPIRATION

\ symptom of very great importance, and one which

produces great anxiety in the minds of the friends, 1s that
'Imlulllrl .I~]|l'»\lv,‘turlln| lIHH}I_\ l'(!‘ll‘l'l"L' \walt‘mx”u]
to a child who exhibits croupy breathing, and you have
to determine what the cause of it i [ need hardly say

at the outset that the two things vou will first think of
quite rightly, are so-called *croup ™ on the one hand, and

diphtheria on the other Now croup * usually means

catarrhal laryngitis, or it ought to mean that. Of this
there are two sorts : first, that in which there is a rl\;‘hl
degree of catarrh, but every now and then there is spasm
uperadded, producing croupy breathing second, there
are the more severe case in which the catarrh of the
larvnx is so great that it causes considerable swelling of
the mucous membrand ind produces more or e col
iwous obstruction I'he first rt of case vou are not
ke to conf with diphtheria, because the history i
h 1! \ | mparat ¢ ell 1 he \
but th lurn the nicl cl rouy 5 hing come
I'l 1 1 LI 1S¢ I he 1 roup I« (
hich the tarrh has led t y much elln to pre
( Ce ( mmuous obstruction 'hese are the case in whicl
s difficult to tell whether the disease i mi.!vi.ww 1
not In some case indeed, the diagne may be 1m
po 1ble But there are certain points to which vou should
direct your attention First, there 1s the mode of onset 1n
the two cases In catarrhal laryngitis the onset 1 usually

more abrupt and severe than in diphtheria, which begins
more insidiously. Catarrhal laryngitis is accompanied by
a |n1:lu‘l 'I"L_’;l"‘l' of tever In lll(- second [x|,n«‘ the loss of
voice and cough are less in catarrhal laryngitis than in
diphtheria. In other words, diphtheria is the more silent
disease of the two. If you find signs of a membrane on the
fauces, of course you need have no difficulty at all; but the
puzzling cases are those in which the diphtheritic process is
confined to the larynx only, and although the above indica
tions may be of some help, every now and then you are




16

bound to be left in doubt In such a case the wisest plan is
et as if 1t were the more serious disease that 1s to san
1501 Ll l ient and ve antit
But there are other causes of croupy or laryngeal breath
ing which it is well to bear in mind [t may occur, for
instance, as a result of retro-pharyngeal abscess, and | have
known serious mistakes arise in this w 1 If in doubt, put
ir finger into the child’s throat .ml.\,»| re the pharynx

and see if vou can find any indication of bulging. Croupy

breathing may also occur in the course of a chronic laryn-
gitis, which may be simply catarrhal or the result of con
renital syphili [t may occur also from pressure on the
trachea, by enlarged bronchial glands, or, in rare instance

by an enlarged thymus. 1t may also be simulated by certain

mditions, the most notable of which are congenital laryn-
geal stridor and laryngismus stridulus, although there the

nature of the tacl hould 1 Ve wmu no doubt (‘o
\ 1 eal stridor dates from birth, whilst laryn
! | | el | perio- 1 pna
[ b 1 | h doe ! I'¢
] well 180 ) member the p
{ “ be dq papilloma of the
; larynx Iree vea | brought her
2; 1 bsence | seen b \ I'he child had
l' cont breathi | the question arose What
é | | [‘!w mptom vl been noticed since
5 birtl | 1t houel | t micht be ¢
;l I meenital larnvoeal tridon I'he elld died iddenly
i vithn veek, and the post-m rtem examination revealed
! the presence of laryngeal papillon | have since seen two
i C st vhere there w continuou light croupiness of
{‘ bre vthin and in ',.‘wit rem r\\!ﬂ! \ “,"|7‘H ma ( used l||u‘
i di ippearance of the croup Lastly, bear in mind alwavs
; the possibility that croupy  bre ithing may be the result
i of inhaling a foreign body. Careful attention to the history
: will generally \un|' vou right here because the onset 1n

|
uch a case 1s alwavs. of course. extremelyv sudden
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COMMON SYMPTOMS AND

SCREAMING

Clonstant screaming is a distressing and not infrequent
symptom in young children for which you will sometime
be consulted. If yvou have excluded hunger and temper as
causes, you may regard it as a sign of pain, and it will be well
for you to keep clearly before your minds the chief causes
of such pain o that vou may be able to make a correct
diagnosis, as vou sometimes must do. by a method of exclu

ion along

(‘ertainly the commonest cause of pain which results in
sereaming in an infant is eolic. You will recognize it by
the fact that the screaming is accompanied by drawing up
of the thighs upo the abdomen and kicking of the feet
I'he motions, too. «ve usually abnormal in one way o1
another Sometimes the mother or nurse will be able to
tell vou that the reaming ceases with the passage of Hatu
from the bowel. and if n vet uch a history the diag

cannot be in doubt

l | ially a clated
with the act of micturition you should suspect hyperacidity
of the urine, or, in boys, phimosis.

Earache is another pretty frequent cause of sereamn

but usually it will have been noticed that the child put hi

!“V"ll‘v"l"ii: head when the pall and screaming came on
Infants who are the subjects of scurvy always scream a great
deal Here the sereaming tends to come on with movement

wnd one leg or both i l\.-,\; asstill as po ihl \pli‘«"!lill‘!"l‘l
from the restlessness and kicking of colic. The screaming
of scurvy may be simulated by that due to the hypersesthesia
which is often present in the early stages of infantile paralysis
(see p. 258) but the absence of anv thickening of the limb

in the latter condition should keep you right The seream

ing of early meningitis is not likely to lead to error, for it is

of a peculiar and penetrating character, and is ace ompanied
by more or less of head retraction and other signs of irrita

tion in the meninges
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Lastlyv. if vou can find no other cause for the sereaming
it i ‘ vell remember the possibility of mental de-
ficiency, for me mentally defective children exhibit per
1stent rean lmost from birth without there being
anvthing one can discover to account for it

INSOMNIA

\[u,ltt ST 1= a not uncommon trouble in early life. and
one which is a great source of anxiety to parent In some
children it cem o be alme 7‘(“v“‘v-'n\"iiyll|1]]'\}>]'\ You

will be told that ¢ the child ha

nevel \]'}vW well In such

a case you will usually find that there is an inherent insta
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vnd nervousne
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auses of bad sleeping are
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ause ’Hfl'\lt«i in each of these cases
is self-evident Hypnotics should only be resorted to tem
porarily and in order to aid in the re-establishment of the
'!'-!i habit Bromural i me of the best I may be given

with a little
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milk at bedtime to a child
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ol hive Avoidance f all excitement, an pen-all holid
and attention to the digestion and bowels are. howevel ¢
overeign remedies
SWELLING OF THE ABDOMEN
Enlargement of the abdomen 1s a ymptom for which

children will sometimes be brought to vou. The first thing
to bear in mind here is that the abdomen of young infants

1 I“!I'IH”\ rather 'HHHNII\[\! and an anxiou and 1nex

| mother i1s apt to mi take the natura

pe rienced prominence

for a sign of diseast ce p. 6 \ssuming that vou have

satisfied yourself that the prominence is really pathological
you should look next for signs of rickets, bearing in

mind how greatly the abdomen mav be enlarged in that

disease The reasons for this | have already pointed out
p. 136)

Tuberculous peritonitis ither frequent cause of ab
dominal enlargement in children of two vear nd upward
vnd should be examined fon th ereat 1 Int la
tive for he d 1 | detern he
1 I hil 1 hesiy { m mii
carefully for N hickened om Mere chronic
intestinal dyspepsia with fl ence n Ve 1
iderable and lastin vbdom ( el D |
a cood rule to be su piciou f tubercul 1 any el
in which appropriate treatment does 1 effect a speed:

Jlll‘vlu'\x ment

Enlargement of the viscera, particularly of the spleen o
kidney, may cause a general abdominal prominence. I need
not remind you of the main points to be attended to in dis
tinguishing a large spleen from a large kidney but would only
say here that their differentiation is by no means always so
easy as the text-books might lead you to UppPose and that
mistakes in the matter are apt to be made even by the most
experienced and careful. The chief causes of enlargement
of the kidney in early life are sarcoma and hydronephrosis
(xreat 1‘!15:1!‘.‘,1'llll‘lll of the ‘!VII‘I‘II 18 Il~ll,i||_\ associated 1In
infancy with anemia (see Splenic Angemia, p. 309), and in
later childhood has probably often a syphilitic origin. Mye
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the term icterus neonatorum

a trivial affair, lasting only for a eek or so, but occasionally

1 he prol ed fo eek ]
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Syphilitic hepatitis—a small-celled infiltratio f the liver

third and not uncommon cause of Jaundice 1in infanex

It Nnot Iwa ( to tell it from a evere case of 1ieteru

neonatoruam ‘rH'MTHn'I 1N W congent | 1'.\‘\ \re 1;5\!\

present, and the liver is definitely enlarged Whether it

1s ever recovered from I cannot sav for certain, but I think 1
have seen cases clear up under mercury In older children
by far the commonest form of jaundice is the ecatarrhal
variety Do not be surprised in such cases to find the liver

enlarged [t usually is so, reaching, perhaps, two or three
fingers’ breadths below the edge of the ribs, but rarely further
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Sometimes it is slichtly tender as well. Hepatic cirrhosis
the condition from which vou have to diagnose catarrhal
jaundice, and it is not always ea to do so The 1cteru

in such a case. however. is usually but slight, and there 1

a l»xw{vm,u| history Enlargcement of the }Il!l'l} too. 1

the rule in cirrhosis, whereas it is absent in the catarrhal
form

Of the less frequent forms ot jaundice, su h, for example,
as occur in the course of infective processes, of acute yellow
atrophy, and other rare diseases, 1 have not time to speak
in this lecture
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LECTURE

XXVIII

SOME COMMON SYMPTOMS OF
DISEASE IN CHILDREN AND THEIR DIAGNOSTIC
SIGNIFICANCE — Continued
(yENTLEMEN In my la

lecture 1 took up some aspect

of disease in children from what one mav desceribe as the
mptomatic standpoint ; that is t \ [ selecte erta
comn ! mptom and then tri tO 1 1t then
L nii | believe 3T eXCee
mgely imp 1 1 I treat 1 I
1
1O1 LV n |
he hould
{ |
ert vmptol
¢ ! I I | |
li\ I ( I« t a \ ( bl¢
t ep t | the | m pol therefor
1 I p mpton 11 ( me mannel
wnd t ( ! ¢ I r diagnostic value
| shal d t! MIT¢ mptoms relating to the
Jimentar tem

