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Founded on the ezpenence af 7 000 cases

In the second visceral cleft is: developed an. almost complete circle ‘of
lymphmd tissue. *On each side of the pharyn\ is the faucial tonsil, at
the base of the tongue and anterior to the epiglottis is'the lingual tonsil,
above and behind the soft palate is the pharyngeal tonsil commonly
known. as “adenoids,” and at the pharyngeal orifice of the Eustachian
tube is a considerable mass of lymphoid tissue known as the “tube
tonsil ” of Gerlach. The faucial ‘tonsils or what are: commonly known
ag.the  tonsils * begin to develop during the fourth month of embryomc‘
life, and. at:birth they are histologically complete. - Their size mcreases-"
until the age of three or four years, then normally they: begm to’ atro-;_
Phy, and this goes on till about the age of puberty when they are nearly ?
completely gone. v -

The palatoglossus muscle, wlneh forms the antenor pxllar of the fauces,‘.
unites above in the soft palate with the pa]ato-pharyngeus muscle wlnch
forms. the: postenor pillar of the fauces, and at the angle of meeting: of:
these two- arches the' supratonsillar recess is formed. . In this. second:
branchial cleft lymphmd tlssue develops from cells of the hypoblastlc,
layer of the embryo. .

At the junction of the foregut with the stomatodseum, that is the
pharynx with the mouth cavity, a considerable constriction takes Place.
There are two folds of mucous membrane here that deserve special men-

“tion. One fold stretches across between the two pillars of the fauces just.
beneath the soft palate, and on account of its shape has been called the-
plica semilunaris. This fold forms the inner boundary, of: the supra-
tonsillar recess. The. other foid stretches across from about the-lower

Read before ‘the Section on Eye, BEar, Nose and Throat of the Canadian
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half of the anterior pillar of the fauces to the most prominent part of
the tonsil and this has been called the plica friangularis.' If these two
plice are well developed the tonsil may be almost completely hidden.
"The lingual tonsil is produced by a proliferation of lymphmd tissue from
‘an accessory nodule at the base of the faucial tonsil.

Now from slight developmental peculiarities different clinical varieties
of tonsils may be described. : -

(a) The imbedded tonsil. This is the normal type of tonsil in a child
up to the age of three or four years. Looking into the throat you can
scarccly see any tonsillar tissue, but on making the child reteh, two glo-
bular masses come out below the soft palate and nearly touch in the
middle line. This type of tensil is hidden by the anterior pillar of fauces
and by the two plice, namely semilunaris and triangularis.

(b) Sessile or flat tonsil is the normal type of tonsil found in middle
life. If the tonsillar tissue of the young child is not subject to much
inflammation it begins to atrophy after about the fourth year of life, so
all that remains in middle life of the large tonsillar mass of the child is
a few scattered masses of lymphoid tissue.

(¢) If, however, the tonsils are subject to considerable inflammation
after the fourth year of life, they enlarge instead of atrophying and this
may go on until adult life. This inflammatory enlargement produces
what is known as the prominent tonsil. It is due to a proliferation of
the lymphoid tissue at the outlet of the tonsillar sac. These tonsils are
easily seen when looking into a patlent ] thloat They stand out as if
they were on a pedicle.

‘(d) Another type of tonsil is where the lmgual prolongation is very
well marked. The iaucml and lingual tonsils seem to be one continuous
mass of lymphoid tissue.

Anatony :—The tonsils are masses of lymphoxd tissue pamall_{ sur-,
rounded by a capsule and situated between the pillars of the fauces. I'he
capsule is absent on the pharyngeal surface of the gland. Areolar tissue
separates the capsule from the Superior Constrictor muscle of the
pharynx. The pharyngeal surface of the tonsil is perforated by a num-
ber of orifices which lead into the tomsillar crypts. ‘These crypts vary in
number from eight to twenty. They are usually sepurate and pass com-
pletely down through the tonsillar tissue to the capsule. Rather more
than half these crypts open in towards the pharyngeal isthmus, but the
remaining ones open into the supratonsillar recess. If the plica semi-
lunaris is well developed it is very difficult for this cryptic secretion to
get free from the supratonsillar recess. Tonsillar calculi occasionally
form from this retained material. Quinsies are also [requent in such
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cases. In some cases the supratonsillar recess extends down on'the ex-
ternal surface of the tonsil into the areolar space between the tonsil and ‘
the Superior Constrictor musecle of the pharynx.

Blood Supply :—The tonsils are well supplied with blood. The chief
arteries are the tonsillar branch of the facial artery and the dorsalis
linguee of the lingual artery. Less important arteries are the ascending
palatine from the facial, the ascending pharyngeal from the External
Carotid artery and the descending palatine from the Internal Maxil-
lary artery. The nearest large artery to the tonsil is the facial ar-
tery. The Internal Carotid artery is fully three-quarters of an inch
distant from the tonsillar capsule.

The venous blood from the tonsil is returned into a venous plexus
situated just external to the tonsil. This blood in turn goes into the
pharyngeal plexus of veins, and hence into the Interior Jugular.

The nerve supply to the tonsil is not very free. A special tonsillar
twig comes from the glosso-pharyngeal nerve, unites with the pharyn-
geal plexus, and from this the circulus tonsillaris is formed. This sup-
plies the mucous membrane covering the tonsil, the adjacent part of the
soft palate and the pillars of the fauces.

The lymphatics of the tonsil are very important. The efferents from
the tonsil pass to the submaxillary group of glands. From there some
lymph goes to the superficial lymph glands around the External Jugular
vein, but the most of it goes to the deep lymphatic glands around the
Internal Jugular vein. The lymphatics from the adenoid tissue in the
nasopharynx go to the upper deep cervical set of glands. So in both
cases the lymph eventually gets into the lymph glands along the Internal
Jugular vein. 1f septic absorption then takes place from the tonsil, the
glands at the angle of the jaw and down the neck soon become enlarged
and tender to the touch. It has been demonstrated that if a sterilized
emulsion of black pigment be injected into the tonmsillar tissue, it
can afterwards be traced into the lymphatic glands along the lateral wall
of the pharynx, hyoid bone, Jarynx and along the deep vessels of the
neck. It can be found in the bronchjal and mediastinal glands.

Physiology :—No definite functlon has yet been satisfaciorily proven
for the tonsils and adenoid glowths in the naso-pharynx. However,
there are several facts in connection with their life-history that are very
suggestive. The tonsils begin to develop during the fourth month of
foetal life, which would sug«rest that their function is not a very vital one..
Tonsils and adenoids may be completely removed from a child three or
four years old, and the system knows no harm. Even nature tends fo
remove this lymphoid tissue by a slow process of atrophy, beginning
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about the end of the third year, and finishing about the age of puberty.
S0 whatever their function may be it is confined to the first few years

-of life. The position of the tonsil is full of significance. Placed as it is

at the entrance to the respiratory and digestive systems, it must be there
for some reason. It-is a well known fact that young children tend to
put everything in their mouth that they get their hands on, and also that
they have a total disregard for bad odors and poisonous gases. Nature
then to protect the life of the young has placed a ring of lymphoid tissue
at the entrance to the body to absorb poisonous gases and destroy harm-
ful organisms. As the child grows older, intelligence increases, and so
there is not the same necessity for this Iymphoid tissue in the throat and
so it disappears. The scientific world to-day is very much interested in

. immunity, and the tonsils have been investigated along this line. The

tonsillar erypts have been likened to culture tubes, the mucus they con-
tain to culture medium, and from their very position they are always
exposed to many different kinds of bacteria. So by a biochemical pro-
cess antibodies, ete., are produced and so immunity. Naturally it is in
early life that immunity from different diseases is required. So after
this function is fulfilled they disappear. Of course immunity is only a
relative term. Why some people take many infective diseases and others
do not we cannot say. This immunity theory makes a nice picture, but
there is not sufficient proof yet to accept it. :

Many other functions have been attributed to the tonsils. One, that
they produce an internal secretion like ductless glands, another thzit they
aid in salivary digestion. By others they are considered to be a rrreat
source of the leucocytes in the young. '

Indications for ihe removal of tonsils.

(a) Local Conditions:—Occasionally, apparently healthy tonsils re-
quire to be removed only on account of their enormous size. . "Lheir pre-.
sence interferes with respiration and deglutition to such an extent as to
be 2 serious hindrance to health, and even life itself. I once saw a child
of four years old brought to the Hospital cyanosed and in great respira-
tory distress. The only thing that was found wrong was enormously en--
larged tonsils and adenoids. They were immediately removed, no anzs-
thetic being given. Within a very short time the child was a good color
and quite happy. Often children with cnlarged tonsils make a peculiar
noise when eating; this is relieved by removing the tonsils.

Frequent attacks of tonsillitis are an 'indication of unlealthy tonsils.
The erypts become filled with septic material and quinsy or some variety
of tonsillitis occasionally develops. Diseased crypts keep up a chronie
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inflammation of the tonsils as indicated by a continual achin ‘pam in
the throat, or an occasional sharp shooting pain up towards the ear. In
these cases the breath is usually oﬂ'ensxve. -

The organisms usually found in diseased erypts are staphylococcus,
streptococcus and occasionally the pneumococcus. Tubercular uleeration
of the tonsillar tissue is very rare, and when present is usually associated
with phthisis. Some authorities state that tubercle bacilli and giant cells
can be demonstrated in from 4 to 10 per cent. of all tonsils removed.

(a) Constitutional Conditions:—The close relationship between ton-
sillitis, rheumatism, chorea and endocarditis has been well known for
many years, but it is only recently that the close relation between
rheumatism and arthritis has been proven to be associated with septic
tonsils. This can best be demonstrated in young adults and people in
middle life. ‘They come complaining of considerable pain about the
tonsils, offensive breath, and rheumatic pains all over the body, parti-
cularly in the larger joints, such as the knee and shoulder. On investi-
.gating the tonsils you find they .are not large, but in the erypis is an
offensive cheesy material, especially the crypts that open into the supra-
tonsillar recess. These tonsils are inflamed and fibrous when probed.
Completely remove these tonsils by enucleation and in a short time the
patient will tell you that the rheumatism has disappeared. From this
one sees that a diseased tonsil is a portal to systemic infection. On oper-
ating on such tonsils they must be entirely removed. Slicing off a piece
of the tonsil with a guillotine is worse than useless, for by so doing you
remove considerable normal epithelium and only a small portion of the
tonsillar crypts which are the foei of infection.

The close relationship between tuberculosis and diseased tomsils has
'Iono- been established. TFrequently have I noted in strumous ansmic
children with enlarged glands in their neck that their tonsils are large,
soft and the crypts full of a caseous material. Undoubtedly the glands
-in the neck were. infected by way of the ionsils. It is good practice to
advise the removal of 2ll diseased tonsils whether they are large or small,
and particularly should this be done where there is a family tendency to
tuberculosis.

Ezanthemalous F Fevers:—Children with enlarged tonsils and adenoids
‘are very prone to contract scarlet fever and diphtheria, if they are ex-
posed to the specific virus. It is reasonable to suppose that infection
takes place through some fissure in the tonsillar epithelium. So the
larger and the more diseased.the tonsils are the more likely is this in-
dividual to take these infectious diseases if exposed to them; acute sup-
puration of the middle ear is almost sure to occur during the course of
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these diseases if the child has enlarged tonsils and adenoids. Also the
patient’s chance of ultimate recovery from a bad attack of either scarlet
fever or diphtheria is much lessened by the presence of enlarged tonsils
&nd adenoids. The respiratory system is handicapped from the very
beginning. So children who are likely to he exposed to infectious fevers
should have their throats cleared out early. ‘

Nocturnal Incontinence:—An increased amount of adenoid tissue has
been associated with enuresis of children almost since the dlscovery of
these post-nasal growths. It seems to be one of these things that text-
books copy from one another. - True, children troubled with nocturnal
incontinence occasionally have adenoids, but the removal of these frrowths
rarely, or I may say never, cures the enuresis.

It has lately been pointed out that thyroid extract in small doses is
very effectual in curing this pernicious habit.

EBar Conditions :—No treatment for chronic suppuration of the middle
ear is likelr to cffect a permanent cure if there are present in the case
enlarged tonrils and adenoids. The pharyngeal orifice of the Fustachian
tube is continually kept swollen and congested by the adjacent adenoid
tissue. Even if there are enlarged tonsils and no adenoids, the enlarged
tonsils push the posterior pillar of the fauces backwards and so up against
the region of the Eustachian tube. This is particularly the case if the
tonsils are imbedded.

Chronic middle ear catarrh is much relieved by the removal of en-
larged tonsils and adenoids. This lessens the tendency to rhinitis and
colds in the head and o lessens tubal congestion. Chronic otalgia is a
symptom that many children with enlarged tonsils and adenoids com-
plain of. It is mearly always relieved by clearing out the throat of the
lymphoid tissue.

Children suffering from adenoids are mouth-breathers. ‘They snore
during sleep or at least breathe heavily. They have a chronic rhinitis
with frequent acute exacerbations as evidenced by a copious watery nasal
discharge. These patients are slightly deaf, but this symptom is marked
when the patient has an acute cold in the head. The ear drums on
examination are an®mic and indrawn.