ABDOMINAL PAIN

Abdominal pain 1s a very common mptom 1 children
wnd its cause i1s often difficult to determine. because if there
be, as there often are, no objective signs of disease, vou have

» upon in forming your diagnosis. A child
is unable to tell vou exactly wher the pain i

on, what is its character

very little to g«

s, when it comes

and so forth : and hence you find

lacking in children those guides to diagnosis which are
aro

3!
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W ter pre ent 1n the case of J‘u&‘vil\v"l! pain 1
YISO I'here 1s all the more reason, therefore

hould study carefully what the possible causes of

pain are » that vou may proceed to vour diagno
!w"\ uI ) IS

lhe first thing I would remark about abdominal pain in
xl.xh“:wu] 1s that it may 3y due to cause whi il are outside
the abdomen altogether I would therefore group the first
et of causes as extra-abdominal—that i1s to say, cases 1n
vhich pain is referred to in the vbdomen., although its site
of product m o not reallv lie ][wVi\t“liH!‘llli!\ilAJ\H.\ at
Ul One fairly common example of such an extra-abdominal
cause of pain is spinal caries. The pain of pinal caries,
travelling along the intercostal nerves, is very often referred

by the child to the epigastrium, and the first piece of advice

I would give you is that when pain i complained of in the
epigastrium vou should never omif arefully to examine
the vertebral column torn 11 " diseas Another extra
bdomi ( pa pleurisy. Dryv pleu I8 not
e | | l r the hild ofter
el I | It tnere I'e
et & | | LUIS¢ ( LIt e
{ rf ound because 1t
hen the “ 1 1 f the dryv variet that uthcient
produced t Ve rise te mptom Another P 1hle
e of pain referred to the abdomen, but really due to
yutside it, is hip disease. In a few cases the pain of
f hip disease is referred by the child to the ihiac fossa, and you
i wire apt to be misled, and to think vou are dealing with appen
| dix mischief or something of that sort, when all the time the

eat of the trouble i1s in the hip You mav have to satisty
ourself as to the absence of all these causes before you con
clude that the pain is truly intra abdominal in charactex
Before leaving this part of the subject I should meation that
vbdominal pain seems sometimes to be of rheumatic origin
although it is uncertain whether its seat in such a case be
really intra-abdominal or merely in the abdominal wall
The pain comes on paroxysmally, starting usually below
the costal margin on either side, and lasting for a few
minutes. There may be several such attacks in the course

99
-t
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of the day, and, after lasting for a few days, they may cul
minate in acute rheumatism

Passing now to the causes of abdominal pain which are
due to disease inside the abdominal cavity, 1 would ||H;||I
out that pain of intestinal origin is certainly commoner in
children than pain of gastric origin In other words, any
|mi!> in the abdomen in a child is more |Il\«‘]‘\ to be (i(lt‘ to
something wrong with the intestine than to some disorder
of the stomach. The reason is that children do not often
suffer much from orecaniec diseases of the stomach. Func
tional dyspepsia, I need hardly say, they do suffer from
to a great extent ; but such organic diseases as ulcer or
carcinoma of the stomach children do not exhibit, r\u-]xl

in rare case Now, you know that functional dyspepsia
does not give rise to severe |».|i||1it<.ux~|- discomfort, dis
tension, sensations of sinking, and so on, but not real pain
\\!"\ l-w_u'h| O 1Nt I‘l‘\l Pwﬁl | | vllLl ay that the most
common cause of it is colie, in one or other forn Sucl
intestinal [r";H 15 often very '!Hlirll\t' for the re on that
it mav come on immediately after the takinge of food You
will constantly see children—they are usually about five to
ten vears ol age vho are |r1'rll;1\| with the con \!v‘u‘ilﬂ that
there is pain in the abdomen which comes on immediately
after eating, and vou will -naturally think that the pain

n the stomach itself But

must be due to some condition
vou must not allow vourself to be deceived in that way
because it would seem that the entrance of food into the

stomach ofter XC1tes ||-H~|m'm contractions in the inte
tine, particularly, perhaps, in the colon, which contractions

give rise in certain patients to a pain which is colicky in

character. The most conspicuous example of such excita
tion or peri talsis in the large bowel is found in the case of
lienterie diarrhoea In that condition, : soon as the child
takes food there 18 an immediate tendency for ai action oi
the bowels to occur 'he food has excited a peristaltic

contraction in the colon, and that leads to defecation
Similarly, In certain case the entrance of food into the
stomach gives rise to contractions in the bowel such as

produce colicky pain. Sometimes a very small amount of

food will cause it. [ have even known cases in which the
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taking of a little milk gave rise to severe distress. The pain
may be so severe, for instance, that the child has to rise
from the table and lean against some hard ul»i«‘ﬂ. such as
the back of a chair, in order to get relief. Further, you will
find that in many cases the kind of food that the child eats
does influence the pain, that it is worse after eating hard
and comparatively indigestible foods. 1 suppose that is
because such bodies stimulate the interior of the stomach
much more powerfully than the blander forms of nourish
ment do, and so give rise to more powerful reflex impulses.
At any rate, all these things taken together—the fact that
the pain comes on immediately after eating, and that it is
influenced by the nature of the food—are apt to lead you
into error, and make you think it cannot be pain of intes
tinal origin, but that it must be due to some disorder of the
stomach.,  But 1 advise you not to be so deceived, and to
remember the possibility that you are dealing with a purely
intestinal pain. Another point about these intestinal colicky
pains in children is that they frequently come on when the
child walks quickly Perhaps the commonest circumstance
in which they come on is ?rlil['»\i.’v'_' off to school after break
fast uch a pain is usually referred to the right iliac fossa,
and may be so severe as to necessitate sitting down. 1 do
not pretend to be able to explain why it is that exertion
brings on pain of that sort, but I think most people suffer
occasionally in that way, and must have experienced the
fact that violent exertion, or even hurrying after a meal, is
apt to produce what is popularly called ‘a stitch in the side,’
usually on the right side, in the region of the caecum.
Chronic appendicitis may be a cause of abdominal pain
The position of the pain will draw your attention to its
possible cause. In trying to confirm or exclude this cause
yvou will have to palpate the .m;wluli\ region with special
care, and note whether there is a point of special tenderness
between the umbilicus and the anterior superior spine on
the right side—that is to say, over the site of the appendix.
If youfind there is a tender spot there, and particularly if the
child has recurrent febrile attacks, your suspicion that it is
appendicitis will have been confirmed
Another cause of occasional pain in the intestines un-
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doubtedly is the presence of worms—particularly, 1 think
of round-worms.  Now, it would be a mistake to suppose
that to be a common cause ; still, one does every now and
then meet with cases in which a child has suffered from
intestinal pain, often referred to the region of the umbilicus,
in which relief has only been experienced after the passage
of a round-worin, either by the bowel or by vomiting “And
I think one is bound to conclude that such a cause may
account for the pain, and that the worms have sometimes
acted in the way in which a lump of indigestible food would
act

Passing from these intestinal causes, one has to mention
another possible source of abdominal pain which you are
apt to overlook—namely, pain which is produced in the
urinary tract. By that I mean the pain which arises on
the passage of uric acid or small stones down the ureters
The pain due to this cause may closely simulate intestinal
colic It comes on llIl“_Hlull_\ - it is referred usually, if the
child be able to refer it to any spot, to the lateral region of
the abdomen, and it often passes down into the groin
An X-ray examination of the kidney and ureter and bladder
will often be of great help in such a case

There remains, lastly, for consideration the pain that is
of gastric origin. | will put a query against that on the
board, because I am not certain whether pain of gastri
origin occurs at all in childhood. Still, one does meet with
cases where the results of treatment seem to show that the
pain has been of this nature—cases in which the child
c¢omplained of pain, as a grown-up person does, a short time
after food, perhaps one to two hours afterwards, and where
the pain has been relieved by giving drugs which are directed
to exert either a soothing effect upon the stomach or to
neutralize hyperacidity I had such a case not long ago
in the person '»I a little girl who complained of pain in the
stomach shortly after meals.  Examination revealed nothing
definite, but 1 treated her with carbonate of magnesia, and
the pain at once disappeared. 1 think there is reason to
suppose that such pain is due to the overproduction of acid,
just as may hap |u n in an adult. But I believe such cases
are uncommon in children, and in the majority of them
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vou will be wise to suspect that pain arising soon after meals
is not of gastric but of intestinal origin, and inasmuch as
colicky pains are more common, it is of their treatment that
I wish more particularly to speak to-day

The first thing to be done in dealing with intestinal colic
is to see that the diet is adjusted in such a way as not to
produce much fermentation in the intestine, and you should
therefore see that the food does not contain those ingredients
which tend to produce large quantities of gas—I mean
such articles of food as are rich in cellulose, which is the
source of marsh gas in the intestine. You will therefore
climinate green vegetables, restrict or abolish the consump-
tion of fruits, and limit all the starchy things in general,
whilst you may have to increase the amount of animal food
in the diet so as to compensate for the restrictions in other
directions, and insure that the child is sufficiently nourished.
So much for the dietetic treatment

Now, there is no doubt that some of those cases are aggra
vated, if not actually caused, by chilling of the abdomen
[t is always wise, therefore, to order that the child should
wear a warm flannel abdominal binder. Lastly, you will
have to consider the question of drugs. Many—perhaps
indeed, the majoritv—of these patients suffer from con
stipation.  Even when there is no apparent constipation
it is advisable to begin the treatment by administering
laxatives, and it is well to combine with these such drugs
as belladonna or hyosecyamus, which have the power of
diminishing intestinal spasm. [ have found a combination
of cascara and belladonna in the following form very
useful : Fluid extract of cascara 5 to 10 minims (the dose
|~|-|I|: oraduated according to the condition of the bowel)
tincture of belladonna 5 minims, aromadtic spirits of ammonia
15 minims, syrup of ginger 3 drachm, and peppermint
water to a couple of drachms. The child takes this dose
three or four times a day, after meals. You will find that
the effect of a medicine of that sort is to cause a gentle
laxative action, and, in addition, belladonna tends to pre
vent any uriping. and with some such treatment ¢s that
vou will, in the majority of vour cases, meet with success
Sometimes, however, you will find that the [mill\ |r<'l\i\l m
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spite of all vou can do, and if you are face to face w ith a case
of that sort you may be compelled to fall back upon opium.
Two grains of Dover’s powder night and morning, or
2 grains three times a day if necessary, will be found suffi
cient in most cases to allay the pain. The disadvantage
of opium is its constipating tendency, and the fact lh;! 1t
has often a depressing effect upon the digestion. But it is
curious that where opium is needed, and where it is doing
good, the constipating tendency is often in abeyance. The
opium seems to act in such cases simply by relieving the
irregular peristalsis and spasm of the bowel, and not by
|';lll\il|;_' a cessation of the In‘l'ixi;ll\i\ ;l|ltrj_'(-l||n'l'.

DYSPHAGIA.

[ want now to pass on to speak briefly of another symp-
tom. one which is far less common lll\'l-“,'ll of considerable
interest, and which will sometimes puzzle you and occasion
vou a good deal of trouble in practice ; that is, dysphagia
in children. Difficulty in swallowing is a subject which you
do not read much about in books which deal with diseases
of children, but you will find that it is not a very uncommon

occurrence in little babies and in children up to, though not

often beyond, the age of three. By dysphagia I mean a
difficulty in carrying out the act of swallowing. The mother
will tell you that the child takes a mouthful of milk, and
when it gets to the back of the throat it seems to lodge
there ; the child makes an abortive attempt at deglutition,
but the milk comes back again out of the mouth, very little
going down the throat Your advice is sought as to the
cause of this, and how it is to be put right. The first thing
to do in a case of this sort is to make sure that there is no
mechanical obstruction in the throat The most common
mechanical obstacles are congenital adenoids—which 1 have
repeatedly known to cause difficulty in swallowing (p. 368)

and eleft-palate [ saw not long ago a baby in whom this
symptom was very well marked. For a time it puzzled me.
I examined the throat by rather an indifferent light, and
I thought I saw nothing wrong, and I could not understand
what the difficulty in swallowing was due to. But next
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time the child was brought to me 1 had a better light, and
[ saw that there was a bifid uvula. T have no doubt that
was a sufficient cause for the difficulty in swallowing in this
case.  You will frequently find difficulty in swallowing in
children who suffer from mental deficiency. The act of
swallowing, like most other co-ordinated muscular acts, is
acquired with difficulty by these children, and if you can
see no local cause for the dysphagia you should bear in
mind the possibility that you are dealing with a child who
is mentally defective. In older children you may find
difficulty in swallowing result from paralysis of the palate,
which may be one of the sequelie of diphtheria. It may
also be seen in children in whom the throat is very irritable
and congested, and where there is some enlargement of the
tonsils.  You may find in such a case that as soon as a
crumb or anvthing solid gets into the child’s throat it
excites hawking and retching movements, and the child
cannot swallow it. Some of these cases are exceedingly
troublesome, and I remember one in which the use of purely
liquid food had to be persisted in so long that the child
became rickety [n some cases difficulty in swallowing is
due. 1T believe, to what one must describe as perverseness
on the part of the child, or pure ‘cussedness.” Many
children who are accustomed to the bottle, especially if they
have been allowed to have it too long, very much resent
the transition to solid food, and they show their resentment
by hawking and coughing, and spitting out any solid food
which is given to them. 1 had a case in private the other
day where the mother was very alarmed at this difficulty.
The only plan in such circumstances is firmness, to insist
again and again, no natter how often the food is rejected,
on the child taking 1t. Sometimes vou can overcome the
1|i|'|irll|l_\ by :‘I“ulll;(lll\ increasing the consistence of the
food ; you can begin by thickening milk with farinaceous
material, and get it gradnally thicker, until it is practically
solid. At any rate, T am sure that perseverance in such

cases can alwavs overcome the trouble.
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VOMITING,

I have already considered chronic vomiting as it occurs
in infants in a previous lecture, and would only remind
vou here that you have to distinguish between (1) * physio
logical * vomiting, the automatic rejection of excess of Mmilk,
or what the nurses sometimes call * puking,” the distinctive
feature of which is that it is not attended by loss of weight
(2) the vomiting of pyloric spasm: (3) the vomiting of
indigestion The differential diagnosis of these is fully
considered in Lecture IV

After the period of infancy acute vomiting is much more
often met with than chronic. It may be due (1) to acute
indigestion.  The history of the taking of an excessive or

indigestible meal, or of some special article of food, will

usually keep vou right here. The vomiting of acute in
digestion 15 not |.ww||||mniul byv fever. but in (2) acut
gastritis this many be present Here. again, there will usually

be a history of some noxious substance having been swal
lowed, or of the exposure to cold ; but sometimes yvou will
have difficulty in distinguishing it from (3) symptomatic
vomiting, which sets in at the outset of some acute disease
A\ of the acute specific feyers may be so ushered in,
especially searlet fever, but vomiting is also a very frequent
symptom at the outset of pneumonia Heningitis, again
I8 often |xl“<wlu| by vomiting for a short time before any
other signs develop \ combination of vomiting with a
slow pulse and constipation is very suggestive of it,
b) Acute intestinal obstruction and appendicitis should always
be llrll\l;‘]\! of 1n a case of ~i|t|<||-lw vomiting n-»\|uw‘i.|||‘\ ill
attended by abdominal pain Remember, too, the com
parative trequency of cerebral tumour in childhood, and in
all cases of chronic vomiting examine the optic  dises
Ur@mic vomiting is not common in children. but there is no
harm in examining the urine in an obscure case. Gastric
ulcer and malignant disease, which so often cause vomiting
in the adult, are very rarely met with in childhood
Recurrent attacks of vomiting are sometimes rather
puzzling. They may be due to so-called ¢ bilious attacks,’
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which are closely allied to migraine, and may, indeed,
be accompanied by severe headache Such cases are almost
indistinguishable from the form known as ¢ eyclical vomit-
ing.” This is a form of vomiting met with in nervous
children, and in which the attacks recur at more or less
regular intervals. During the attack the child may be
quite prostrate, and utterly unable to retain anything
even water—on the stomach. The pathology of such
cases is obscure, and it is uncertain whether the nervous
system or the liver plays the chief part in their causation
perhaps both are concerned. In severe cases acetone may
be present in the urine, and the odour of it recognized in
the breath, but whether it is the cause or the consequence
of the vomiting is disputed.

As I have not spoken of such cases before, I may add a
word on their treatment During the attack there is no
use in attempting to give food by the mouth The child
should be kept warm, and a pint of saline solution injected
into the bowel night and morning. In one case the vomit
ing persisted so long that we were driven to agive food I.'\ the
stomach-tube, by which method we succeeded in ogetting a
fair quantity retained, and, I believe, saved the child’s life
Morphia should be given subcutaneously in severe cases to
prevent exhaustion, and stimulants, such as caffeine and
strychnine, used if indications arise.  An attempt should be
made to open the bowels by calomel, but the constipation
during the attack is apt to be extreme, and sometimes even
large enemata are powerless to effect an action. If there be
acetone bodies in the urine, as shown by a port-wine re
action to ferric chloride, bicarbonate of soda should be given
freely, either by the mouth dissolved in iced soda-water,
or, if it cannot be retained that way, by the rectum.

In order to prevent recurrence of attacks the child should
live a quiet, regular, open-air life, all excitement and any
overstrain in lessons being avoided ; sugars, starches, and
milk should be cut down in the diet, and regular aperients
administered, mercurials being specially useful. A judicious
use of the bromides is also of help in very excitable children.

Heematemesis is not commonly met with in children,
for the usual causes of it in the adult—cirrhosis, gastric
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ulcer, and malignant disease—are all very rare in the child
[f, therefore, a child vomits blood there is always a strong
presumption that the blood has been swallowed. In the
case of an infant at the breast the blood may be derived
from a crack in the nipple, and if you are in doubt as to
whether this be really the source try the effect of a bpeast
pump. I have also known the blood come from the sucking
of an inflamed gum during teething. True hematemesis
may occur as a symptom of the hseemorrhagic disease of the
newly-born (see p. 20), and I have also known it take place
during the violent vomiting associated with pyloric spasm,
In such cases, however, it is usually of the grumous or
coffee-grounds variety not pl‘whl»w In older children

haematemesis is ll~||‘|||.\ a \‘\,||||,lu1|| of a blood-state such

as purpura or leukaemia, but occasionally it results from
cirrhosis of the liver, and is then a serious symptom. Very

rarely is it due to uleeration of the stomach

ANOREXIA.

The last symptom I propose to consider with you to-day
is loss of appetite, or anorexia A good appetite is so natural
to a healthy child that any impﬁ'm- nt of 1t at once attracts
the mother’s attention, and children will often be brought
to vou for this and nothing else In little babies loss of
appetite may occur as a temporary matter from anything
which upsets the child’s health. Vaccination and teething
are examples in point In bottle-fed babies the cause may
be monotony in the meals, and the introduction of a little
variety, such as substituting a broth feed fer one of milk,
tll'l'l".l1|n|l!i'w of a little \|1 l]in\ l“wnl to some ot I|H' .w!'lt-\.
may set matters right During the process of weaning,
again, there may be difficulty in getting the child to take
its food, whether the weaning be from the breast or the
bottle Here a little firmness is what is chiefly needed

During the second year of life loss of appetite may occun
in association with chronic catarrh of the bowel, a condition
which I have considered at length in an earlier lecture
(p. 78), and if the child be also rickety, as it often is, may

constitute a serious obstacle to treatment The treatment
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is that of the bowel condition At this age, too, profound
anorexia may precede the development of tuberculosis,
and is therefore a symptom fraught with some anxiety

I[n older children loss of appetite is a common symptom of
chronic dyspepsia, a condition which we studied in detail
in Lecture XIII. It may, however, be of nervous origin
Thus I have known it occur as a manifestation of hysteria,
and only vield to isolation and the threat of the stomach
tube. 1 remember, too, a little boy of about four who
was almost certainly somewhat of a ‘moral imbecile * who
I|.‘!l|‘\ refused to touch any “qlli‘l out of a cup and even
preferred to be fed nasally, yet who would eat solids quite
well. Such a case is difficult to classify. Occasionally,
although very rarely, one meets with refusal of food from
melancholia, just as one does more commonly in grown
up |»;|1in'!w|» | recall such a case in the person of a little
agirl of six who suffered from severe valvular disease, and
who declined to eat ¢ because she did not want to get better
Such an unchildlike attitude. however, is fortunately very
rare at this time of life