To positively diagnose adenoid vegetations it is necessary to either
see or feel them. It is usually impossible to see them under 6 years of
age. However, over this age, by tactful management of the child, it can
usually be accomplished, a post-nasal mirror being used. To make a
digital examination, the patient should sit on a stool or low chair. The
surgeon stands by the right side of the patient, and the nurse should
hold the hands of the patient. The child is asked to open the mouth
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: '

widely and the left fore-finger of the surgeon presses the cheek, between
the teeth. The right index finger is quickly passed in the mouth to the
posterior pharyngeal wall and then up behind the soft palate. Feel first
for the posterior border of the septum nasi, and the posterior choanzw,
one on either side of it. Next pass the finger upwards, backwards and
laterally. The amount of adenoid tissue can be estimated in this way.
The fossz of Rosenmiiller should be explored at the same time. A little
bleeding often follows the examination, and is in proportion to the
" amount of trauma used, and the amount of adenoid tissue present.

Neglected tonsils and adenoids produce very serious results. Examine
a marked case in a child say about 12 years of age. If is a pitiable sight.
The child that might have been mentally and physically well-developed
has the appeaance iof an idiot. The child goes about with an open
mouth, listless expression and is dull of hearing. The face is pale, long
and narrow. On closer examination considerable facial deformity may
be recognized.  The upper alveolar arch is V-shaped instead of the
normal U-shaped arch. The hard palate is high and narrow. When the
mouth is closed the upper incisor teeth project in front of the lower ones
about half an inch so that a finger might be placed between the teeth and
not injured even when the molar teeth are tightly closed. Such a condition
has been termed open-bite. Adults with enlarged tonsils usually have no
adenoids. 'The chest presents a transverse constriction known as Har-
rison’s sulcus, and the sternum is very prominent, producing what is
known as pigeon-breast. These chest conditions are produced by nasal
breathing during sleep, and are more marked when the tonsils are en-
larged as well as the adenoid tissue in the naso-pharynx At an early
period in life the ribs are soft and pliable.

Operation.—Removal of tonsils and adenoids.

It is a difficult operation to do properly. The field of operation being
so hidden from view, the laity are compelled to judge the thoroughness
of the operation by the amount of blood produced. Occasionally a
mother will venture an opinion that one tonsil is yet a little large or that
the child still snores. The doctor dispels her fears by telling her the
tonsil will soon disperse or the snoring now is only a habit and will
soon go.

As. the operation is not one of emergency, due preparatmn should be
made for the angsthetic, and for the sterilization of the instruments used
Probably no operation in surgery has so frequently ended in disaster as
this one. The combination of anzsthetic and blood in the throat makes
it so serious. The surgeon and the anmsthetist must both be very much
on the alert during the short space of time of the operation. The pa-
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tient’s throat should always be inspected immediately before operation,
and the temperature taken if you are suspicious of fever. '‘Although you
may have seen the child two or three days previously and arranged the
operation for a fixed time, yet the child may have contracted diphtheria,
scarlet fever or measles in the meantime. Make it the exception to
operate if the temperature is over 99°.

Anesthetic:—The patient should have a purgative the previous night.
A child may have compound liquorice powder and an adult a cathartic,
pill containing a grain of calomel. "

This is the operation par excellence where surgeon and ansesthetist
should know how to work together. In no operation can the anmsthetist
be more useful to the surgeon than this one. For this reason the surgeon
-always prefers to have the same anmsthetist. For the removal of adenoids
alone, any anssthetic that will produce anssthesia for about one and a
half minutes is all that is necessary. Gas or gas and oxygen does nicely,
_ or chloroform and ether, equal part by weight. For the double operation,
that is the removal of tonsils and adenoids, a much longer anwmthesia is
needed. I prefer a mixture of chloroform and ether, equal parts by
weight. As ether by the open drop method is so safe, and produces no
congestion of the veins of the head and neck, no doubt it will be used a
great deal in the future. One disadvantage of it, is the length of time
to produce anesthesia. Whatever anwmsthetic is selected, you obtain a
considerably longer period of anwmsthesia if you continue to keep the
patient “under way ” for three or four minutes before beginning the
operation. Ethyl chloride for this operation is not good. It is-unsafe,
and also congests the veins of the head and neck. Although I have never
seen a death with it, yet it often gives a good deal of trouble.

Local Anasthetic:—Used chiefly for adults. By it tonsils can be re-
moved with very little discomfort to the patient. However, if the patient
is very mervous a general anaesthetic is preferred. I prefer to remove
both tonsils at the same sitting. Frequent operations under local anzs-
thetics are not to be advised in nose and throat work.

Swab the tonsils, pillars of the fauces, soft palate and posterior pharyn-
geal wall with 20 per cent. cocaine solution. Warn the patient not fo
swallow any of the solution. A patient can stand a great deal of cocaine
without any ill effects, if none is swallowed. The thorough cocainization
of the pharynx and soft palate prevents the patient from coughing and
retching during the operation.

Then inject with a special syringe 30 to 40 minims of a 1 per cent.
solution of cocaine hydrochloride for each tonsil. Inject 10 minims
under the mucous membrane in four different areas. These areas being
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the middle of the anterior pillar, the upper part of the anterior pillar on
a level with the base of the uvula, the middle of the posterior pillar and
higi: up between the two pillars in the supratonsillar recess.

The same amount of a 3 per cent. solution of the lactate of cocaine
may be used. It is less toxic, and also less effectual in relieving pain.
‘A useful combination to inject is 30 minims of the following solution :—

T. Rx. Cocaine Mur. ... ... ... ... ... ... 40 grains.
Atropine Sulph. ... ... ... ... ... ... ... 1-3 grain.

Resorein ... ... .eo.iev evn v ou vow ... 1 drachm.
Glycerine ... ... ... vev cit evn eer vun o.. 4 drachms.
Carbolic acid ... -iv «. vve cev wur .l ... 5 grains.

Listerine ... ... «e. «ve vve vee evu vuv ... 4 drachms.
Aqua Destillata ad.. .. .. .. .. .. .. .. .. 8 ounces.

The Technique of the Operation.

Treat the tonsils the same as you would treat diseased lymphatic
glands in other regions of the body, and when operating on them remove
them entirely. The day for the tonsillotome is nearly over, except in
special cases; I would not advise the use of the tonsillotome in a patient
over 14 years of age. Slicing a piece off the tonsil is very bad practice.
Every operator who has done many of these operations has his own fixed
ideas about instruments to be used, and the position of the patient during
the operation. Our aim should be to completely remove both tonsils and
adenoids with the least possible danger to our patient. Anything that
increases the length of the operation increases the danger. Too many
instruments are a nuisance. After trying every possible variety of
operation, I will now deseribe more or less in detail what I consider the
best method in each particular case.

" Operation for Adenoids Only:—Patient on the back and in a hori-
_zontal position. The instrument I like is a caged curette, St. Clair
Thomson’s modification of Delstanche’s. They are made in four sizes,
each a different width, and by sclecting the proper width for different
ages you are always able to just pass the orifices of the Eustachian tubes
without injuring them. Ome sweep in the central line will remove the
main mass of the adenoid tissue, and with the caged curette the growth
is at the same time removed from the throat, and prevents its being
swallowed or going down into the larynx. ‘The patient should then be
immediately turned on the right side to allow the blood to run out of the
mouthy and now the operator should introduce his finger into the naso-
pharynx. If adenoid tissue is left in the fossee of Rosenmiiller, it is
easily removed by Lowenberg’s bullet pointed forceps. Tieman, of New
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York, makes a very nice-shaped one, with a curve that allows it to pass
behind the palate. Any lateral curetting in the naso-pharynx is dan-
gerous and unnecessary. By removing the central mass and what is in
the fosse of Rosenmiiller the small amount of lymphoid tissue that is
around the orifice of the Eustachian tube will atrophy on account of its
blood supply being greatly reduced.

Removal of Tonsils and Adenoids—The patient is under a general
anesthetic and in the horizontal position with the head slightly lower
than the rest of the body. It is an advantage to have a small flat sand
pillow under the shoulders. Now if the tonsils are prominent and the
pillars of the fauces not adherent to the tonsils, I would remove the
adenoids first, the patient being on the back, then immediately turn the
patient on the right side and remove the tonsils by feel, using a Heath’s
(modified Mackenzie’s) tonsillotome. The tonsils must be well pushed
in by pressure behind the angle of the jaw by the anasthetist. The lower
tonsil should be removed first. With practise the tonsils can be com-
pletely removed in this way. Light anssthesia is best, the cough reflex
_being retained. Testing the corneal reflex is of very little use in children.

The total length of the operation will vary from one to two minutes.

For Imbedded Tonsils:—The patient under anwmsthetic and on the

Author’s Tongue-depressmg Forceps.

back, the head shghtly on the side towards the operator, apply the tonoue
depressing forceps and give them to the anwmsthetist to hold. Grasp the'
tonsil with a volsellum and pull it well towards the middle Tine. - - Then
with a long dissecting forceps make an incision just external to the in-
ternal edge of the anterior pillar of the fauces, makmg the incision the’
whole length of the tonsil. Then by a little pressure made with the dls-
secting forceps, you find that you are-beneath the tonsillar capsule and
that the gland will shell out very readily. Now-free the top-and bottom
of the tonsil a little, keeping outside the capsule. - This’ freemg of -the
top and bottom makes a depression for the snare to engage-in. ‘Slip the:
loop of the snare over the .volsellum and- around the' tonsil. - Gently
tighten the snare and the tonsil is removed completely with its* capsule
intact. As the loop of the snare is tightened it passes in the direction
of the least resistance, and that is in the areolar space between the ton-
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‘ sillar capsule and the Superior Constrictor muscle of the pharynx. - In
this case remove the adenoids last. There is very little bleeding, as the
severed arteries retract into the substance of the Superior Constrictor
muscle. The total length of the operation varies from 5 to 10 minutes
depending on-how well the ansesthetic is taken. The cough reflex should
be abolished. :

For Flat or Sessile Tonsils :—This variety of tonsil is usually found in
adolescence and in middle life. There is frequently a marked lingual
prolongation, and if so it should also be removed. Im this case, free the
tonsil as in the previous type of case, and shell it out from top to bottom.
A nice instrument for doing this is a blunt pointed scissors curved on
the flat. Tn adults if the anterior pillar is widely attached to the tonsil
‘hv the pliea iriangularis, Leland’s tonsillar knives are useful in freeing
it. When you have the tonsil well freed down to the side of the tongue,
sever the tonsillar tissue by the use of the snare. As in the previous case
there is very little bleeding.

Local Anewsthetic:—The patient to be sitting up in a chair with a good
head rest. Apply the anwsthetic as above recommended. Grasp the tonsil
with a volsellum; pull it well inwards, and get beneath the capsule as
stated in the previous cases. Sometimes in adults when local anwmsthesia
is used, it is-less painful to free the tonsﬂs from the anterior plllar by,
usmg epecml tonsillar knives. - :

- After. Treatment ——The patient in all cases should Temain in bed for,-
at least 24 hours, and a day or two longer if there has been much bleed-.
ing. The less fussing and spraymg of the nose and ‘throat,the better.
Tee to suck for the first two hours relieves the pain and tends to-stop’ the
bleeding. The focd for the first 24 hours should be cold. Ice:cream,’
custard, or cold bread and milk ‘are.all nounshmg and easﬂy swallowed."
Tthe second day; the temperature is frequently up 2 degree or- -two, but
usually means nothmg serious. Enqmre for earache. Adulis. usually
complain of a good deal of pam on swallowing after the removal of the’
‘tonsils. This may contmue for4 or'5. days A purgative on the second :
day should be g1ven For chlldren there 1s nothmg better than castor.,
oil. ‘

H azmorrhaye (1) Pmmary —Rarely does bleedmg glve much trou-.
ble under. 14 years of age.  The tonsils that -bleed are the small fibrous
ones of adults. Frequent. 1nﬂammat10n has caused an undue amount of -
fibrous tissue, and the arterial walls are prevented - from contracting. as
they normally would. In young adults you often see large red soft ton~
sils. These do not bleed much, as the original relative amounts of lym-
phoid and connective tissues are maintained. The use of the snare re-
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duces bleeding to a2 minimum. After the operation is completed a care-
ful examination of the throat should be made. If any adenoid tags are
present remove them. They are usually indicated by persistent coughing.
Sponge off the face and neck with a marine sponge out of ice-cold water.
The cold tends to waken the child out of the anwsthetic and excites deep
respiration, and so arrests the bleeding.

If the bleeding continues after the. operation is over, make another
careful examination of the throat and decide where the blood is coming
from. (a) It may be a persistent capillary oozing. If so, apply pres-
sure in the tonsillar sinus by means of a gauze sponge tightly rolled and
held in place by a forcep. If necessary moisten the sponge in hydrogen
peroxide. The bubbles that form seem to act mechanically in obstruct-
ing the capillary endings. !Adrenalin chloride is of little use. It in-
creases blood pressure and possibly increases the bleeding. It is an ex-
cellent drug to prevent bleeding, but is almost useless in stopping it.
Secondary hemorrhage often follows its use. If the hemorrhage still.
continues take: R

Mr. T. Mark Hovell’s Tannic acid, 3 parts.
~ paste. Gallic acid, 1 part.

Mix these two powders. Then with a pestle and mortar make up a2
putty-like mass by adding a small quantity of water {0 a quantity of this
powder. Now imbed the right index finger in this mass and rub it
firmly over the bleeding. tonsillar area. Tt usually stops. the bleeding
immediately, and as it can be quick]y done it is not very disagreeable to
the patient. . e

A patient who is bleeding, or has been’ b]eedm shduld be very care-
fully watched. The patient will not bleed to death by capillary oozing,
except in hzmophilic cases. The hemorrhage produces syncope with
weakened heart’s action, and so the bleeding stops. The patient must
lie down head considerably higher than the rest of the body, and over
nearly on the face with a snitable basin under the mouth. The patient
must be specially warned not to swallow the blood. . Often have I seen
patients not spit out any blood, and the first indication that the nurse
had that haemorrhage was going on was when the patient vomited 2
3 pints of bright red blood.

If necessary to keep the patient quiet give, hypodermically, a good dose
of morphia. Calcium lactate may be given per rectum, one drachm every
3 hours for 3 doses. If the volume of the pulse becomes very small an
interstitial saline may ‘be indicated, and in extreme cases saline intra-
venously. Normal saline enemata are also very useful.
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For a Spurting Vessel :—Clear away all the blood and clots in the ton-
sillar sinus and pick up the bleeding point by a Mixster’s artery forceps.
Do not attempt to ligate the vessel for you will give the patient a great
deal of unnecessary annoyance and in the end fail to get the ligature on
the vessel. The forceps is not very uncomfortable in the mouth, and it
may be removed in four hours. I have had over 25 cases of severe ton-
sillar hasmorrhage and they all recovered. The tonsillar clamp was never
applied nor was the External Carotid tied. 1 think both these methods
guite unnecessary.

Secondary Hamorrhage :—Haemorrhage after the first 24 hours is not
common. When it does occur it is usually in adults who have had con-
siderable primary hemorrhage and where the primary hemorrhage was
arrested by the formation of a blood clot in the tonsillar sinus. 'L'he
patient so reduced by the primary heemorrhage does not stand the loss of
blood well the following few days.

Cuse:—A girl aged 10 years, delicate and anwmmic. ‘Tonsils and
adenoids were removed at 10 a.m. “Lhe tonsils were removed by a guil-
lotine. There was considerable haemorrhage at the time but it was soon
arrested by the ordinary means. At 6 p.m. the child was allowed to
ieave the hospital and go home as there was no more bleeding, and the
patient was in fair condition. After getting home the patient was put
to bed and remained there the next day. During the second day, the
child took considerable fluid nourishment. Early next morning, that is
about 46 hours following the operation, the patient began spitting out
some blood and shortly afterwards vomited up a large quantity of blood.
A doctor was immediately sent for, but the child died before he arrived."

Acute Suppurative Middle Ear:—In hospital practice it occurs in
about 1 per cent. of cases operated on. In 500 cases that I took notes of,
it occurred 6 times. As far as could be ascertained, these cases had never’
any previous aural discharge. It is usually cured in a short time by
suitable treatment. ,

In hospital practice doubtless a great many of the opers ation cases go
to unsanitary homes. 1t is surprising that suppuration of the middle
earic not more common. - Trauma to the Eustachian tabe plechsposes to
it. Too much fingering in the naso-pharynx is not goua A, lengthy'
creration increases the risk of blood getting up the Eusl ac}nan tube to.
the middle ear, and then suppuration is likely to follow. \ A .

Patients should be warned when blowing their nose-not to obutruct both‘
nostrils_at the same time. In-this way. blood and purulent discharge. is-
prevented from being forced up; into the middle ear. Tags of ‘adenoids,
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increase the discharge in the naso-pharynx, and if they become septic
middle ear suppuration may follow.

Case: — A boy, age 7 years. Never had any previous aural dis-
charge. Tonsils and adenoids removed. Earache followed on the 4th
day, and aural discharge shortly afterwards. Streptococei found in the
discharge. Child brought to the hospital on the 8th day following oper-
ation. An acute mastoid abscess was present, and was operated on im-
mediately ; perisinus abscess was also found. Lateral sinus was not
thrombosed. Two days later child had a rigor and temperature went up
to 106°. Wound opened up, sinus was now thrombosed. Internal Ju-
gular vein was ligated in the neck. Child died on the 15th day after the
removal of tonsils and adenoids. The cause of death was meningitis.

Septicemia:—This is a very rare complication following the removal
of tonsils and adenoids. Occasionally the temperature may go up to 101°
and 102° and remain up for two or three days. This is due to septic ab-
sorption from the fresh wound in the throat. The lymphatic glands in
the neck may become enlarged and tender. The best treatment is free
purgation, liquor ferri perchloride internally, and a coarse hydrogen
peroxide spray for the throat.

Too vigorous use of the adenoid curette low down on the pharynx wall
may open up the retro-pharyngeal space. If so, sepms may follow and
give considerable trouble.

Case: — A man, age 23 years, had his adeno1ds removed by a ca«red.
curette. Retro-pharyngeal space was opened up on account of the’ pa-
tient jumping about during the operation. Gas was the maesthchc
Five days afterwards the patient was admitted to the hospital with- aj
very sore throat and temperature 103°, 'The next ten days his tempera-l
ture was between 103° and 105°. He was treated by a cold pack and
given polyvalent anti-streptococcus serum.  Patient made’ a. orood re-
covery. ' '

Pywmia :—This is a very rare condition. Should acute otitis media
and lateral sinus suppuration follow the removal of tonsils and adenoids,
then it is easily seen how pyemia might occur, but when there is not
aural or lateral sinus trouble it is dlfﬁcult to see how it could oceur. -

Case:— A child 8 years old. Very much enlarged tonsils and ade-
noids were removed. Child made ah uneventful recovery until the 9th’
day following operation. There was never at any time aural discharge
or enlarged or tender glands in the neck. The ninth day the child com-
plained of pain in the right thigh, and in three days afterwards in.the
left thigh. There was phlebitis of both femoral veins, and an abscess
was opened in each thigh. Five months afterwards there was another -
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abscess in the left arm. The case eventually made a good recowery I'
am inclined to think it had no relatlon to the operatlon for the removalJ
of tonsils and adenoids. o :

Probably no operation in surgery is so abused by the unskﬂful and also‘é
unnecessary removal of tonsils and adenozds *But wLen properly done;
and in suitable cases, the results are most satlsfactoxy The clnld’q m-'_
tellect, hearing and bodily welfare are preserved ;

List of Instruments Used

714" dissecting fozceps
Doyen’s gag. :
St. Clair Thomson’s adeno1d curette
-Heath’s tonsillotome.

" Farlow’s snare.

. Mixter’s artery forceps

o .Leland’s tonsil knives.

Lowenbelg’s post nasal forceps. ' - RSN,

.. Author’s tongue depressing forcepa o

- . 'Tilley’s raspatory. for tonsil resector

: ."’Andrew’s volsellum, - - '

142 Carlton St ".101011t0

’.lHD ACTION OF ARSE\TO-PHE\IYL-GLYCIN" UP.QN;
"  TRYPANOSOMA BRUCEL. R
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R.P CAMPBELL, BA. MD a.nd J'OHNL TODD, MD
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'From tne Laboratomes, Macdonald College, Ste Anne de- Bellevue. Quebec
INTBODUOTION

For two e\cellent reasons the practitioner in temperate ch.ma.tes must,
be interested in ‘the experimental work which has been done on the treat--
ment of the various diseases produced by trypanosomes. (1) ‘The first of
these reasons'is that these researches have given him a third drug, to
" supplement mercury. and potassium iodide in the treatment of syphilis.
The second reason is, that during these researches some light has been,
thrown upon the method of action on the parasites of some of the try-
panocides ,,mployed As Ehrlich says,(2) through the continuation of
studies such as these on the interdependence of chemical constitution
and physiological, or therapeutic, action rational methods of treatment




796 CAMPBELL AND TODD— \RSENO-PHENYL-GLYCIN.

may be developed and in the future, in prescribing, we shall “aim
chemically ” to affect that canse of disease we wish to destroy.(2)

During the first years of the search for an efficient trypanocide—a drug
which would be as powerful in the treatment of trypanosomiasis as is
quinine in the treatment of malaria—an enormous number of substances
were tried. Some of them had a definite action upon the trypanosomes,
but it was not until atoxyl was employed that the experimenters were
able to definitely, and regularly, cure infections by. pathogemc trypano-
somes in laboratory animals.(3)

When it became known that syphilis, a disease in some of its symp-
toms almost identical with some forms of trypanosomiasis, was caused
by a protozoan parasite not far removed from the trypanosomes, the idea
suggested itself that atoxyl, which had a most powerful action on try-
panosomes, might also be of value in the treatment of syphilis. It has
been tried in syphilis, experimentally on apes and clinically on men, by
several observers and it has become certain that atoxyl is distinctly valu-
able in the treatment of that disease.

M'he results obtained by the use of mercury and iodide are so constant
that it is not suggested that treatment by tliem should be superseded by
atoxyl; but it is maintained that atoxyl may be used with advantage in
conjunction with these drugs and that there are cases refractory to, or
with an idiosyneracy against, the ordinary drugs, which should be treated
by atoxyl alone.. To be successful, atoxyl must be properly administered.
It must be given by injection, either beneath the skin, intramuscularly
or intravenously; in the treatment of trypanosom1a51s the latter. is "the
best method. Since aqueous solutions of atoxyl deterlolate easﬂy, the
15 per cent. solution of the drug to be employed st be freshly pre-.
pared and, in stenhzmg, it should only ‘be, broucrht to- 100°C for. two :
minutes. The dose should not be larger than 0.5 grammes ‘of the drug
This dose may be repeated every five or six, days a.nd the treatment should"
be continued, probably, for some months; The pat1ent should be watched
carefully for signs of meuritis, especially, if the’ ‘dose mentloned s ex-
ceeded ; neuritis and blindness have cccurred in. several cases. of trypano-
somiasis in which the drug was given too. freely Tt is mterestmg 1o,
note that antimonyl tartrate, which is:also strongly trypanocldal -has*
been-Tecently used in treating - syph1hs in- negroes: mth cons1derab1e,
success. (4) - SRR .

Atoxyl is the sodmm salt of para-am1do-pheny1 arsemc-acn_l 1 It and.

1 “Atoxyl” is the trade name under which' this compound was origlnally put
on the market by a German firm. *“Soamin” is.the trade name of a com-
pound of practically identical composition, which is prepared by Burroughs
Wellcome & Co. It appears to be more constant and purer in composition
tt 1 some of the samples of “ atoxyl ” which have been placed on the market
recently.



CAMPBELL AND 'rom)‘—AnsENO-PH'EN'YL—'GLYCIN <797

its-derivatives have been for some time the most eﬁicacmus drugs kno“n
for the treatment of trypanosomiasis; but they fail, ‘not’ mfrequently, to .
kill all the parasites in the animal treated and, consequently, Tecurrences
of the disease are apt to occur after their use. Therefore, they do not
afford a satisfactory means of treating diseases caused by trypanosomes.

Ehrlich, during his endeavours to ascertain the reason of the try-
panoc1dal properties of various drugs used in the treatment of trypano-~
somiasis, came to the conclusion that a more reduced organic arsenical
compound would have heightened trypanocidal properties; in arseno-
‘phenyl-glycin he prepared such a substance.(5)

It is a yellowish powder, which must be prepared and kept in vacuo
‘because it is so easily oxidisable. Tn his own laboratory Ehrlich found
that this drug was more efficacious in the treatment of experimental try-
panosomiasis in rats than any other substance with which he had woﬂ\ed
- previously.

Schilling, (6) Wendelstadt,(7) and Roehl,(8) in regently pubhshed'
papers have confirmed Ehrlich’s  statements by using arseno-phenyl-
glycin in the treatment of the diseases produced by various trypano--
somes in some laboratory animals. )

. The experiments reported in this paper were unc]eltakpn to determme'

the action of arseno-phenyl-glycin upon the, c'hsease pmduced in: wlute_'
rats by Try Jpanosoma brucez

IL
TECHNIQUE.

Trypanosoma brucei was chosen for use in these experiments because
the disease produced by it runs an acute course; consequently, the result
of observations on its experimental treatment can be obtained more
quickly and with greater certainty than is possible with experiments
made with parasites producing a more chronic disease. The strain of
Trypanosoma brucei employed is one which has been maintained in small
laboratory animals for some years. It is not a very virulent strain and
only small quantities, onc or two drops, of infected blood were injected
" in inoculating the rats; consequently, the disease produced was rather
less acute than is ordinarily the case in rats infected by Trypanocsoma
brucei. It killed the six untreated control rats in from 8 to 14 days.

"‘The existence of infection in the experimental animals was determined
by examining microscopically, with a magnification of about 400 dia-
meters, a fresh, unstained specimen of blood mounted between a slide
and a coverslip.