As regards the treatment of loss of appetite per se and in
the absence of any organic disease, you should try the usual
alkalies and bitters before meals, along with aperients and
mercurials. If these fail there is nothing to equal change of
air, especially to the seaside, in bringing back the natural
desire for food. This is a remedy which is equally applic

able at all ages
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LECTURE XXIX

SOME MEDICAL ASPECTS OF ADENOID VEGETATIONS
IN INFANCY AND CHILDHOOD

(UENTLEMEN [ wish to direct yvour attention to-day to
ome medical aspects of adenoid vegetations as exhibited
in the case of infants and voung children. [ shall assume
that vou are familiar with the local symptoms whic h are

due to the presendce 01 H]v'\"lll rowth and Uso \\\"l I'H'

hief surgi vi:»mmMu ttions to which they mav give rise
h. for example otitis media and other secondary
uppurative processe ind shall confine my remarks more
those disease which ac mpat adenoid and which
more strictl peaking, come within the cognizance of the

i"' Icran | do not propose to deal at all with the |:z||h
Y f adenoids, because that is at present very ill under
tood, and I can add nothing to what vou alreadyv know

n that a pect of the subject

ADENOIDS IN INFANTS

It will be convenient, T think, to divide the subject, first

of all, into adenoids as occurring in infancy on the one hand,
ind in older children on the other Perhaps it may be a
urprise to some of vou to hear that adenoids occur in
\Ilf‘lr\‘\_ al 1“ |‘:\v1\u|u‘ |..yum,~~ that ‘|1|v!-">|]~ occeur ill
older children.  But I go further. and sav there is reason

to believe that adenoids mav be a congenital abnormality

that is to say, that a child mayv be born into the world with

adenoid growths in its naso-pharynx In order to realize

the symptoms that adenoids may produce in young chiltren,

our best Mll» will be to look at the clinical ||i»~|'rll\ of some
364
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cases which | have had under observation I shall begin

in the first place, with the simplest symptoms to which
adenoids may !i\\' rise 1 oinfand A IFor instance, a child
of five months old was brought to me with a history that it
had been snuffling at the nose and had difficulty in breathing
since the time it was born The LlluM_\. history was pet

fectly good, and there was no suspicion of congenital syphilis
On examination the respiration was laboured, and the lower
interspaces were drawn in during inspiration. The child
had also a markedly adenoid facies. On examining the
naso-pharynx one found quite easily a mass of fibrous
adenoids, and after their removal the child was brought
back with almost complete relief from all its symptoms
That would be one of the simplest cases of adenoids in
infancy, and you will observe that it occurred in a child
as voung as five months. [ have seen another case in a
baby of nine months which was brought on account of
discharge from the nose ‘1|¢4vl!),ill‘iw«| by occasional epis-
taxis. 'This child had also a slight bronchitis, which is a

very common accompaniment of adenoids and marked
vegetation in the naso ';hir‘.ll\ In that 1se. too. the
epistaxis and the other symptoms disappeared after the

Naso ')ll.’!!\l‘\ had been c¢leared out

Another group of cases show, as their chief symptom
cough. A child only two months old was brought to me
on account of a choking cough, which came on in paroxysm
(That is worth noting : it is the typical sort of cough which
is associated with adenoids in the naso-pharynx. On
account of this cough some of the patients with adenoid
are ~|lmw»m| to be suffering from whooping-cough Fur
ther, the cough in this child was invariably accompanied
by the involuntary passage of faeces, owing, | suppose, to
the extreme spasm which it caused. Examination of the
child showed the lungs to be |u~|!t‘<‘!|.\ ||4‘||l||‘\ but the
naso-pharynx was full of adenoid growths

Another baby had snoring respiration, and was only able
to sleep in snatches, out of which he started up in a condi
tion ot p;ll‘?i;" H*'l'l.\ Xia During the day he also suffered
from paroxysms of choking cough, and sweated profusely
about the head, which is another symptom not infrequently
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associated \\H|| ‘\||‘ !utlt! orowths mn mtancy In Y|1| case
also great and immediate relief followed « peration

Another class of case exhibits stridulous breathing as the
"IHA’I characteristic \ baby '!,"I‘I'III month 1‘1|I Wik
brought to me for a ‘cateh in the breath.” which came on
at mtervals during the day and was also presenteduring
’~|H|| The veins of the head and —«‘lhx were distended.
particularly at night, and there were moist sounds in the
lunges I'he child had enlarged tonsils and adenoids |
wll-u,mr'i\ heard that he died »‘I'Hrul_\ a ll.l"\ or two
after 1 saw him, and before operation was performed |
have known that occur in another instance. but in the
majority of cases one finds that the stridulous respiration
is much slighter in degree, and the children after having
been submitted to operation make a good recovery.

Another class of case is that in which the child has diffi-
culty in swallowing. A child sixteen months old wa

brought on account of difficult n swallown this difficulty
having been observed for a long time The trouble wa
found to be greatest in the case of lw"l\\!\ and on that ac

count the child ¢ xperienced difficulty in taking the bottle
wnd had to be fed by means of a spoon, and then the fluid
tended to run down the side of the mouth unless the head
was held very much back [Examination showed that the
tonsils were enlarced. and there was a mass of adenoids in
the naso-pharyvnx 'he throat was operated upon, and
when the child was seen two months later the mother re
ported that there was very great improvement Another
child, three vears and six months old, had the same diffi
culty in swallowing, which dated from an attack of measles
ne yvear previously. The patient suffered also from deaf
ness I'he naso-pharvnx was full of adenoids, and there
was some enlargement of the tonsil That child has been
operated upon, but I do not yet know to what extent the
svmptoms have improved

You will see from a recital of these cases that the symp-
toms of adenoid growths in infancy may be very various
They may be divided into three groups First, there are
those in which the chief complaint is snuffling and nasal

discharge, occasionally accompanied by epistaxi The
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econd group is that in which the chief complaint is dyspneea
often paroxysmal in character, and the breathing is definitely
stridulous, frequently accompanied by attacks of choking
cough. The third group comprises those in which the diffi
culty complained of is associated with swallowing, and
especially with the swallowing of liquids

I'he presence of adenoids in each of these groups may
simulate other medical diseases, and it is on that account
that they are particularly interesting to the physician.  For
instance, where there is nasal discharge, snuffling, and epis
taxis, one has to distinguish between adenoids and con-
genital syphilis. You know that one of the symptoms of
congenital syphilis is snuffling and the discharge of ichorous
fluid from the nose, and there may occasionally be a little
bleeding Under such circumstances it is often difficult to
tell whether the discharge and snuffling are due to congenital
syphilis or to the presence of adenoids in the naso-pharynx.
The only way to settle the matter is to make careful inquiry
into the family history and to look for other signs of con
cenital svphilis besides those in the nose. In addition, |
think the discharee from the nose due to the presence ot
adenoids begins sooner after birth than it does from con
genital syphilis,  You may know that there is a distinet
interval between birth and the appearance of the discharge
of congenital syphilis, and sometimes that interval amounts
to several weeks.,  But the snuffling and discharge from the
presence of adenoids may begin immediately after birth.
You might think that a local examination of the naso
pharynx ought to settle the matter. but, unfortunately, it
is difficult to examine the naso-pharynx of children satis-
factorily. If any of you have tried it you must have noticed
that there is an extremely small space between the soft
palate and the posterior wall of the pharynx in a young
infant, so that you can hardly get your finger up behind the
nose. So one can only infer the presence of adenoids in
them from the symptoms ; one cannot, as is the case with
older children and adults, make certain of it by digital
examination. Anything like posterior rhinoscopy, I need
hardly say, is quite impossible in young infants.

Another medical disease which may be simulated by these
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growths is the condition known as congenital laryngeal
stridor, which I have desceribed to you before (p. 214).  How
the presence of congenital adenoids leads to the stridulou
respiration | am not |»l<'|v.|¥‘4‘|l to say, but there can be no
doubt whatever that congenital adenoids do lead to that,
for not only is it illustrated by the cases 1 have mentioned,
but many other obser vers have re orded a similar condition
lhere was a case reported some time aco in the Lancet®* by
Dr. Eustace Smith, in which the symptoms di appeared
immediately after the removal of the adenoids.

Now we come to the third group those in which l'u-w"cl!‘

difticulty is that of swallowing. These are an interesting
group, as they may lead to serious malnutrition I hawve
SEEN  Case f marked wasting in voung infants brought

about by this difficulty in swallowing milk. The child i
unable to suck the bottle, and has to be fed by the spoon
and that is often found inadequate. The mechanism of
these cases is easy to understand.  When the naso-pharynx
is blocked by a mass of adenoids it is impossible for the
child to breathe through the nose while sucking. He has
only the mouth to both breathe and suck by, and conse
quently, when he is using the mouth for sucking he cannot

be using it for breathing., and gets short of breath. and

thereupon instantly ceases to suck Accordingly, he gives
up the bottle in despair, and all attempts to feed such a
child by the bottle end in failure. Even the feeding by
means of poon in such cases may be difficult, because 1

think the presence of adenoids interferes mechanically with
swallowing-—that is to say, not merely through the respira
1101 but by opposing mechanical 'l|»\l.’u-|¢‘\ to l'\n' act ol
deglutition. One way in which you can imagine that hap
pening is that the mass of adenoids may prevent the eleva
tion of the soft palate into the naso-pharynx, which is
normal occurrence during healthy deglutition. This diffi-
culty in swallowing may sometimes be extremely marked
I remember a case which was brought to this hospital, and

1898, 1., p. 783

See also Lack (Journal of Laryngology, 1898, xiii., p. 303);
Lubet Barbon (Revue des Maladies de U Enfance, 1891, ix., p. 499);

Huber (Archives of Pediatrics, 1894, xi., p. 38) ; .l)|4l"ul|p‘||<] (Journ.
de Méd. de Brurelles, 1888, Ixxxvi., p. 147).
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was under the care of one of my colleagues, in which the
difficulty was so marked that the child could only swallow
when it held its head very far back, like a bird. You have,
perhaps, noticed that when a bird drinks it takes a mouthful
and then holds its head back in order to swallow it. In
the case of this child other children had given it things to
drink so as to have the fun of watching it throw its head
back in order to swallow them That child had a con
siderable growth of adenoids, and the condition Imlml\wl
very much after they were removed

I should add that some writers have described reflex
nervous troubles as the result of adenoids in infancy
A\mongst these are convulsions, tetany, laryngismus, and
vomiting A good example of the first of these has been
deseribed by Dun.* A baby five months old had had con
vulsions for three months, the attacks being at first infre-
quent—once or twice a week—Dbut had increased later on
in spite of treatment until they numbered four or five each
day. No cause for the convulsions could be ascertained,
but there had been occasional slicht nasal discharge, and
the baby snored when laid on his bacl.. The naso-pharynx
was scraped, and the convulsions straightway ceased. That
is a very striking case which it will be well for you to bear
in mind

So much for the oceurrence of adenoids in young infants.
They may lead to symptoms which it may be difficult to
diagnose from those due to other medical diseases, and
they are symptoms which may lead to serious impairment
of health

ADENOIDS IN OLDER CHILDREN.

Now, when we pass to older children we find the condition
s '“"!'A ! .l“;'l (A8 ‘ill'll‘\. =”" ause ill li“” case ‘\"“ can llhl:\"
certain of the existence of adenoids by digital examination.
I need hardly remind you of the enormous frequency of
adenoids in children up to the age of puberty. After that
age they tend to disappear spontaneously. But children

at the period of the second dentition suffer from adenoid

* Brit. Med. Journ., 1903, ii., p. 590.
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growths with great frequency, and the danger is lest one
should take an exaggerated view of the presence of these
growths.  Some of vou who have attended my out-patients
may think I am inclined to overestimate the importance
of adenoids in children and the part whigh they play in
medical diseases, and after the recent pronouncement of
such an eminent specialist as Sir Felix Semon perhaps it
requires some little courage to maintain that adenoids
produce remote or medical effects at all Yet | think no
one can see much of disease in children without being con
vinced of the frequency of suc h a condition, and the fact
that it seems to stand in causal relationship to certain re
mote symptoms in many instances I can only advance
the histories of certain cases in proof of this statement

et
in older children to diseases :[f the re »/uu//u,‘U system because

s consider, first of all, the ll'|.|l|«v||«l|||' of adenoids

it is upon the respiratory system that the consequences of
adenoids most directly fall. Now, the first respiratory
disease which it is important you should recognize as a
common consequence of adenoids is simple bronchitis.
You will frequently have children brought to you with
severe cough, and on examining the lungs vou will find a
few moist sounds at the bases. Such children will be
found to be mouth-breathers and snorers at night It is
not difficult to see how adenoids lead to bronchitis.  What
is the normal function of the nose 72 It has been calculated
that the nose yields up to the inspired air as much as two
quarts of water in twenty-four hours :* it adds that quan
tity of water vapour to the air which we inspire besides
warming it up to the body temperature It has also been
calculated by Sir St. Clair Thomson and Dr. Hewlett that
1,500 micro-organisms are inspired every hour, and that
sometimes this quantity is enorimously  inereased Yet
when you come to examine the mucous membrane of the
trachea vou find that it is practically sterile—that is to
say, the micro-organisms do not get |>n“\wl|«| the outer
passages. Thus it will be seen that the function of the
nose is to moisten the air and to sterilize it, and if the nose
is obstructed, as it is in marked adenoids, these two fune

* Mayvo Collier, Journal of Laryngology, 1901, xvi., p. 21.
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tions are imperfectly performed, and the child is breathing
an unduly dry air, which is, moreover, insufficiently steril-
ized, and the consequence of that may be that the lining
membrane of the tubes gets irritated, and the child develops
bronchitis If you are going to treat a case of bronchitis
of that sort successfully you must first see that the upper
air-passages are rendered patent

Another respiratory condition definitely associated with
adenoids in certain cases is asthma. [ recognize that 1
am here on more dangerous ground, because asthma is one
of those reflex neuroses the occurrence of which is apt to be
exaggerated. [ shall have to mention one or two reflex
neuroses which arise not uncommonly in patients who are
the subject of blockage of the nose or naso-pharynx, and
one of those I certainly think is asthina. Take these two
CASEeS A girl, .‘l;,'wl eicht years, was I»I'HHLL'N tOo me not llrll‘_'
ago with the complaint that she had suffered from asthma
since infancy. On examination the chest was found to be
flat and badly developed, and there were a few moist sounds
at the base of each lung, as well as an extreme development
of adenoids in the naso-pharynx. The adenoids were re-
moved and no other treatment was adopted, and four
months after the operation it was reported that she was
perfectly free from the attacks. Another patient was a
boy of six years and three months, who, since three and a
half years of age, had been treated for asthma, but without
any real benefit. The mother stated that he had a severe
attack of nocturnal dyspnecea lasting for several hours
occurring once a week. He had excessive enlargement of
the tonsils and a large mass of adenoids. He also was
operated upon without the adoption of other treatment.
Three months later the mother reported that he was almost
free from attacks except when he had a cold in his head.
Without mentioning other cases in which there seemed to
be a definite relationship between adenoids and asthma,
those that I have referred to are quite conclusive. I admit
there are cases of asthma and adenoids in which removal
of the adenoids does not seem to cure—that is to say, if you
find adenoids and asthma coexisting you cannot promise
that removal of the adenoids will invariably cure the
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asthma. 1 had a very interesting case illustrating that
point It was that of a child five or six vears of age who
suffered from asthma. He lived in the country, and had
suffered practically all his life from the disease. Unques-
tionably he also had a large mass of aslenoids. He was
brought to the hospital here, and when I saw him 1 recog
nized the presence of these adenoid growths, and I advised

that they should be removed. This was done and he
remained in London several week During that time he
was practically free from attacks. Of course, 1 naturally

concluded that the Ulil‘IJxIHII had cured the asthma, and
he went back to his home in the country I followed the
case up, and 1 found that immediately he got back there
the attacks of asthma recurred T'hi therefore, seemed
to be one of those cases in which the asthma only came on
in certain localities, the child having been born in a locality
which produced it in him. In London he remained free
from attacks. These cases are not infrequent, and you may
be ea ||‘\ nlm‘t'l\v'tl Il.\ Y||< m '”H' nmer |0I-'\4'llu"v! '|ll¢‘llultl~~
does not insure that removal of them will cure the accom
panying asthma

The next system which may be affected ‘»_\ the presence
of ;|1|1'H~Ii|\ IS lllt' alimentary | ’I'Ml' of you \\'IH Ilix\l Seen
much of children’s diseases, especially in the out-patient
department here, must have been struck by the fact that
|u'l||<|||\ the m.ljulll_\ of the cases of adenoids which one sees
in children after the second dentition oceur in those who
are ll‘\ speptic and in those who suffer from that parti ular
form of dyspepsia which | described in an earlier lecture
(Lecture XII1.). It is difficult to be sure of what the rela
tionship is between adenoids and dyspepsia.  Some people

go so far as to say that the constant swallowing into the
stomach of the mucus secreted by the adenoids maintains
a condition of dyspepsia lhe only way of settling the
matter would be to treat some of those cases by putting
the naso-pharynx into a healthy condition, and observing
what the effect was upon the stomach. That I have not
done, but I hope to carry out the treatment on these lines
in other cases, with the view of seeing what the relation is

between the adenoids on the one hand, and the dyspepsia
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on the other. But certaiudy in these cases it is extremely
important to recognize the existence of adenoids because of
the very frequent mistake which is made in regarding them
as cases of pulmonary tuberculosis.

The next system which may be involved in cases in which
adenoids are present is the nervous system, and we have a
large number of cases of nervous disorders associated with,
and I think in many cases causally associated with, adenoids
in the naso-pharynx

To the first group belong cases of general mental dulness
or hebetud That is a condition the name ';ll)l’u»t',\i;l ’
has been applied to it—which implies inability to concen
trate the attention prope I’|‘\ If you go into any of the
>|n~¢'i(\| classes which are formed in the London |‘:|«'!l|1‘t|l;||I\'
\w'}x'»*vl\ for 'LH‘L\\.HWI (]|l|(|l‘t'll. _\<III can '»i(‘lx out at once
a large number of cases which suffer from adenoids. The
way in which adenoids may produce this mental dulness
or backwardness has been much disputed. Some people
have supposed that the adenoids interfere with the proper
return of lymph from the brain. They believe that the
Iymphatics passing from the brain are blocked, and that
therefore the brain is kept bathed in the products of its
own metabolism, and in that way its proper action is inter
fered with. Perhaps that theory is rather far-fetched. A
\illl'llt'l’ view is that the mental dulness in these cases is
due to inability to hear well, that the pupil never properly
hears what the teacher says.  Such children are not, strictly
speaking, deaf ; they hear noises, but they do not adequately
distinguish words, particularly if they are at a little dis-
tance away, and hence they become backward in their class.
Another theory seeking to explain an association between
adenoids and this backward condition is that the brain is
kept constantly in a state of partial asphyxia from the
blood not being sufficiently oxygenated. Whatever the
true cause is, there can be no doubt of the great frequency
with which one finds this general mental dulness associated
with adenoids. In all cases in which you are consulted
about a child who is backward at school examine the naso
pharynx, and at the same time examine the ears.  You will
find in quite a large proportion of them that the interference
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with hearing 1s due to the presence of adenoids, and | can
assure vou. from my own experience, that many of them
have been greatly improved by having the throat cleared
out | have that on the evidence of teachers in those
Nped I.|l classes to \\|l|“|l | ]LI\!‘ l‘t'h'll‘Ml

Another neurosis which may arise from the presence of
adenoids is night terrors. It is not quite so easy in this
case to Q‘\,II‘IIII the association, and the cases are m»ltl]»ll
cated by the fact that in the majority of them there is that
form of dyspepsia which I have already ~|Hv|u n of present
as well It is difficult to assign a proper hare in pre ducing
the night terrors to the \1_\~|--|r~~m and to the adenoids re
pectively, but I have seen cases n which removal of the
adenoids alone produced a great improvement in the night
terrors.  Rey has recorded* the case of a girl who was
operated upon on five successive occasions for adenoids,
and in every case this immediately relieved the night
terrors, which only recurred with the recurrence of the
adenoids themselves. That is a fairly conclusive case 1n
recard to the association of the two Certainly in the
case of any child who comes under your observation with
nicht terrors vou should attend to the state of the naso
pharynx in addition to treating the general health. The
proper way to do this is not to give nerve sedatives, such
as bromides and chloral. The necessary thing is to attend
to the digestive organs, and particularly to give the patients
.‘l‘i"lil'll“‘