54
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The '1r~eno-pheny1-tr13 cin employecl was sent to us by Dhrhch we 'take
this opportunity of thanking him for making it possible for us to per-
form these experiments. A freshly prepared 5 per cent. aqueous solu-
tion of the drug was always used and it was always given subcutaneously.
Former work on the experimental treatment of trypanosomiasis males
it certain that the largest possible dose of the drug under trial.should
be employed. In order to determine the minimum lethal dose of arseno-
phenyl-glycin, a number of rats were inoculated with varying doses of
the solution of the drug, which were equivalent to from 0.1 grammes to
0.8 grammes per kilogramme of the body weight of the animal treated.
Rats which received poisonous doses died within one to two days, accord-
ing to the size of the dose received; none which lived for more than
three days died from the effects of the drug.

It was found that a dose equivalent to 0.4 grammes, or more, of the
drug per kilogramme of animal produced symptoms of poisoning in rats
of 60 to 70 grammes weight; larger rats scemed to bear the drug better
(one, weighing 104 gramines, survived a dose equivalent {o 0.8 grammes
per kilogramme of animal). The therapeutic dose for rats of about 70
grammes weight was fixed therefore at from 0.2 to 0.3 grammes per
kilogramme of body weight of animal. In the paragraph which describes
our observations whenever the amount of drug given is referred to, it is
mentioned as the equivalent of so many grammes per kilogramme of
body weight of the rat treated.

A trypanocidal drug, to be of any practical value, must be able to
destroy the parasites in an animal already severely affected by them; for
that reason the rats were not treated until they had been infected for
some days and their blood contained considerable numbers of trypano-
somes.

The treated rats were frequently examined unt11 the parasites had
disappeared from their blood. After the paraSJtes had onee disappeared,
they were examined daily. If the frypanosomes recurred, the treatment
was then repeated; in no mstance was a second dose of the drug given
unless the parasites had recurred.

As far as possible, rats of about the same size were used for all of the
experiments. Most of the rats experimented with were young and small;
consequently, those which survived. the infection and treatment have
grown and increased in weight rapidly. ’

L UIIL
OBSERVATIONS. -

1. Six rats (experiments IX, 1, II; IV, XIX and XX) received a dose
of 0.3 grammes after they had been infected for some days and while
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their blood was crowded with trypanosomes. The number of the para-
sites diminished but they did not completely disappear from the blood
of any of these animals; all died within 18 hours of the treatment and
all died before the control rats which remained untreated.

2. Tive rats (experiments X, G, XXIII, XXVIII, and GIII) re-
ceived a dose of 0.2 grammes after they had been infected for some days
and when their blood was crowded with trypanosomes. Although the
parasites had disappeared from two rats and were diminished in the
third, three of them died in from 12 hours to 4 days after the treatment
and before ihe control rats which were untreated ; two lived (experiments
X and GIIL), although the parasites recurred later in both.

3. Seven rats (experiments XTII, XVI, XVII, V, XIV, XXVI, and
XXVI1I) received doses of 0.4, 0.3 or 0.2 grammes after they had been
infected for some days, but while their blood contained small nurabers
of trypanosomes. The parasites immediately disappeared from the blood
of six of them; in only ome (experiment V) did they persist and cause
the death of the rat. "['rypanosomes reappeared after an interval in the
blood of four of these rats,—experiments XTIT, XTV, XVI and XVIL
From the blood of the remaining rats—experiments XXVI and XXVII
—the trypancsomes are still absent at (for experiments XXVI and
XXVII) twenty-two weeks after receiving a single dose of the drug.
4. In six rats the parasites recurred; in experiment X in ten days;

in GIIT in four days; in XIV in two days; in X'VI in one day; in XVII
in two days, and in XIIT after an interval of fifteen weeks after the
first treatment. In every case, so soon as the recurrence of the parasites
was perceived, an additional dose of from 0.2 to 0.4 grammes of the
drug was given. The parasites were immediately driven from the blood
of all of them; they have remained absent permanently from four of
them. - In two experiments, XVI and XVTI, they have again recurred.
In experiment XVII they have reappeared no less than five times af
intervals of about ten days, although they have been immediately driven
~from the blood 6n each occasion by a dose of 0.3 grammes.

It has been known for some time that trypanosomes may acquire an
immunity to any of the trypanocidal drugs: for example, if a trypano-
some-infected rat is given insufficient doses of atoxyl, the trypanosomes
will recur until, finally, they have become absolutely resistant to the
drug and will survive the maximum dose which can be given to the
.animal without poisoning it. Strains resistant to arseno-phenyl-glycin
can be produced in the same way, (8) and that is apparently what has
occurred in experiment XVII.

The limits of the possibilities of atoxyl in the treatment of experi-
mental trypanosomiasis are well known. It is rarely possible to cure
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rats infected with Trypanosoma brucei by single doses of it. A fair
number can be cured by thorough and repeated dosage. The rats treated
by atoxyl as additional controls in this series of experiments did not
survive, In animals treated by single doses of atoxyl the parasites re-.
appeared and death followed. In one rat, weighing 70 grammes, which
has received five doses of 0.5 ccm. of 5 per cent. solution of atoxyl, an
atoxyl resistant strain of trypanosomes has been produced.

Iv. \

Suanrary.

’

Observations I and 11 show that doses of.arseno-phenyl-glycin, large
enough (0.3 grammes) to drive the trypanosomes from the blood at once,
will hasten the death of heavily infected animals.

Only two of the rats, used in observation II, which received a dose of
0.2 grammes survived. 'The parasites later recurred in them; it is sug-
gested that in these animals the trypanosomes probably were less com-
pletely destroyed than in those which died. Hence those which died may
have died from a cause, such as the liberation of a cytotosin, depending
upon the destruction of the trypanosomes they had harboured. Similar
observations have been made in the treatment of experimental trypanoso-
miasis by inorganic arsenic(9) and by antimony.(10)

Observation III shows that a proporiion of early infections of rats by
Trypenosoma brucei may be cured by a single dose of 0.2 grammes of
arseno-phenyl-glyein.

Observations I, IT and III taken together support the ground rules of
the treatment of trypanosomiasis, that treatment should commence as
soon as possible after the infection and that, despite the danger, the drug
employved should be administered in full doses in order to minimise the
danger of recurrences. If the parasites recur after the initial treatment,
they, in a proportion of rats, may be permanently driven from the blood
by repeating the initial dose.

By comparing the action of arseno-phenyl-glycin in these experiments
with the results which may be obtained by the use of atoxyl, it is evident
that arseno-phenyl-glycin is the more powerful trypanocide in the treat-
ment of experimental infections of white rats by trypanosoma brucci.
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EPITOME OF SUC'CESSFUL EXPERIMENTS.

*Type of

Experi- \‘791"hv Date 1st | Dose | Datere- -
ment | Infection Initial Finall treatment |per kilo'currence [Dose| Remarks
X +++ 5% 156 | May 10 .2 No recurrence Nov. 24 1909
Xiv + B 1171 May 11 .3 No recurrence
May 12 .2 .
XXVI + o+ 2 9% ! June 10 .3 No recurrence s
XXVII| ++ 122 134 June 10§ .4 No recurrence ‘
Giii ++4+ 0 80 105 | June 10 .2 July 14| .4 Single recurrence, 34 days
XVI + S 78 115 May 10 .2 | Aug. 5! .2 . b 8 ¢ ‘
XIII + < T 46 May 7 .2 ﬁug. ;3 .2 [2 recurrences, 98 and 110 days'
‘ ug. 25 .
XVII ++ 1 01 148 | May 10 .3 Juxlxge 5| .3 |4 recurrences o
X May 12 .3 |Junel6y .3 No subsequent recurrence
: ' July 8| .3 |Nov.24,1909
: July 20; .3
i ‘l-g’l‘ryon-w,omua presem ++ Several inone field. ++ + Many in one ﬁeld. +++ + Crowded
iclds.
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THE MANAGEMENT -OF NORMAL LABOUR. "
' BY ‘ '
DAVID J. EVANS, M.D,, ‘
Lecturer in Obstetrics, McGill University, Assistant Obstetric Phy sxcxan,
Montreal Maternity Hospital,
Mr. President, and members of the Franklin County Medical Society.

First I desire to thank you most sincerely for your kind invitation to
read a paper before you this afternoon.

Your request that I should discuss the “Management o0f Normal
Labour ¥ filled me with apprehension as to the success of my under-
taking, for it is difficult to bring anything new before you in connection
with this subject, while in the endeavour to make it interesting I may
bore you with unnecessary detail. ‘

Eutocia is defined as natural parturition, and is applied to Iabouls
which terminate without artificial aid and without injury to mother
or child. Thus, strictly speaking, eutocia must be extremely rare, as
injuries to the birth canal occur in a large proportion of women who are
delivered of healthy children without artificial aid.

Ordinarily, normal labour means spontaneous delivery of a living child,
which has presented in a vertex position, with the occiput rotatma an-
teriorly. T

Fortunately normal parturltlon takes place in an overwhelming pro-
portion of cases. Sellheim states that normal labour occurs in 95 per
cent. of all cases which come to term. This may be the case in Ger-
many, but in this country the percentage of normal labours is not quite
so high. .

In this age of hurry and hustle, of ease and luxury, of chloroform and
obstetric forceps, natural delivery is perhaps of not as frequent occur-
Tence as nature originally intended.

To insure natural delivery, the pregnant woman should come under
the physician’s care early in pregnancy. 'This subject has been dealt
with by my predecessors and I will not further enter into it.

In private practice, parturition should be conducted with the minimum
disturbance of domestic routine. The essentials are privacy, absolute
cleanliness of the patient and all that comes in contact with her, and no
interference with nature’s course. All these may be obtained with in-
telligence and foresight without entailing a serious strain on the family
exchequer. '

Paper read before the Franklin Medical Society, St. Albans, Vermont, Sep-
tember 30, 1909.
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To treat every case of normal ]abour thh the _same rxvxd ’cechmque‘-
that should attend a. laparotomy is'a mistake. - Race’ suicide is ‘encour-
aged by converting what should be an 1nc1dent m hfe 1nto an nuposm ’
and frequently a ferrorizing, funct]on . L

It is desirable to give the nurse and pat1ent wntten or pnnted m-x‘
structions as to what should be provided. In making out such lists only:
those things which are essential should be included, as it is undesuable :
to add to the expense of the outﬁt Simplicity should be- the ann and-
not elaborate luxury. o

With regard to the physician’s obstetric outfit, it bears not me equently;
an inverse proportion to his skill and experience; the more imposing the'.,
former the more inadequate the latter, and vice versa. Suﬂice it-to"say
that the obstetric bag should always be clean and o1<1erly It =hou1d be:
kept ready for emergent use, and among other thmors should contam a‘
pelvimeter. ¢ ]

The obstetric fo1cep in my oplmon, should never be employed to P
terminate labour until the pelws has been measured Such a p1 ecmtlon' ‘
would save hundreds of lives per annum. Co

The labour room should be amply provided with clean bed hnen, and'
should be a large, quiet, ‘well-ventilated room, and if pos=1b1e, should" be,:
go situated as to insure: that the patient will not overhesr all the nolse X
of the domestic maehmery of the house. ; -

I am in the habit of giving directions that the’ room to be oemlpled-
Ehould be thoroughly house-cleaned a few days bei'ore the e\pectecl date-
of confinement. ‘

'The. labour room should contam, bes1des a bed one lo“ table, two .
‘ordinary wooden chairs, a slop; jar or pail, and an old rug or some
protective paper, to keep’ the cs,rpet from being soiled.
© The situation of ‘the bed is important. Care should be taken that 1t‘»
is not placed so that a direct draught will blow across the patient wh11e
she is sleeping or nursing, the reason being obvious.

Th: mattress should be firm and clean, and the spring of the bed
should be so arranged that the patient’s weight will not cause it to sag
materially. If the bed is very low, wooden blocks should be prepared
for placing under its'feet. Only boiled water should be employved in
the labour room.

T will not go into detail about the making of the labour bed, but will
state that clean fresh linen should be employed and the objectionable habit
of using old newspapers to be placed under the patient as a pad cannot
be too strongly condemned. - Very good non-absorbent pads may be made
of unbleached cotton, padded with ordinary cotton batting, one yard
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square and three inches thick. - These pads may be stenhzed b) bemtr :
placed in the dry heat of an ov en for half an’ hour, or: steamed m a
boiler. S - . B R TU R

Preparation of the patient for labou; —It 1s of the utmost Jmpol tance-.
in the conduct of labour-that the lower bowel . should be ‘thoroughly
empticd, therefore I make it a rule that 1o matter ‘how often the bowels
have been said to be moved, the patlent shall’ hawe an enema after the -
labour has set in. Another essential is the- thorough cleansing of the -
vulva and thighs. Other things are de<=1rable in the way of preparation,
but these are essential.

If the patient has not had a hot bath w1thm 24 hours of the onset of
labour and her condition permits of it, she should be placed kneeling or’
standing in a bath and her whole body cleansed with soap and hot water.
I do not like to have my patients in labour sit down in the ordinary
household bath' and prefer the above method as less hke]y to lead to.in-
fection of the genital canal. ,

After the bath the pubic hair should be trmlmed 1f neecssary and these
parts, as well as the abdomen and thw'hs, bathed in a 1/2000 solutlon of
bichloride of mercury, or a 2 per cent. soluhon of lysol.