Allied to night terrors is another neurosis, namely, noc-
turnal incontinence of urine. That is a condition which
bevond all doubt, is often maintained by the presence of
adenoids. if. indeed, it is not actually caused by them
The first case of this sort that I saw was an instructive
one, that of a boy in a Home in the east of London, who
had suffered from nocturnal incontinence of urine nearly
all his life. He was sent to me by the superintendent of
the Home to see what could be done for him. I found he
was a typical mouth breather, that he snored at night,
and that he had a large mass of adenoids and enlarged tonsils
His throat was operated upon, and almost immediately the

* Jahrbuch f. Kinderheilk., 1897, xlv., p. 316.
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nocturnal incontinence ceased and did not recur. Similar
cases have been recorded in large numbers by various other
writers.  The relation was first pointed out by Major in
1884, and was confirmed by other German writers subse-
quently : and Grionbech has recorded* 23 cases in which
adenoids were operated upon, and of which twelve were
fully cured, five were improved, two were somewhat bene-
fited. three remained as they were, and one was lost sight
ol Huber, in America, foundft that out of 427 cases of
adenoids sixty-one had incontinence, and in thirty-nine
of them removal of the adenoids was followed in twenty
six by complete cure and in eleven by great improvement
So if you have a case of enuresis, certainly adenoids should
be looked for, and if (ln-_\ are found ||Il'_\ should be re
moved

Amongst other and rarer forms of nervous disturbances
to which adenoids may give rise one is defect of speech.
I have seen several cases of adenoids associated with diffi
culty in speech. Usually these cases occur in young chil
dren, and in the majority of them there is reason to suppose
that the adenoids have been congenital. A child of two
vears of age was brought to me because he was unable to
use words at all. He seemed mentally quite bright, and
apparently heard ordinary sounds well enough, and the
only thing which could be found amiss was the presence of
extensive adenoid growths. Operation produced partial
improvement, but one found some time afterwards that
the grow ths had recurred That child has since been oper
ated upon again, and it will be interesting to follow the
case up and see what improvement of speech follows the
I do not know what the difficulty in the speech

operation
it may be that the child does not

is due to in those cases;
hear words spoken by other people sufficiently clearly to
enable him to imitate them

Another minor neurosis which may accompany adenoids
is headache. It is usually frontal, and is probably due to
interference with the proper ventilation of the air sinuses,
Such headache is frequent in adenoids.  Dr. Crowley] went

* Arch. f. Laryngol. und Rhinol., 1895, ii., p. 214.

t Abstract in Medical Review, 1900, iii., p. 182,

: Pediatries, 1897, iii., P 385,
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through a large number of cases, amounting to some hun

dreds, which had been operated upon here, and in 55 per
cent. of them he found there was a history of headache,
which had been cured IA_\ t>|><‘|‘|li<l|| in about 50 per cent,
Vomiting has been recorded as one of the rarer forms of
neurosis, particularly by Breton.* He describes recurrent
vomiting in a child which was cured by removal of adenoids

I have not seen such a case, but the peculiar spasmodic
cough which adenoids give rise to freque MI‘\ ends in reteh

ing, if not in actual vomiting. Torticollis is another and
rarer condition which has been reported to be cured by

the removal of adenoids Gillette records three cases.d
\ still rarer form of neurosis of which I have seen one
('\‘I|I||I|l' H|||>\ which sec IIH"l to be l|ll: to :!«!1‘?!1‘i11~. Is utaxy
or staggering I remember a child. aged three vears, who
was brought to me with the complaint that he was wasting,
had attacks of nose bleeding, and was very backward of
speech, and apparently did not hear well. The child had
excessive adenoids, and the typical adenoid facies, mouth
breathing, and other symptoms. I did not have the throat
Hln‘lJl('ll upon at once Soon afterwards the child deve |H]n‘1]
ataxy, and staggered about as if he were intoxicated. This
ataxy became more marked after the lapse of a few days
until eventually he was hardly able to stand at all. He
was then taken into the hospital, and on examining him
more carefully one found that he had marked indrawing
of the 1_\l|||v.|llit' membranes. There was no sign of cere

bellar diseas« that is ln\-.l‘\ N ll“rl|»iir' neuritis and no vomit

ing, neither was there any complaint of headache. The
case was watched for some time, but did not improve. It
was rather puzzling to know what the ataxy could be due
to, and one thought it worth while to remove the adenoids
on the theory that the indrawing of the tympanic mem
brane was affecting the semicircular canals. You know
that a person with a large quantity of wax in the ear may
suffer from acute staggering, and 1 thought it might be the
same with this child. The adenoids were wrlll]ilrlrl) re

* Rev. mensuelle des Maladies de U Enfance, 18, p. 235
{ Abstract in Pediatrics, 1896, ii., p. 540,
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moved, and then the ears were inflated. TImprovement
began almost at once and continued steadily. The opera-
tion was performed nearly a year ago, and when I saw him
quite recently he was in practically a perfect state of health,
and 1 was told that there had been no tendency to ataxy
since he left the hospital. 1 do not wish to claim that this
was a case of ataxy due to adenoids, but I think it is ver)
suggestive, as the improvement began immediately after
operation

Such, gentlemen, are some of the medical diseases which

IH:ll\ |n‘ ~~l|||l||r||t‘1| or cau v‘1| I,.\ .’H't lu'illa an l l||4- 1||Il \li'lll
is what degree of importance one should attach to the
presence of adenoids in any given case. And here again |
warn you against the dangers of exaggeration I do not
want to say for a moment that all those cases which 1 have
mentioned were directly caused by adenoids, but they were
||| as \lh'|| cases very h"‘(l”l‘“”l\ are, II\MN'/.II//V/ 1" /'/// :H}t'
noids ; and in many of them when you remove the adenoids
the other symptoms disappear. 1t is perfectly true that
you can, in the majority of cases, find a predisposing cause
for the bronchitis, or night terrors, or whatever it is, as
well, yet in many of them one can fairly regard post-nasal
growths as an exciting cause, and if you remove the growths

great improvement follows.

TREATMENT.

Into the technique of the operation for the removal of
adenoids 1 do not propose to enter. But one may say a
word as to when operation is indicated. I do not wish you
to understand that in all cases such as 1 have described if
yvou find adenoids you should proceed to removal at once
I think it is safer, unless the symptoms are extreme, to try
simpler measures first. Mr. Arbuthnot Lane has recom
mended respiratory exercises in the treatment of these con-
ditions, and has said that if one has recourse to them
systematically and persistently operation is in many cases
unnecessary.  Of such a line of treatment I have had little
experience, because in the out-patient department of a
hospital it is almost impossible to get it carried out with
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sufticient thoroughness and persistency to afford a reason
able chance of success.  In ordinary out-patient practice 1

think the best plan is to try, first of all, ordinary cleansing
of the nose Very often one finds that symptoms are not
due merely to the adenoids, but to their producing an ex
cessive seeretion of mucus, which becomes dry and causes
bloekin If vou can remove that, the adenoids of them
«elves may not be sufficient to produce serious symptoms
One of the best things for this is the nasal douche. A
lution of borax (1 drachm to the pint) is a mild and
fairly good solvent of mucus, and this is injected up the
nostril and allowed to run out by the mouth so as to wash
out the nasal cavity In manv cases this has resulted in
a large degree of improvement In anv case, if vou intend
to proceed to operation it is well to submit the patient to
wch treatment before the operation is undertaken. One

¢ likely to get SCPSIS afterwards if one has first taken
the trouble to see that the nasal passages are reasonably
clean

With regard to the operation itself, you must be prepared
occasionally for failure—that is to say. vou must be pre
pared for the possible recurrence of symptoms.  When first
[ directed my attention to this subject, I used to think that
in many of the cases in which the operation seemed to fail
the removal of the adenoids had been incompletely carried
ont But now | think that is probably not correct In
many cases I am certain that the adenoids recurred and
I think one may oo further and S\ that the younger the
child the more likely sach recurrence is to take |t|,|<'<' and
it is often well to prepare the parents for that, and to tell
them that you may require to perform two or three opera
tions before yvou get a satisfactory result It was found by
Dr. Crowley that of the cases operated upon here, quite a
considerable proportion showed recurrence although there
was no reason to suppose that the operation had not been
completely performed.  So if one finds that the symptoms
are not relieved by the first operation it is not fair to
blame the surgeon and allege that he has not done his work
properly

Another cause for apparent failure from operation may be
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that the nasal passages are abnormal There is |m:|x|||'_:
commoner than for adenoids to be associated with some
other cause of blocking in the nose, such as enlargement
of the inferior turbinated bones, or a disordered condition
of the septum, and so on And, of course, vou cannot expect
in these cases that mere removal of obstruction behind will
result in much improvement so long as the anterior obstrue
tion still exists.  So in some of these cases it may be neces
sarv to attend to the state of the anterior nares as well as
to remove the adenoids

Lastly, though in many cases operation may be expected
to cure those cases by itself, vou must never forget to
treat the underlying condition which is so often present
\denoids may certainly be regarded as a symptom of ill
health, and whilst treating the local disease, vou must
attend also to the general condition These children fre
quently want tonics of different sorts, particularly iron
and ”n-_\ also require attention to the stomach Many of
them, too, are much benefited by a change of an In other
words. whilst vou are attending to the exciting cause of
their symptoms yvou must never forget to give attention
also to the predisposing cause, which is usually a delicate

condition in the child
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LECTURE XXX
SOME OF THE COMMONER SKIN DISEASES OF
INFANCY AND CHILDHOOD

GENTLEMEN, —Diseases of the skin are, I am afraid, rather
uninteresting, and in childhood, at all events, they are for
tunately very rarely in any way dangerous to life or even
to health ; but as theiwr treatment will undoubtedly cause
vou a good deal of trouble in practice, I thought it might
be well to devote a lecture to them. [ shall deal with the
subject mainly from the point of view of treatment, for |
can proiess to none of the SPe ialist’s knowledge of the
|ml}lw|* gy ol cutaneous diseases

It has to be recognized at the outset that in children the
skin is peculiarly apt to suffer from disease of one sort or
another, and that for several reasons. In the first |>|;H't', {
is of a softer and more delicate texture than it is in the
adult, and therefore more prone to sulier from the conse
quences of mechanical or chemical irritation.  In the second
place, owing to the relatively larger surface of the child, and
the important part which the skin plays in the regulation of
temperature, it is subject to great fluctuations in its blood
supply, which must predispose it to suffer from inflam
matory processes Thirdly, the vessels of the skin are
.||v|v;|n-||l|\ under less efficient nervous control in l';ll'l.\ life
than they are in the adult, so that diseases of neuro-vascular
origin, such as urticaria, and the erythemata, and reflex
congestions (the result of digestive disorders), occur more
readily than in later life.  Lastly, children are more subject
to the attack of parasites and to the consequences of a lack
of cleanliness than grown-up people, whilst their intimate
contact with each other in school and at their games renders

980
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THE COMMONER

them specially prone to contagion.  If you bear these points
in mind it may help you to take measures to prevent the
development of cutaneous diseases amongst any children
who may be under your care

When you are confronted with any case of skin eruption
in a child, it is well before proceeding any further to ask
‘\nlllw'll three (||It'\1il»ll\ + (1) Is it the i'l‘ll!l!il»ll of one of the
\‘n-(‘ilir fevers ¢ (2) Is it the result of a drug 7 (3) Is it

due to an insect or parasite

SPECIFIC, DRUG, AND PARASITIC RASHES.