From this time on, the patient should wear an aseptic vulvar pad.
Should the labour be prolonged: the vulva should be bathed in one of
these antiseptic solutions each time the pad is removed for any cause.

Preferably the patient should be in a freshly laundered night gown,
over which she should wear a flGSle washed wrapper and clean stock-
ings and slippers. Her hair should be eareful]y combed brushed and
braided.

These preparatlons usually oceupy, proﬁtably, the early penod of
labour, and if after this toilet has been completed the pains -are. not
occurring with too great frequency, she should be provided .with some
simple occupation, such as sorting linen, mamcunnv her, nalls, or. some
little duty that may be of help to the nurse. : '

All nervous and excitable relatives and friends should if p0551b1e, he
kept away from the patient who should be enhrely under the control of
quiet, businesslike attendants. - :

Tt will be noted that no mentlon has been made of a p1e11m1nary
vaginal douche. Iis employment is unnecessary, ‘as it has been amply
estabhshed that the vaginal' secretions are sterile-and even bactericidal
in action and hence a douche will do-more harm than t!rood In fact,
while speaking of douches, I may state that it is rarely, if ever, necessary
to give a vaginal or intrauterine douche before or .after labour whether
operative or not.
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The antepartum examination of the pregnant woman should always .
include a careful measurement of her pelvic diameters. This Toutine -
may only be omitted in the case of women who have prevxously been’
delivered at term without diffienlty.

The eraminalion of the patient in labour should be duected towarGS'
ascertaining :—
~ 1st. The general condition of the mother. 'l‘lns should 1nc1ude the
state of her heart’s action and her temperature. e

- 2nd. The position occupied by the child md the 1ela’non of the pre-‘
senting part to the inlet of the pelvis. ° S

3rd. The condition of the feetal heart. . S

~4th. The character and frequency of .the labour pams, these usuall\'
glvmg satisfactory evidence as to the’ progress in labour : '

" All ‘this information can be obtained without ent:nhng the mk of a
vaginal examination. In modern obstetrics mtcrnal e\ammatlon has
‘been relegated to a very secondary position in mahng a diagnosis of the
conditions present, as it is conceded that every such examination, no’
matter how carefully performed, exposes the patient to risk of infection.

. In normal cases a vaginal examination is rarely necessary. The diag-
nosis of the presentation and, position of the feetus can be made by ab-
dominal palpation, and information as to the condition of the cervix
can readily be ascertained by a rectal examination, the physician’s hand
"being protected by a rubber glove or special finger stall. :

My attitude toward vaginal examination in labour is that it should-
never be employed unless information can be obtained by it which cannot
be secured in any other way, and that it should mnever be undertaken
without fully appreciating the risk involved and carefullv protectmg the‘
patient from such risks, by every means in one’s power. e

In normal cases, mformatlon as to the condition of the os ‘uteri is al]-
that one desires to obtain by an internal examination. When really
necessary this can always be obtamed by means of ‘a rectal exammatmn;»
but in the general run 'of cases one can ]udo'e fiurly well by the. char-
acter of the pains and also’ of the vagmal ‘discharge. - It is only-in’cases
of delay in ad¥ance of thé presenting- part or when other 51gns fa11 tha,t
such an examination 1s really necessary.” . ,

In modern obstetric practme abdommal palpatlon is chleﬂy depended
on for d1agnos1s of presentahon and position. The more skilful one
becomes in the art of palpatmn the less does one require to' make ‘a

- vaginal examination. '

. The most important pomt in palpatlon is to ascertam what part of the

foetus is presenting at the pelvic inlet, and what relation the presenting
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part bears to the inlet. Having defined the part of the:foetus presentmg,
oune then notes whether it is at, in, or below the brim, in other words; the:
extent of the cngagement in the pelvis of the presenting part. One may
then proceed to locate the position of the back, breech and limbs. The'
position and rhythm of the feetal heart should then be noted. '

If the presenting part is found not to be engaged in the brim, it is
advisable to take the external measurements of the pelvis. Should the
external conjugate diameter be found to be less than 20 c.m. (8 in.)
then a vaginal esamination should be undertaken.to ascertain whether
the promontory can be 1eac]1ed and if so the chaaonal conjugate should
be measured.

Should any flattening . of the pelvls be present then the future course
of events depends on the degree of pelvic deformity, the mouldability
and size of the feetal head, and the vigour of the uterine contractions.

It should, be borne in mind. that even in the presence of moderate
degrees of pelvic contraction, such as Aare not uncommonly encountered,
at least four hours of second stage pams should be perm1tted before
interference is undertaken. .’ . . ‘

Our experience at the Montreal Matermty bears out the sta‘cement of )
Williams, of Baltimore, that from .75 .to"80 per cent of all cases of
contracted pelves deliver <pontaneou=]y , = :

It is in just such cases as these that much harm is done by umuse'
interference which is often attempted by hurried practitioners even’
before the end of the first stage of labour has been reached. .

One frequently finds in consultation practice that attempts at delivery"
have been made before the completion. of the first stage of labour. It is’
an obstetric erime to rely on. the forceps to complete dilatation of the
os uteri. These instruments should never be applied until the os has
been completely dilated. elther by nature’s efforts or by suitably adapted
artificial means. . ‘

During the fivst stave of 1abour the c11a1acte1 and frequency of the:
pains usually indicate fairly well the degree of progress that is being
made. The patient should be encouraged-to bear her. sufferings with
fortitude, but her strength should be conserved .as much as possible and
she should be restrained from efforts at  bearing down,” as in this sfage
such effort has practically no value. :

If she is restless and hysterical full doses of chlo;ral (gx xv) at
intervals of four hours, I have Eound of ‘service in securing quletness :
between the pains, without markedly interfering elther ‘with the fre-
quency or vigour of the uterme contractions. .

In the first stage, liquid diet is in order, to sustaln the strength and
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vigour of the patient. Albumen water is - my. favounte, thouo'h a cup“'
of hot freshly-brewed tea has undoubted sustammg and st1mulatmgf'-'.
qualities which should not be ignored. ' ‘

The onset of bearing'down or expulsive efforts usually mdlcates ’rhes
beginning of the second stage of labour. Usually the memb1 anes- rupture
at this time. The pains are usually so severe that the patient’takes'to
her bed. The onset of these symptoms indicates the rechmng posmon =

Usually, shortly after the rupture of the membranes, the dlccharge-i
from the vulva becomes distinctly mucoid, which in"itself is-a valuable
sign of the descent of the presenting part of the fostus. R

When such signs are present, or when the head is’ known 1:0 be engaged
well within the pelvis, vaginal examination is unnecessary. 0

When in spite of expulsive pains the membranes have not ruptured"
an internal examination is required. If the cervix is found .conipletely -
dilated, and only when this is ‘the case, the sac of waters has served its:
purpose and matters may be hastened by its artificial rupture. - This
cannot be accomplished as a rule by the finger when rubber gloves are’
worn. A sterilized artery forceps or any other suitable instrument may -
be employed for this purpose and I can recommend nothmg better than
a large safety pin, which I constantly use.- :

" The descent of the presenting part may be recorrmzed as it approaches
the pelvic-floor by applying the finger tips to the permeum at the side
and g little in front of the anus, and. pressing them firmly-inward and-
upward during the acme of a pain.. By this procedme the firm hard]
head can readily be felt throuvh the t1ssue= e ‘

Preparations for delivery-are then in order. ‘ o

In a convenient position, so as to be readily reached by the physlman,
should be placed a small table. On it are placed a basin of warm anti-
septic solution, preferably 1 per cent. lysol, or 172000 bichloride, a supply
of sterile cotton or gauze swabs, a few sterile towels, sterile ligatures and
scissors for the cord, and the sutures and instruments reqmred for the
Tepair of perineal lacerations. ‘

The patient is then placed in position. I prefer the left lateral as
being’ more comfortable both for physician and for the patient. ' It also

-renders her movements more easﬂy controlled and leads to less ex;posme
than is the case when the dorsal position is -employed.

T usually employ a Kelly pad covered with a sterile towel. “This drams
into a suitable receptacle at the bedsxde, which also serves for the re-
ception of soiled swabs, ete. The carpet at the bedsnle may be protected
by several layers of paper or an old rug reversed.

The patient’s clothing is ro]led up and =ecured by safety pms S0 as
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to protect it from becoming soiled if possﬂ)le She is cov ered by a sheet
and a light blanket if required. '

The vulva is then carefully swabbed mth pledgets of cotton wrung
out of lysol solution, care being taken-to always swab from the pubis
towards the anus.

‘Then freshly-boiled rTubber gloves are drawn over the physician’s
hands. The hands should be disinfected Just as carefully as though the
gloves were not to be worn.

I prefer to use gloves for I find. that thev not only afford better pro-
tection to the patient, but since I have employed them I have not had
trouble with sore hands, from the irritation of prolonged immersion in
antiseptic solutions. One soon becomes accustomed to them and the
tactile sense is soon educated. I prefer a moderately heavy red rubber
glove. as heing more durable and in every way more satlsfactor) than
the thin glovee : . I )

Chloroform anwmsthesia I employ in every case when' there is txme to
use it. The patient’s face is smeared with vmehne to. protect her: skin,
and a dropper bottle and mask are given to the nurée or: assistant who
administers the chloroform under orders of the phvsmlan, so many ‘
drops with the onset of each pain. : B

The mask is only applied dunng the pams ex'cept at the momentz of
birth, when complete ansmsthesia is-desirable. - I have never seen any. bad
effects from chloroform go administered,.and am: certam it. never leads .
to the occurrence of post-partum hamorrhage.. - s

At intervals during the second ‘stage of lahour. the foe"cal heart mte
should be taken. The rhythm should. be noted dunng 4 pain as well as
in the interval between. If the rate is very.. markedly reduced during a
uterine contraction, or if at any time it falls to about, one hundred heats
per minute, delivery should be ef'r’ected as rap1dly as: po =1b1e, in the in-
terests of the child. ‘ o

Protection of the perineum. ——Lacera Hon- of +he ye;meum cannot al-
ways be avoided in spite of the most skilful treatment “He 'who qays “he
has delivered a thousand or even a hundred women: w1thout laceration'
of the perineum having taken place, is e1ther bhnd or.is & (hrect des-'
cendant of that Ananias of unsavoury . fame, ; :

The strain upon the perineum involves four faci;ors at least; the size,
of the head.and shoulders; the elastlmty of the maternal tissues; the
width of the pubic arch; and the rapidity of the expulswn, not to, men-
tion the skill and Judgment of the officiating accoucheur. Given a narrow
deep pubic arch, a child of average size with.a firm head, in a primipara
over thirty years of age, and you have all the factors for a fan‘ly exten-
sive laceration of the tissues of the pelv1c floor.
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Lack of knowledge of the mechanism of the escape of the head from -
the vulva, associated with excessive manipulation and haste on' the part
of the accoucheur, may. be put'down as contributive factors in perineal
laceration.

Too early extension of the head which is brought about by premature
efforts at delivery, usually result in the perineum giving away. Through-
out the whole of the perineal stage of labour the head should be in com-
plete flexion, so that the sub-occipito-bregmatic diameter may distend the
vulvar ring at the moment of the escape of the head. Once the parietal
eminences have escaped from the ring of the vulva, the whole head slips
forward under the pubic arch. Flexion is to be maintained until the
parietal protuberances have thus escaped. Throughout the perineal stage
the occiput is pressed forward against the pubic arch, and escape of the
head can on]y occur when ihe ocuput has completely c]cared the mfenor
border of the. pubis. . ,
" The physician’s duty is to see that the normal mechanism of labour‘ .
is not mterferecl with by undue e\:pulswe efforts on the. part of the pa~-
tient at this stage, and that sufficient txme is taken for the o'121(11.131 dlla- _
tation of the soft parts. :

.. With the patzent in the left lateral po=1t10n there is nothmclr to be done'
except exercise a masterly inactivity until the caput appears at the vulvar -
cleft. The patient may be encouraged to bear down, and a. few whxifs‘
of chloroform administered with each pain. . - . .

Fxecal matter or mucus escaping from the anus shovld be swabbed
off immediately to prevent contamination of the field.

There is no neeessity for supporting the perineum with the palm of
the hand or with hot cloths. Far better leave it alone and simply ob-
serve what is taking place, and if the head is advancing with too great
rapidity the patient should be told to ery out, so.as to release the pres—,
sure of the abdominal muscles.

The idea pr evails that the perineum shot 1& be suppurteu b) ihe. phv-
sician making pressure upon.it with the palm of his hand during tlve'
perineal stage of labour. : : '

As a rule such pressure does more harm than good ’l‘he tlseues of the
perineum are thus compressed between the descendmg ‘head. and. the
physician’s hand, and are ihus more likely to be-damaged. than if left
‘alone. If the head is coming down too rapidly, pressure- may be applied
directly to it, instead of thlough the perineum. .