1. In answering the first of these questions the ther
mometen hould !~.H|| you richt Be su picious of any
eruption which is accompanied by fever

2. To i pose of the econd question you must imguire

what medicines. if any. the child has been taking Now

almost any drug may, in a child which happens to have an

idiosynerasy to it IHmilhl O1¢ 't of cutaneou \Ihlriil'li
but some are met with more frequently than other Anti
pyrin, for instance illlr14||41‘~AMlY\‘l\llH\ fairly often \

opaiba rash may very closely simulate mea les or scarla
tina, and I have even known it to be accompanied by s0me
pyvrexia ; but, fortunately, copaiba is not often administered
to children. Commonest, perhaps, and certainly the most
serious of all, is a bromide rash In little babies a bromide
rash presents quite distinetive features [t is not—as it i
in the adult—pustular, but consists of curious fl hy papul

sometimes almost caulifower-like, which are scattered dis
cretely over the body, but with a special tendency to afiect
the head and face ‘l'.i;' 6Y) Thev are not in lined to up

ue an indolent course, and when they dis

purate, but pu
appear leave scars behind 'he true cause of such an
a‘l‘l||tl|~|| IS very .||)l to escape recognition

3. As regards the rashes |rlw|\llv|l by insects and para
ites, I would remind vou not to mistake the results of the
flea or other bites for purpura, as I have known done more
than once ”H‘ ‘)ll'\"lll" of a dar ker pun ture in the centre
of each spot in the case of bites should prevent such an
error. Mosquito or midge bites may produce ither puzzling
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ippearances, and, as [ shall have occasion to point out
further on, they may closely simulate an erythema nodosum
Scabies as it affects children I shall refer to later It is
characteristic of all these rashes |tl<n|||~'<'<| by insects and

parasites that they iteh, and in a doubtful case this may be of
dingnostic value

INTERTRIGO,

Perhaps the simplest form of skin disease is that super

ficial form of dermatitis which we |w.||\ of as itertrigo
'he appe wrance of this is too well known to all of vou to need
iny special deseription, but, as its name implic it 1s the
result of a fretting or galling of the skin by some superficial
irritation Such irritation may be brought about by the
( I'e hich case extensive intertrigo may occeur ovel
the parts covered by the napkins, whence it may spread to
the backs of the le ind the heels, from their being drawn
up towards the buttocks during attacks of coli It is also
met with, usually in fat babie from irritation by decom
po ition of the secretion of the skin wherever two cutancous
urface are i contact LS :»r'l\v'iy’r'v |u!‘Hw|Y!|l’¢‘ll nm
the transverse folds of the neck, or, more rarely, in the
exilla
I'he diagnosis of simple intertrigo is not usually a difficult
wmtter. but it is not alwavs easv to tell it when it i confined
to the buttocks and perineum from the rash of congenital
yphili 'he fact, however, that it is limited to those part
vhich are covered b or in contact with. the vu‘.l»,vvw that
O iption on the palm or soles, that the eruption
bhricht red instead of being reddish-brown or coppery,’

along with the vhsence of other evidenc of conegenital

ped 1hie disease houl | |...‘. vou right

In the treatment of intertrigo cleanling is of the first
importance 'he mildest soaps, however, should be used,
ind in some cases it may be advisable to dispense with their
use altogether, and to use oatmeal or bran instead \n
tnt r“” ¢ dustin P wiler " whi h the I'e are now so many
excellent forms on the market, should be applied wherever

) Kkin urtace touch, or they may be ~||\!|I|(| by a
e f linen spre vl with zine ommtment I'he intertri
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which occurs behind the ear is apt to be very resistant to
treatment, and it is often a good plan in such a case to paint
over the affected area a solution of nitrate of silver in sweet
spirits of nitre (16 grains to the ounce). This produces
a little momentary smarting, but its application is soon
followed by a drying up of the oozing surface, and the
formation of a protecting pellicle, under which healing
l‘lll('l\l_\ takes |>|.l¢'«‘

In treating the intertrigo which occurs under the napkin
the first step is to 1ll'|ll'i\(‘ the excreta of their irritating

properties.  You will often find that the baby in such a

case is being overfed, and some reduction in the emount of
frequency of the feeds is necessary The use of starchy
foods, too, must be stopped, for undigested stare h leads to
the formation of acid stools, which are very irritating I
there be any looseness of the bowels, a few grains of aro
matic chalk should be administered two or three times in
the day If the motions are curdy without being loose
small doses of rhubarb and soda may be given instead
Locally great care should be taken to lv.n'n'll the part clean
The napkins should be changed as soon as they are soiled

and dusting powder or zine ointment applied to the affected

I».III'\
ECZEMA
(losely allied to intertrigo. and. indeed metimes arising
out of it, 18 eczema I'he characteristic form in which this

affection manifests itself in childhood 1s eczema of the face
and head. Now, I think you will find that eczema speciall

tends to attack babies of a particular type here is really
quite an extraordinary resemblance between eczematou
bhabi Briefly I mav sav that thev are nearly alwa

well-nourished infant with a fine mooth. white skin

ll‘,,lll! blue eve and fan hai quite an attractive l,lu.- Ol
baby. in fact—which makes their being the vietims of thi
disfiguring complaint all the more pathetic I suppose the
meaning of it s that it is the very fineness of their skin
which makes it subject to the form of catarrh we call
cezema The disease usually begins over the malar bone

and spreads upwards over the scalp, and downwards over
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the rest of the face and upper part of the trunk In its full

blown form it manifests itself by redness and oozing, with

o that when a moist dressing 18 removed
Huid which

much local heat
vou will often find it steaming hot I'he seron
exudes from the surface speedily dries into a vellowish cake
or crust, which may cover the whole scalp and face, and
from which the light blue eyes peer out with a clearness and

brightne which is sharpened by contrast with the loath

ome frame in which they are set,
I have indicated myv belief that the |H4xi\ posing cause

of this form of eczema is the possession by the child of a
tyvpe of kin which 1 |h"l\‘\||‘\ \A-t}'mil" to rritation

but if vou ask me what the exciting cause, the actual starter

of the eczema in these es |l I must confe my wnorance
You will hear it attributed by doctors to some fault in the
diet, and by mothers to * teething \s recards the former
of these opinion I can only 1y that my experience 18 n

in harmony with it In man perhaps the majorit of
uch case the infant is being fed at the breast L I
every wav a well-nourished child who has no digestive
disturbance at all If food doe I'l" iy part in the pro
e I am convinced that it 15 more often the quantity
than the quality of the diet which is at fault, and that i
vou make anv alteration in the feeding, it should be in the
direction of reducing the amount of the feed \s regard

the question of teething, I can only say that, whilst | do

not believe that by itself teething often causes eczema, yvet
there ean be no doubt that e nding the eruption of a t yoth

pt to be a ravated. and to

‘\|I.III('H{ existim cezema |
take on a more angry and inflammatory character | have
een this happen too often in eczematous babies who have
been under treatment in the wards to have any doubt on
the subject In the same way, any disorder of digestion
may intensify an eczema temporarily, and the flushing of
the face after meals which is so familiar a phenomenon in
dyspepsia gives a key to the understanding of how this

may Ill

If the views | ||l\l’l\|||!'——lll be correct vou will not

expect much from generalor internal remedies in the treat
correct any

ment of the eczema of childhood By all means
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error in feeding which you may detect ; if there be constipa
tion, administer saline aperients, and if the motions are ill-
digested and unhealthy, try rhubarb and soda. Such
recommendations are obvious.  There remain three drugs
that are said to be useful. Citrate of potash is often ad
ministered in these cases under some vague i“llil'l‘\\i'l!l
that it is ‘cooling ’ to the blood. I canonly say that I have
tried it fairly diligently, and am not sure that it exerts any
beneficial effect. Guaiacum has been recommended by
Dr. Eustace Smith., It is given in the form of the tincture
in doses of 10 minims three times a day It is said to take
the * fieriness * out of an eczema, but although I have often
intended to try 1t I have never done so yet ()llilliln' 18
said to exert a favourable effect in some case It is given
in doses of |3:I'lill'- for every yeal of the child’s age once a
day Kuquinine—which is tasteless—is the best form in
which to exhibit it

When all is said and done, however, it is upon persistent
local treatment that you must chiefly rely. The first step
is to clear away all débris and get a fair field for yow
remedie Crusts should be removed by the use of boracic
starch poultices® or by soaking with oil. - When softened by
one of these means, they must all be picked off, so that a
bare oozing surface is left. So long as the eczema con
tinues to “ weep’ there is no use in applying ointments, for
they will not stick, and you must depend upon lotion
I use one of three—calamine, lead lotion, or black wash
By such means the inflammation can be kept at bay, and
when it begins to subside, and the eczema assumes a more
scaly form, yvou may start to use ointments, of which the
best, 1 think, is one containing 5 grains each of resorcin and
ieylic acid in an ounce of vaseline. If there be much
tendency to pus formation, it may be better to use dilute
white precipitate ointment first If stronger remedies
cannot be borne, § drachm of oleate of zine in an ounce of