As soon as the caput appears theé forefinger may be mserted under
the pubic arch without actually introducing it- within the “vagina, and
the posterior fon’canelle and occ1p1’ca1 protuberance located, the w1dt 2 of
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the head estimated, and at the same time its relation to the pubic arch
noted. Thus if the head is small and the pubic arch wide but very little
strain will be thrown upon the perineum. On the other hand, if the
head is large and well ossified, and the pubic arch narrow, or pointed,
the result will be that greater stress will be thrown upon the pelmeum,
and laceration much more likely to take place. ‘

With each pain the physician may place one or two fingers just under
the pubic arch, and promote flexion of the head, and at the same time
feel whether the parietal eminences are coming well down towards the
vulvar margin.

Throughout this period the perineum should be W atched and if it does
not dlstend readily, it is far better-at the acme of a pain to do a median
episiotomy. Usually I slip one blade of a blunt pointed scissors, having
a cutting edge of about 114 inches, between the head and the distended
perincum. ‘The scissors are then turned and one snip made. If this-cut
is well timed the head usually escapes with the next pain, as its result
is the relaxation of the resistance to the escape of the parietal eminences
from under the pubic arch. At the moment of escape, pressure should
be made between the tip of the coccyx and the anus so as to maintain
the flexion of the head, and not as it is commonly supposed to produce
extension. This manceuvre is best carried out with the left hand placed
over the patient’s thigh, controlling the escape of the head from the vulva,
while the right hand guards the perineum as it slips back over the face
of the child. Extension of the patient’s limbs at the momient of the
escape of the head affords a certain amount of relaxation of the perineal
tissues, and I think assists in preventing any cxtension of lacerations.

In favour of episiotomy it may be said that one has a clean-cut wound,
the surfaces of which are more readily approximated by a single suture
than is the case in an ordinary laceration. In my own'experience I have
never regretted having made an incision such as described above, and I
have frequently been very sorry indeed that I failed to resort to it.

Immediately the child’s head has. escaped, the mouth and. nose should -
be swabbed off so that the mucus shall not be aspirated in case efforts at
respiration are made. The finger is then run about the child’s neck to
ascertain whether the cord encireles it: -If ‘it 'is present, it must be
pulled over the head or tied and cut, or loosened sufficiently to permit
the escape of the child. Usually the shoulders come down in a moment
or two, the anterior shoulder pivoting under the pubm arch whlle the
posterior sweeps over the perineum. :

During this manceuvre the child’s head should be carned well up over
the pubic region of the mother, sc as to release the pressure of the shoulder
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on the anterior malo'm of the penneum Thls ,ean - usually be accom- [
plished with the right hand supporting the child’s *head and shoulder
while the left assists with ‘the expulsion of ‘the:child- by makmv ﬁrm»
pressure upon the fundus through the abdomlnal wall, . .

Immediately the child is delivered, the patlent should be placed in

the dorsal position, otherw1=e contaminated discharges may find. ent-rance

‘to. the distended passages. In the dorsal posmon the newht of . the
uterus and placenta is sufficient to comprecs and more or less clo'ze the
patulous vagina, ete. g -

Considerable discussion has taken place as to whether the cord should
be tied immediately after the birth, or delayed until all puleatlon in 1t
has ceased.

It has been demonstrated that When the tymg of the cord is delayed
the initial loss of weight in the first few ‘days is less than in those ‘cases
in which the cord is tied immediately.

My rule is to tie the cord when I am ready to attend to. it whether
pulsation has ceased or not; except in the case of foeble, ﬂl—nounshed
children to whom the loss of even a few centuneters of-blood is an.im-.
portant matter. These I do not t1e unhl the puleatlons in the cord have
ceased. '

Repmr of Zacemtzons —-As soon as possible after the clnld has been
removed it is my habit to carefully examine the vulva for lacerations.
This should be done in a'good light and does not necessarily entail much
manipulation of the parts. If any lacerations are found they should be
sutured at once.' I:prefer to do this while waiting for the placenta to
become detached.. ‘JAn anaesthetlc is ‘not usually required for ordinary
tears. I use a large curved needle ‘and. prefer silkworm gut as suture
material. Silk sutures. T have found unsatisfactory, as they. become im-
pregnated with loclual dlscharges and- infection of the wound not infre-
quently results. ~Catgut has’ the same ob]ectmn and besudes 1t often
ébsorbs too rapidly. !

The needle should not be mserted too cloee to the edfre of’ the Wound
and should be carned well down to the base. ™ i : .

One requires a short needle holder in order to get the best results, even
if ‘the patient’s buttocks are supported on a bed pan as is my. custom,
otherwise it is difficult to place the sutures properly, unless the patlent
is turned so as to lie across the bed with the feet supported on chairs.

‘The sutures should not be tied till the placenta has been dehvered

A common mistake is to tie the perineal sutures too tightly. ‘This
causes them to cut into the tissues which tend to become cedematous after
the sutures have been placed, besides making them difficult to remove.
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Management of the third staga.-—-Expeiience teaches ‘one that the old
saying, “ The more haste the less speed,” is e\tleme]y apt when appheJ
to the management of the third stage of labour.

Normally the placenta becomes separated from the uterine w all within
twenty minutes to half an hour after the birth of the child, and slips
into the lower segment of the uterus.

The separation of the placenta is usually- 1nd1cated by a chanﬂe in
the position of the fundus. Immediately afier delivery the -fundus
occupies a position half-way between the umbilicus and the symphysis.
When the placenta has become separated from the uterine wall, the
fundus rises to the level or even above the umbilicus.

There are three signs available to indicate that the placenta has
separated from its site. First, the above described change in the position
of the fundus; secondly, what is known as Winckel’s sign; if the ex-
tended finger tips are applied to the abdominal wall immediately above
the symphysis pubis and pressure is made downwards and backwards,
the cord will be drawn into the vulva if the placenta is still within the

«uterus, while if this is not the case the cord will be extruded for a short
distance. Again, if the placenta is still adherent to the uterus, compres-
sion of the fundus between the fingers and thumb will cause a fluid wave
to be transmitted down the cord. This wave is very easily felt when the
cord is lightly held between the two fingers of the other hand.

My rule is to wait till I have ascertained that the placenta has be-
come detached before making any efforts to express it.

The fundus is lightly held through the abdominal wall, the ﬁnfrers of
one hand being placed behind it and the thumb in front. Should the
organ relax it is gently massaged until it is felt to contract, but no
pressure is applied. When the placenta has scparated, pressure on the
tundus in the axis of the pelvic inlet is sufficient to cause its expulsion.

If in half an hour the placenta is siill adherent to the uterine wall,
‘Crede’s method of compression is resorted to in orde1 to detach and
expel it. ‘

Crede’s method consists in compressing'th'e uterus between the fingers
and thumb of one hand applied as previously described, while at the
same time firm pressure is exerted downwards in the axis of the pelvic
inlet, just after a wuterine coniraction has reached-ils acme (md s be-
ginning lo subside. -

The latter point is important, for pressure soapplied to a relaxed and
flabby uterus fails to accomplish {he object of the mancurvre, and may
lead to inversion of the uterus, and very serious consequences. :

Premature efforts at expulsion of the placenta before it has become
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detached, not infrequently lead to incomplete separation of the organ and
{avour retention of the unseparated portions, giving rise to a whole
train of evil consequences, immediate and remote, Whlch I will not en-
large upon.

Retained placenta is an extremely rare event when the third stage of
labour is managed as I have described. It is one of the miost infrequent
complications of labour in our experience at the Montreal Maternity.

"The administration of ergot in the third stage of labour in order to
facilitate the expulsion of the placenta is condemned by all authontles '
It tends fo produce tetanic contractmns and thus fa\ours retentlon of :
‘the organ - -

If portions of membranes are found to. be retained, or fall to come |
‘away with the placenta, should they be manually removed ? '

This question I usually-answer in the negahve . “

My practlce is to leave theni, unless their retention gives rise ¢ to hzemor— y
thage, in which case their Temoval by mtroducmo' the gloved hand mthm :
the uterus is necessary, and is often very difficult. : LR '
* These retained - membranes usually come away about ‘the’ “third | or‘.l
fourth day without trouble. Should they fail to come away at this time,
and the dlscharges become. foul, then'a hot mtrauterme douche ucually :
effects thelr removal mthout dliﬁculty co W ,

’]‘B AVSTROOHAN T‘PRIC OSTDOTO{Ml : B
) '-.nz, - T
A \IAcmzm Fonm-:s

Sur"eon to the - Ch:]drens Memorla] Hospxtal and Asgxst'mt Surgeon to the'-:
' Montreal Geneml Hospxml PR

'As the operahons for the correctmn of dJeform1t1es about the h1p ]01an E
known as transtrochanteric’ osteotomy, subtrochantenc osteotomy,‘ or .
Gants’ operation, are held: somewhat i dlsrepute in th:s commumty I
present this patient to-mght : :

The patient is now 22 years: of age. - He was treated for rheumat1sm
in the knee for about three : years;: from - the sxxth year of hls hfe then
the diagnosis of hip disease was made.’ - .-

About a year after the dlagnosm an abscess appeared in the Ieclon of.
the hip. This was opened. . A s1nus permsted for about tb.ree or: four
months. Then the. patient was’ “considered well. - :

The patient has been troubled with exacerbatmns of this d1sea<e, shown
by abscess, at least every year, until the spring of 1908, with the excep- -

Presented at the Montreal Medico-Chirargical Society, October 2nd, 1909. '

k53



814 FORBES—TRANSTROCHANTERIC OSTEQTOMY.

tion of one intermission of two years, when le had no symptoms. what-
ever outside of those attributable to the deformities which were due to
this disease and which gradually appeared.

He was referfed to me by Dr. Blackader in March, 1908. He was then
suffering from a discharging sinus leading to a flexed, adducied and
ankylosed hip. He was admitted to the hospital on March 12th, 1908,
where he remained for one month. On his admittance the sinus was
opened and swabbed out, perfect drainage being assured. The sinus
healed in the hospital, where his hip was kept at rest by fixation. Patient
was discharged on 'April 12th, with instructions to live a quiet life, in
open air, and to return in the autumn of the same year for an operation
to correct the deformities which were both flexion and adduction. '

The patient was readmitted November 15th, 1908. He reported that
he had obeyed instructions as ‘regards life in the open air; that he had
ineveased in weight, and that his general health had been good since his
discharge from the hospital.

Examination demonstrated no sign of activity of the disease in the
hip. There was, however, three inches of actual shortening an(l 30 de-
grees of flexion and slight adduction.

The patient being anaesthetized, a transtrochanteric osteotomv was
performed and the deformity corrected, patient’s leg being. slightly ad-
ducted and extended to a position of 10 degrees flexion. The patient
was then placed in a plaster-of-Paris spica.

On December 15th, 1908, the plaster-of-Paris spica was cut down and
the patient examined. The correction of the deformity was then per-
fected under ether anaesthesia and a new plaster-of-Paris bandage
applied.

On December 31st, 1908, the patient was discharged mth no sign of
active disease and no deformity about the hip, although there was an
actual shortening of between two and three inches, which was easﬂy chs-
guised by such a boot as he now weays. ;

The patient was asked to wear a Thomas hip sphnt for a few weeks.
He returned to me October 1st, 1909. Examination demonstrated the
above mentioned actual shortening, compensated for, however, as before.
The flexion allowed, about 10 degrees, was demonstrable. The patient
walked with an almost imperceptible limp. He says that he feels well
and has been well, and is now on his way to the L\Olﬂl“ est Terntones,
where he feels able to do a man’s work. - -



* 'COCOYODNTA. -
BY . '
© A. LApraHorN SMrTH, M.D.

qux-geon-in-Chief of the-Samaritan Hospital, Gynaacolo"lst to the Western '
' Hospital and to the Montreal Dispensary. .

Very interesting are these cases of pain at the very end of the spine.
Although the writer has only recognized seventeen and operated on four-
teen cases out -of a total of fifteen thousand patients of whom he has
records, he feels convinced that many others passed through his hands
without his having noticed them. As he has not seen a paper on this
subject in the medical journals for several years, it might be well fo
have our attention called to this very painful affection.

The earliest recorded case appears in the diary of Professor Smetius
of the University of Heidelberg, who under date of October 27, 1588,
made ihe following entry: “My wife has fallen backwards and so in-
jured the coccygeal bone that she cannot sit without great pain, nor can
‘she: empty the bowels or bladder or cough without much distress.”

-In 1859 Professor Sir James Y. Simpson, who coined the name coc-
cyodynia, while lecturing on this subject in Edinburgh, said that within
thiree weeks he had seen at least ten cases of the malady in public and
private consultation practice. ¥or fear that his audience might think
that he was exaggerating a little he explained: “When you have been
made aware of the possibility of the occurrence of the complaint and
when you have begun to look out for it, it is by no means very rare.
Diseases like other subjects in nature sometimes seem rare, not because
they are so in.reality, but because our attention has not happened to be
fully called to the recognition of them as they pass before our eyes. 'Of
course it is a very unusual circumstance to meet with so many in so
short a time; but it is not more wonderful than what often emough
occurs in the experience of all surgeons in extensive practlce, who find
that during a short space of time they may have a succession of cases
all presenting the same form of injury, as an epxdemm, as it Were, of
fractures and dislocations, and that a lona period may elapse before
they again meet with a similar case.” 'He adds that, while he had seen
and recognized a great many of these ¢ases, he had probably seen many
others, also, the true nature of which he d1d not at the time under-
stand.

Read before the Montreal Medico-Chirurgical Society, Oct. 15, 1909.
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The writer of this paper could give another familiar instance of the’
same thing by pointing out that nobody had seen or even suspected a
case of tubal pregnancy in Montreal up to twenty-five or thirty years
ago. But by the attention of the profession being called to this most
serious disease no less than fifty operated cases have fallen to the writer’s
share, with perhaps as many more to each of the other half dozen ab-
dominal surgeons in this city. "These cases were just as frequent fifty
years ago, but they were neither suspected nor operated on, and their
deaths were registered as deaths from heart disease or acute indigestion.

Although I have mentioned most if not all my fourteen cases of re-
moval of the coceyx during the course of my clinieal reports, I have never
written a paper specially on this subject, and as the condition is a most -
distressing one, I believe that it would well repay us to make ourselves
so familiar with its symptoms that we wi ou]d not fail to detcct it w hen
it confronts us.

Symptoms.—Pain in. ‘the regxon of the coccyx whenever the patient
sits down or rises, and sometimes even when she remains in the sitting
posture. Most of the patients- affected W1th it are obliged to sit on one
hip or with only one side resting on the edcre of a chair, or with. the
weight partially supported by a hand on the «chair, and they are rendered
very awkward and miserable in consequence ~Some ‘of them actually
dread sitting down, so_great ‘is the’ pam then felt while it is just as
pamful to get up or change then- pos1t1on Some suﬁer mo=t pam when

a word, whenever the muscles attached to the coccyx contmct and pudl
upon it or-when the little bone is pullecl or pnshed by the finger or is
moved in any other way the patient suffers. \Iost patxents suﬁer Worse
in winfer or damp weather, so that they have been Imm\n to pass the
whole winter in bed in order to lessen.the pain.’
Diagnosis.—If we -would ‘Dever fall to dlagnose this condltlon then.
we must spend a few seconds i in emmmmg the coccyx whenever we ex-
amine a woman for pain in the lowe1 ‘part-of the body. When we alr eady'
have the first finger in the vagina 1t will hterally not take lontre1 thian
ten seconds to apply the other foxeﬁncrel to the httle bone from the out-
side, and move it backwards and fonv:u ds a few times. If there is -any-
thing wrong with the’ coccyx the woman W111 qu1cldy crv out 1n a. bad'
case she will scream with the pain. :
There is never any difficulty about fcehnO' the bone e\en in the stout—
est women. If it can be pressed upon or moved there is no coccyodyma
One reason why the condition go often’ escapcs our notlce is that pe-
tients are sometimes very 1ndeﬁn1te in their description of thexr symp-
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xtoms Perhaps also through modesty they w111 complam of a pam in
the back instead of siying that they have'a pain at;the very end of' their
' spine,.which-would at ‘once direet our-attention to the’ ‘real” seat of the
trouble. A few. questmns, however, as to what makes the- pa.m "worse ..
! will, evoLe an answer that any and all movements’ about the permeum’
_,awravate it. If the patient is rheumatic, as she often is'in"these cases,
she’ may very truly mislead us, so to speak, by saying that she has ‘pains .
all over; while the very fact that a woman has been suffermg for months
or.years.and perhaps taking drugs for it would bring about a neuralvlc‘
condition of every ncrve in the body )
Causation.—From the above symptoms it is evident that the trouble‘
is Jocated in the sacro-coccygeal articulation. /Although the condition was
" for a long time considered as a neuralgia of the nerves of the coceyx, it
would seem more likely, as it is generally recognized to-day, to be a rheu- 4
matic affection of the above joint. Many patients have attributed the be-
ginning of their suffering to having sat on damp, cold ground, which in a :
person whose blood is saturated with uric acid, might well be a deter-
mining cause. - But by far the greater number of cases of coccyodynia
are due to an injury to the joint either by a fall on the-back of a chair, -
the corner of a table, or even on the floor in such a way as to strike the-
end of the spine. Indeed there are cases on record where the bone has
been put completely out of Jomt causmg such pam as to make the pa- '
tient swoon. - o
Next to-violence from w1thout the most frequent cause is v101enee-
from within &unng pa,rturltmn In every case-of labour the coccyx bends:"
backwards so as to. enlarge the pelvic outlet, but when the child’s head
is very big or when the pubic arch is narrow the head may: then: push
the coceyx so far backwards that the anterior ligaments which bind the
bone to the sacrum may be torn. Then one of two things happens
either the injury is cured by anchylosis, in which case there is no more
trouble until the next delivery, when instead of dislocation there may
be an-actual fracture of the coccyx; or else there may be 'moblhty, but
with ‘an inflamed ‘joint, - causing pain . whenever the gluteus mazimus
or auy -other muscle attached to it contracts. - .
. Treatment—Until-fifty years ago the only treatment was m°d101nal
-and the patients received anti-neuralgic remedies, including morphme,
until their general health was broken down and:they had lost all hope .
of ever getting relief. Then its rheumatic nature was recognized and .
quite a number were reliéved and a few cured by treatment directed
against the rheumatic or uric acid diathesis. It would be amusing were .
it not so sad to read of -all the things they used to do tojone of these
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sufferers, blistering, leeches, acupuncture needles and hypodermic injec- .
tions of morphine. One successful case is reported of a very prominent
old gentleman of his time, threc hundred years ago, who, while going -
down the front steps, slipped on the ice and fell, striking his coccyx
on the stone. He suffered great pain, but what troubled him most was
that he could get no movement of the bowels. For this he was given
aperients without avail, and by the fifth day his condition was serious.
He was then advised that perhaps his spine was injured and that he
should allow himself fo be rolled and pushed and tumbled about as he
lay on a wooden bed by two robust people. In the words of the chronicler
“this was- followed by the happiest results, for by the jostling the end
of the os coccyx, wiuch was bent inwards, was restored to its situation,
and the obstruction being removed the bowels were moved cum- impeéelu
summo. It must be admitted that if the condition were not neuralgic.
at first it soon became so, because if the accident happened to a person
in perfect health the pain and the treatment of the pain with long con-
tinued doses of morphine could hardly.fail to bring about a general
neuralgic condition. They made the mistake in those days of thinking
that the pain was due to neuralgia, mstead of the neuralrrm being" due
to the pain and the treatment

It was only about fifty years ago that an effectne treatment was found
by. Dr. Nott, who. first severed the muscular and fibrous attachmenis to
the coceyx, leaving the bone.in place, but at rest. This was done sub-
cutaneously with a tenotomy knife and without an anesthetic, and gen-
erally gave relief for 'a time at-least.: It gave such relief from a pain
which was so severe that on one occasion when Sir James Y. Simpson
was. performing it on a.lady from India, who had long suffered from
coccyodynia .and at last made the long journey to Edinburgh to seek a
cure, an accident happened. I will let Sir James tell it in his own
words. “I was dividing the Jast fibres of the coccygeal attachments
when the slender knife gave way, and broke among the dense structures.
I told the patient of it.and she at.once raised herself up in alarm to
hear of the calamity, but before I had.done telling her of what had hap-
pened she had had time in sitting up. to discover that she had been cured
of her disease and rejoiced at the discovery. ' She’ quxcl\]\ replied, ‘Ol,
never mind, the pain is gone, let-the knife remain’ .And there, for
aught I know, it remains fo this day.” Not only this one remained per-
manently cured but he reports several others, one “a lady who had been
a martyr to it for twelve years past and who night and day used to suffer
great pain whenever she made any movements of the body. Yet in her
case isolation of the coceyx in the manner above described produced im-
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mediate relief, and ever since the opemtlon was pelformed 2 fortmvht"
ago, she has been perfeetly free from pain.” ”

Later on both Dr. Nott and Sir James Y ﬁmlpson iound that the'.
pain returned as the muscles and ligaments became reunited t6 the bone.
They then adopted the plan which we use to-day, namely, the complete”'
removal of the bone at its articulation with the saerum, which is the
only treatment which gives a sure and lasting result. At least my own
experience of removing the coccyx has béen most satisfactory and the
patients on whom I have perforired this little operation have been the
most grateful ones I have had, much more so, indeed, than those whose
lives were saved by an early operation for cancer of the breast or uterus.
I am at a loss to understand how the experience of a few operators could
have been otherwise. Skeene reports two cases where the patients suf-
fered a great deal for several months after the operation. On looking
closely into his description one may perhaps find the reason ; for he not
only removed the coccyx but a considerable portion of the sacrum also.
This I have never done nor can I see any object in doing anything more
than to discover the coceyx at its articulation with the sacrum.

The operation.—A straight incision is made two inches long over the
centre of the coccyx down to the periosteum; the skin is dissected back
and held by retractors, while the knife is passed down one side of the
little hone and up the other so as to sever completely the attachment of*
the gluteus maximus, 'coccygeus and levator ani of both sides, and of the
sphincter ani in the middle. Then the bone is pressed sharply forward
so as to put'the inter spinous hfrmuent on the stretch, when it is easily
divided and the joint opened. " Then the rest of the ligaments holding
it to the sacrum are cut, and there only then remains the fascia between
it and the rectum. This is cut with scissors and the bone is lifted out
with a light pair of bone forceps. Sometunes we geb into the joint -
below the sacro-coccygeal one, in which case we have only to feel if there
is a movable piece of bone remaining, and if so it is easily removed.-
There is rarely much bleeding, but when there is there is no difficulty
“in stopping it, first by packing -for a minute or two with a very hot
gauze sponge, and then if any little vessel continues to spurt it is better
to put on a fine catgut’ h<ra1:ure When all oozing has been stopped we
pack the cavity rather firmly with a strip of mild 1odoform gauze, which
is not. removed for several-days. 'The skin incision is closed carefully
with silk-woxm gut and a light dressing put on, because owing to the
situation it must be changed f1equently ‘The end of the iodoform
gauze drain jr left hanging out at the top of the incision, which is the
lowest point for drainage when the patient is on her back. Two or three
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quarter-grain hypodermics may be given during the next day or two if
there is much pain, although many patients have stated that the pain -
after the operation ;was very miich less than it had! /been for months
before. The temperature generally goes to 101 the: ﬁlSt evening, 100
the second, and is normal the third. |

For my fourteenth and last case I am indebted to Dr. Robert W 1lson,
whom the patient consulted at the out-door department of the Western
Hospital on July 10th and was admitted to my ward on July 13th.
Mrs. M., 22 years of age; married two years; no children; had a mis-
carriage two months after marriage, which. she attributed to a fall on
the ice and striking the end of her spine. This occurred two years ago
and ever since she has been complaining of severe pains in the region
of the coccyx when she sits down or gets up, and sometimes even when
she remains in the sitting posture. Sometimes she could only sit on the
edge of a chair, as the slightest pressure on the end of the coccyx caused
severe pain. She also suffered especially at the end of the act of urina-
tion and defecation. 'At first when I questioned her I almost failed to
recognize the true condition, for she said the pain was in her back, and
on making a pelvic examination I found a retroverted and congested
uterus which would be enough to explain a backache. But happening
to press upon the coccyx she flinched so much that my atiention was
called to if, and I found that she was the subject of coccyodynia as well
as of nervous symptoms due to the retroversion.. Asthere was some
endometritis, we began by doing dilatation and curetting, then Alexan-
der’s operation of shortening the round ligaments, after which we removed
the coceyx. I am a firm believer in doing all that has to be done at one”
sitting. '"The strip of iodoform gauze was removed on the fourth day, -
the stitches on the tenth day, she got up on the eighleenth day and went
home on the twenty-first.- Her physician has since. informed. me. that
the result has been all that-could be des1red ‘as she has had no pam or
discomfort of any kind. S S

Many years ago I had a lady. under my care who has since passed out
of my hands: ‘This lady suffered .agonizing pain, as she believed, in the
lower pait of the rectum, for which she had consulted many surgeons in
England without either they or I having Tecognized the ‘true nature of
it. We all looked upon it as'some form of heuralgia, but I feel certain
that the removal of the coccyx would have cured. her.. This agonizing
pain would awaken her in the night and would last- from, four o seven
minutes, during which the perspiration would break.out in drops on her
forehead. I tried many quick anodyres, including nitrite of amyl pearls,
but nothing short of chloroform would have acted quickly enough. It
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wag no use to send for a doctor at the.time, for the attack would be
over before he could get there. She was afraid to acquire the habit, and
therefore declined to take chloroform herself. This patient was exceed--
ingly rheumatic, frequently having to call in a throat specialist for
.Theumatism of the throat. In the light of my present experience I would
explain these mysterious attacks as follows. A little gas accumulating
" in the rectum would set up a reflex contraction of the sphincter ani;
this would pull on the coccyx and the pain thus caused would start a
spasm in the levator ani and other muscles attached to it. 'If this pa-
tient should ever consult me again I will urge her to have her coceyx
‘removed.. .
 In view of the 1mportance of making a diagnosis I would urge the
systematic examination of the coceyx whenever we are making a pelnc
examination or whenever the woman complains of pain in her back low
down. If the coceyx is found to be painful further inquiry will generally
elicit the history of a fall upon the end of the spine. In most of my
cases this was the history given and.the coccyx was pointing forwards
at about a right angle to the sacrum. In a few of them there had been
no history of a fall, but the trouble dated from a severe instrumental
delivery which left it bent backwards "It is quite natural for the coccyx
to bend a little backwards so as.to give ‘a.little more opening at the
.pelvic. outlet, and for this.purpose it is: generally admitted that-the
coccyx is mores moveable in the female, than i in the male. This may be
the reason why coccyodynia is:of much greater frequency in women;
men .are Just as llable to fall upon the end of then' spine as women. "

A CASE OF MYAS’.[‘I—II].Nr IA GRAVIS
oy ,

. Cor L\ Rbssnn ALD. - .
From the Ghmca], \eurologxcal and I’athologleal Departments of the Royal
: Victoria Hospital, Montreal '. : -
In presenting this patient before the Soelety I mlcrht first say thatf
Myasthenia Gravis is a disease characterized by general feebleness of the
museles, and also by their quick exhaustion on use, and the qmck renewal:
on rest of what power they possess. s
‘This patient is one of special interest, as, some of you may 1emember,,
he was shown here by, the late Dr. James Stewart seven ‘years ago. Dr.
Finley had shown a similar case in the previous year. 'At-that time,
seven years ago, the symptoms were well marked and typical. He had
right-sided ptosis and diplopia. - There was paralysm of outward move-

Read before the _Montreal Medico-Chirurgical Society.
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ment of the left eye and of upward movement of the rwht eye:’ He had’
diffieulty in mastication and in swallowing, especially after he had been
eating for a little time.