A'vilvl cream torm LLIHHI \‘HIIIHII'_K '||)l)ll~.|llwll '”ll' oint

ment should be applied on strips of linen covered with a

* Prepared by mixing 1 teaspoonful of borie acid and 1 table-
| I

spoonful of cold-water starch to a paste with cold water, then adding
1 pint of boiling water. I'he paste should be spread on cotton,
covered with muslin, and changed often

D)
-t)
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mask provided with eye-holes, and fitting tightly over the
scalp.  In order to prevent aittempts at seratehing, it may |
be necessary at this or any stage of an eczema to apply light
pasteboard splints along the flexor aspects of the arms, so
that the hands cannot reach the head

Care must be taken to protect the face from cold winds
or sun when the child goes out A red veil is useful for
these purposes.  The skin should not be washed with soap,
but bathed with water containing 1 drachm of borax to
lllt‘;’(lll‘\ll

No matter how careful and thorough vour treatment may
be, you must be prepared for relapses, and. what is more,

vou must prepare the mother for them too. I always make

it clear when undertaking the treatment of a case of eczema

in an infant that one must not look for a certain cure, but

that the condition is likely to persist with ups and downs
i) for along time, possibly until all the teeth are cut. You may
:'izih safely promise, however, that it will get well in time, and
}‘ i that it will leave no bad effects or disfigurement behind
R
i |
:'1‘ SEBORRHEIC ECZEMA.
A i
-i, I'he term ‘ seborrheea’ is a bad one—one of the worst in
Wil | dermatology, in fact, which is saying a good deal—for it
i naturally suggests an increased production of sebum, which
“ {| does not really take place It is convenient, however, to
{ retain the term ‘seborrheeic” for that form of eczema met
;’I with on the s «l|r ind forehead and behind the ears, and
’g occasionally also on the upper part of the trunk, which is
b’ characterized. not bv oozing. but by the }IIWIHMIHH of
| greasy, vellowish flakes or scales, which may adhere into a
brittle crust If one removes the scales, the underlying skin
: is found not to be so congested as in ordinary eczema, but
‘ rather of a pinkish tint Seborrhaic eczema is met with
,3 i both in babies and in older children, and in the former it
3,‘ often forms a greasy AL How Ivll\l‘l‘ on the top of the head
| which the mother is afraid to remove for fear of injuring the
‘. fontanell Here, again, the first step in treatment is to
! i remove the scales or erust.  When this has been done (in
"’ the way already described for ordinary eczema ) an ointment
t
s
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consisting of 10 grains each of salicylic acid and sulphur,
with 1 drachm of oxide of zine, in an ounce of vaseline,
should be well rubbed in. You will find that it is more
amenable to treatment than ordinary eczema

IMPETIGO.

Impetigo contagiosa is a frequent affection of the skin in
childhood [t is commonest in children of school age, and,
as the name il|||||i|'~ I8 \‘“II\A“\'WI from one to the other l).\
direct contact, being due, as you know, to local infection
with pyogenic organism It most commonly affects the
face, especially in the neighbourhood of the mouth, and you
may easily recognize it by the yellow crusts, which have a
curious look of having been stuck on artificially. Its treat-
ment is as simple as it is satisfactory You have merely to
remove all the crusts in the same way as you do in eczema
and then to rub into the raw surface which is left a little
weak Jll!i\t‘llli(' omtment There is nothing better than
white precipitate—>5 grains to the ounce—of which a litile
should be well rubbed in frequently throughout the day.
Under this plan the disease quickly disappears

URTICARIA.

Nettle-rash, in one form or another, is one of the com-
monest of the minor ailments met with in the nursery, and
evervone who has ever been stung by a nettle is familia
with the appearance which it presents in its simplest and
uncomplicated form. Often, however, one finds that upon
the top of the wheal there arises a |);||»ll]¢- which |u‘l\|~\l\
after the subsidence of the original eruption, and to this
form the term lichen urticatus is applied. The term is
justified, for the papules so formed have the typical flat,
polished-looking apex characteristic of the papules of lichen,
Sometimes little vesicles form on the top of them, and
these may even go on to form pustules. Add to these
some scattered wheals and the secondary lesions and infec-
tions which result from seratching, and you will readily
understand that in its fully-developed form lichen urticatus
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may IHI“"III rather a (ul|l|l‘l~.|(u| ]\il ture Now, there is
another disease which may present an exactly similar pic-
ture, and that is scabies. For my own part, I confess my
inability—in many cases, at least—to diagnose lichen
urticatus from scabies mere [.\ Iv'\ ]'u'l\illj_' at 1t. For you
must remember that scabies as it occurs in children has by
no means the characteristic distribution which it manifests
in the adult : on the conta iy it is often <|lti1|‘ a generalized
eruption. In addition to this, both lichen urticatus and

{

cables caus oreat ll\llill‘_’, ( ~|nl|»||\ at lu'_‘!nl o that the

mimicry of the one by the other is almost complete.  How
then, are you to distinguish between them By attention
to two point Lichen urticatus is a disease of much longer
duration than scabie the life-history of the former covers
months or vears. that of the !l:!-wf'_'\ or week ,\nwrlu‘;l_h
scabies rarely affects but one child in a family, for before
long another is almost sure to become infected.  Should you

till be in doubt, the therapeutic test will settle the point.
Under a few sulphur baths (1 ounce of potassa sulphurata
to 7 gallons of warm water), or the inunction of weak
ulphur ointment (equal parts of sulphur and zine oint
ments), or the application of equal parts of balsam of Peru
and glycerine, scabies will quickly disappear ; lichen urti
catus will not

[his leads me to speak of the treatment of nettle-rash in

eneral, and at the outset 1 would remark that this is by no
neans an ea matter Only too often you will find that
the disease persists, with longer or shorter intermission

for a long time, although, like cczema, it tends to disappean

pontancously about the end of the third year of life |

would advise you not to listen too re HH!“\ to those who say
that nettle-rash is alwavs due to some disorder of digestion
Just in the case of eczema 0 here 1 have often found

that there is really nothing to eriticize in the food that is
agiven or in the way in which it is digested although 1
vdmit that in a few cases improvement will result from the
use of the same general measures and internal remedies as
were recommended ineczema \perient rhubarb and soda,
QUL and ichthyol, all have then |v|.u< but, on the
whole, you have to depend chi ”.\l'IlI"l.llll«."IH-nl Non
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is this at all sure to be successful ; often all that you can do
is to relieve itching, and it is not alway pe ssible to effect
even that Avoidance of lhinj_'\- which irritate the skin is
of the first importance. Warm baths, for instance, may
have to be interdicted, and in these cases at least the gener
ally salutary rule of ¢ flannel next the skin” must be broken
Silk is the best material for the under-garments and night

dress., or. if silk be too ¢ Xpensive linen Byv attention to thi
||Hil|1 [ have sometimes cured cases in which all the ordinary
remedies have been tried in vain. For the relief of itching
many J"!l“‘,l'i"l\ have been recommended The following

omtment is often efheaciou

1.41
vphithol

Zinei oxidi 2

I'n mmplhici

This must be rubbed in all over the body at night On the
whole, however, there is nothing better than tar (equal part
of tar ointment and diachvlon ointment), the onlyv drawback
to which is that it is dirty \ tar lotion (lig loiti carboni
1 drachm to a pint of water) is cleaner, but not, I think
quite so efficaciou \ weak carbolie lotion (1 in 40 e
times answers, but T am always rather chary of applying
mHIn“‘M' 1( hl ovel lm!“v irea ilr VOl ,|m|-|‘1' N

It mav also form an ingredient of other lotion as, for
l\>l\||l|1

\cidi earbol
Calamin, prep
Cret. prep i

Glyeerin i
\quam ad Fvi
I'o be painted on at night after washing with a menthol soap

By the use of such means as these yvou may at least hope
to alleviate the worst vmptom of the disease. but more
than this it is often not in one’s power to do.  When all else
has failed, however, never omit to try the effect of a change
of air, which will often succeed—temporarily, at least

when local applications prove of no wvail
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ERYTHEMATA.

Putting aside the purely fugitive forms, erythemata tend
to occeur r\|u‘<-|‘|||v\ after the 'N'Iiw] of illl.mrl\. and you
should always suspect an association of them with rheu
matism. The commonest form is erythema nodosum, which
oceurs, as you know, chiefly on the legs, but occasionally on
the arms as well, in the form of roundish, raised, and slightly
tender blotches of a purplish colour, passing as they fade
awayv through all the colours of a bruise The only thing
for which you may mistake it is the eruption which result
from the bites of mosquitoes (met with even in this ¢ untry)
which mav simulate a local outbreak of ervthema nodosum
very closely indeed If vou are aware of this source of
fallacy, however, vou are not likely to be misled by it

'he other form of ervthema (rheumatic erythema, or
peliosis rheumatica) is met with in the neighbourhood of
a joint (which is usually rather swollen and tender). and
forms a large area, dusky red and rather hot, with more or
less haemorrhagie exudation. 1t is much rarer than ery
thema nodosum, and is accompanied by more constitutional
disturbance In the treatment of both forms the only thing
to be done is to put the child-in bed If vou do this, the
eruption very quickly fades. Salicylates may be given, but
more as a preventive of other rheumatic manifestations
than for the ervthema itself, for I doubt very much whether
the skin eruption is in any wayv affected by their admini

fration
SWEAT RASHES

tashes from excessive sweating are often met with in
babies who are rather overclad, and « pecially, of course
in hot weather [ think their commonest distribution is
over the base of the neck and upper part of the front of the
hest.  They consist of tiny vesicles (sudamina), often upon

a basis of intertrigo.  Sometimes they go on to form minute

pustules, and when inflamed the eruption is spoken of by
some writers as ‘strophulus’; but as this term is also used

by some to mean lichen urticatus, it is ambiguous, and is
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best avoided. The treatment of a sweat rash is the same
as the local treatment of intertrigo

Of psoriasis, which is certainly a fairly common skin
disease inchildren, 1 do not propose to speak, for its manage
ment differs in no respect from that of the same discase as
met with in adults.  Nor shall T say anything of ringworm
or alopecia, for 1 have nothing to add to what you will

already find on these subjects in any text-book
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