The upper extremities were weak and became exhausted eas1ly. On
asking him to raise his arms to the shoulder-level after about 40 or 50
attempts he could raise them no more. After walking the length of the
ward his legs became exhausted and he developed toe drop. If he looked
at the ceiling for about two minutes ptosis increased in the right eye and
developed in the left eye. If allowed to rest a few minutes he could
again carry out the movements. In the morning, after the night’s rest,
exhaustion did not take place so easily. Subjectively, the patient com-
plained of aching pains in the muscles, especially alter htmue There
was no objective sensory disturbance. ’

The electrical reaction of the muscles was typical. If ’che muscle
were brought into tetanic contraction with a faradic current it soon be-
came exhausted and would no longer react to’this current, while it con-"
tinued to react normally to galvanism. In fact, in spite of treatment,
the patient was apparently in a very bad way. He was advised to live
in the country, which he did, and he states that for the past five years
Le has been without symptoms. A few months ago, following severe
mental strain brought on by the death of his son, he has again developed
ptosis of the left eyclid and paralysiz of upward movement of that eye,
and just within the last week he has also lost the powtr of outward
movement in the same eye. IHis extremities when he returned to the
clinic were perfectly strong, grasp registering 100 on ous strongest mano-
meter, and he did not become exhausted with exercise, but there has.
been a noticeable and slightly progressive weakness since then, although -
it has by no means reached the paretic stage yet. The electrical reactions
of the muscles are quite normal, and the nervous syetem is otherwxce un-"
affected. TReflexes are all present and normal. :

With the patient’s consent, Dr. Keenan kindly removed a =ma11 p1ece
of the left deltoid muscle under local anaesthesia. It was put imme-
diately into Zenker’s fluid and stained with haemotoxylin and eosin,
and as a whole stained well. But some bundles of fibres stained very
poorly. This does not seem to be an artifact in the staining, as these
poorly stained fibres can be followed through a whole series of sections. -
They are in many cases surrounded by well-stained muscle fibres. They
almost invariably show a longitudinal splitting of the fibres. In gome
places only individual fibres show this lack of staining property. 'In
other cases a whole bundle of fibres show the same failure,

Numerous musele fibres show an appearance as if a vacuole or sh;irply-
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defined ares of light colour lay in the fibre. This circular or subcircular
.vacuole, if it be such, appears in successive serial sectmns and therefore.
appears to have its long axis comculent with the long axis of.the fibre.

.These arcas-appear.a light: pink, rather than colourless, although -in
some cases there is a colourless ring surrounding this pinkish centre,.
which' is ‘in turn surrounded by the ring of well-stained muscle fibre.

JAgain, many fibres are seen \nth sxmply a poorly-stained centre, the
penphery being well stained.

Tn. other places only a more. or less irregular area of the transverse
section of the fibres is well stained and looks fairly normal, while the
rest of the fibre does mot stain, and shows the longitudinal splitting
mentioned above. This also can be followed in the same fibre through a
series of sections. The nuclei of the muscle cells appear normal in num-
bers in all the fibres, and stain well.

There is nothing abnormal to remark on in the vessels, and there is
no sign . of the collections of lymph cells which Buzzard has described.

Of interest in this connection are some slides from the varicus organs
in cases of Myasthenia, which have been prepared for me at the National
Hospital, London, England, through the kindness of Dr. Buzzard and

. Dr. Holmes, showing what Dr. Buzzard has named “lymphorrhages” in
“the muscles and various organs. These ure small exudations of lymph
cells between the muscle fibres. One can see also a change in the con-
“tour of some of the fibres with atrophy, and also a diminution in the
staining power in some of the fibyes. These are, Buzzard has found, a
~constant feature in the disease.” Others also havé found these “lymphor-
thages.” Weigert was the first to deseribe them in 1901. He looked
upon them as metastases of thymus gland tumour, and while they may
have been so in his case they certamly are present where no such fumour
is present in the thymus or elsewhere. Buzzard has found in his eleven
. cases that frequently there is a persistence of the thymus gland.

Kaufmann found excess of lactic acid in the blood and urme and
looked upon it as a fatigne product.

I am indebted to Dr. Bruere for the following exhaustwe report on’
his examination of the urine, which he undertook whﬂe the patlent was
in the hospital. -

Amt. of | .o :
urine in 24| Ammonia| Urea |Uric acid] ™. .
Date hours - ‘ Total acidity {TotalN.[ N. N. N. - | . P20s

18/6/09] 1460 c.c. ';405.881'—0Naﬁou.262 10.662 | 9.292] 0.193 | 1.788

19/6/09! 1165 c c. i274.941NaH010.487 '0.433 | 8.944) 0.153 | 1.409

0

20/6/09| 1626 c.c. 1465.03NaHO}.113 | 0.646 |11.087] 0.227 | 2154 |
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Not a trace of lactic acid could be found in 4000 c.c. of urine ex-
amined. The samples of urine were albumin-free and glucose-free. The
nitrogen distribution was also normal throughout.

Knoblach’s theory is ingenious. e points out that in many of the
cases reported the muscles are stated as having a pale appearance and
compares them to the white muscles one finds in chickens and rabbits, ete.
As he says, they have a different physiological action from the red
muscles. They react more quickly but cannot sustain an action as long.
They initiate a movement, the red muscles carry it on. The white
muscle produces more lactic acid and fatigues more readily.

Tt is probable, as Buzzard points out, that the symptoms of the dis-
cuse are best explained by assuming the presence of some toxie, possibly
autcioxie, agent, which has a special influence on the protoplasmic con-
etituent of voluntary musecle. '

For treatment, it seems to me, katabolic changes in the muscles =hould3
be lessened as much as possible, by rest, and deficient ehmmatlon of waste: -
products increased by massage, oxygen inhal atlons, and g0 on.

- INSANITY IN IMMIGRANTS .
P." H. BRYCE, :
Department of Intemor, ‘Ottawa. °

The charge having been made in some quarter< that there was a.n"
unduly large number of immigrants being admitted to Canada, who
became subsequently or were at the time of admission insame, it became_"
a duty to endeavour to determine, as far as statistics were possﬂ)le, what; ‘
the exact situation was. .

For comparison, it was necessary that comparisons of populatlons be,
made as regards age-periods, sex, nationality, etc., accordmﬂ to the last
census. The population by age-periods was:— '

England and Wales . - '

Under 1901 - . Canada United States -
15 32 4 o 34.0 34.4

5—24 19. 5} . 20.0) 19.6)
25—34 16 1447, 6 14.5 }'43.6 15.9}47 6
35—44 79,1} 12.1
45—54 - 8 9 11.5& 8.4
5564 6 O }19 5 8.2 }25.3 5.3 +17.7
65 ' J . 5.6 4.0

The notable diﬁe,rence at different age-periods in Canada, especially
as compared with either England or the United States, points to the fact
that if a small population, as a Canadian Province or Eastern State, lost
during a 10-jear period a notable number of its young population, or on
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the other hand had added to it an abnormal number, it must be apparent
that the proportion of persons normally present in any age-period would
be notably altered. The first is the explanation of the excessive number
of persons in the three later age-periods in 1901 in Canada, which had
for 20 years been losing to the United States a notable number of young
men and women, while, as will be seen'in the figures for the three new
Western Provinces, made up of a young populatien, the difference in the
age-periods in the 1906 census, by an enormous immigration of nearly
100 per cent. over 1901, makes the variation. from the normal even more
marked. Thus:— g :

o Mamtoba V’lmtcba
. a ' Sask. . Sask.
: o Canada -~ Alta, - Alta,
Age period 1901 © 71901 1906
0—15 34. 0 . "38.4 34.3
15—24 20. 1 19.21 21.4)
25—34 14.5 }43.6  15.9}47.2 19.0 }52.2
35—44 .1 2.1) ©12.0)
45—54 11.5 7.0} 7.3 ]}
55—64 8.2115.3 3.7}14 c 3.7 +13.1
Over65 = 5.6 2.3 2.0)

Thc causes of these differences are at once apparent if we note the
number of children in an immigrant population. Taking the years 1905-
- 6-7-8, it is found that of the 187,519 iAmerican immigrants to Western
Canada, there were: men, 106,040; women, 40,359 ; children, 41,090, or
an average of 21.91 per cent. of children of 14 years and under, as com-
pared with, in a normal population, 34 per cent. This variation is
even more marked in the immigration from Europe, etc., to the United .
States, which was» for 1904-1908, but 12.1 per cent. in a total of over.
4,000,000,
~ Having these primary facts before me it became essential that in any
. study of ‘insanity in a given population .the number of immigrants in
each age-period be carefully compared with its relative population, and
as up to the end of 1908 the total immigration returns to Canada were
available, I attempted to study the effect of this immigration to the three
Northwest Provinces of Canada, whose population had increased by al-
most 150 per cent. between 1900 and December, 1908.

It was especially difficult to determine the true populatlon of Cana-
dians and Americans in these provinces, because a very notable propor-
tion of the immigrants had been from Eastern Canada, and of those
from the United States many were returned in the census of 1906 as
“returned” Canadians; although in the immigration returns many were
given as Americans. Estimate had also to be made of tBe natural in-
crease in the population of 1901 and of the immigrants of each succes-
give year.
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With the errors so far as possible ellmlnated in estnnatmg populatxon 3
by nationalities, I was fortunate in being able to obiain a. yearly retum
of the admissions into the several insane asylums from 1901 to 1908

ADMISSIONS TO ASTLUMS IN MA\x'ronA, SASKATCBEWAN AND ALBm'm, 1900 1908.

Canadian  Eng. Insh‘ bcotch U States Ger Francel

Total for 9 . . ‘ S¥er) .
vears .759 353 .80 | 106" f:-.=_149 TS 56,,“1 3
Total of 1st : T T L
5 years 362 . 146 29 " 537 7427 . 23 o247
Total of ' : T U A T LR R
2nd 4 years 397, 207 ‘81 . 83T 107 -‘533,'-'“,'. 29 ;.
British Norway & " Chma and et
Possess. Sweden - Austna Russna Italy Japan Unkn Total ;
Total for . i : . e '
9 years 13 133 145 ' 95 3 -6 .31 1982
Total of : - U S A
1st 5 years 4 54 55 43 1 1 4 "840 |
Total of . ‘ L
2nd 4 years 9 79 . 90 52 . 2 5. .27, 1142

Comparing the admissions at the end of 1900 with those at the end
of December, 1908, the fact is found that in one of the two asylums 40
er cent. of those present in 1900 were still inmates in 1908, and in
the other 61 per cent., indicating not only the probably young age at
which such were admitted, but also how, without any per 1,000 increase
of insane, asylums do rapidly fill up. That is, with a total of 407 in
the asylums in 1900 there were, including these, to the end of 1908, 1,982
admissions; but with a population increased by 150 per cent. in 1908,
as compared with that in 1900, the admissions were 358, as compared
with 142, as estimated per thousand population admissions in 1908 were
.335, while those admitted in 1901 were .339 per 1,000.

It is of importance as regards the number of immigrant insane that
the Canadians in the population of 1901 were 62 per cent. of the total
population and in 1908 but 54. If a larger group be taken, as the first
five years compared. with the latter four years, which, with a population
of just 1-7th more persons had 1,142 admissions as compared with 840
or with 961 if the population be made of the same ratio, it appears that
there is a slight increase; but it will be observed that the movement of
a portion of the 38 per cent. of the total population.from below the 15
year age-period to that between 15 and 24, which was 8 per cent. of the
total admissions in any'year, and of those between 50.and -60 to the
period beyond that, will fairly account for this increase. If we turn to
the rate per 1,000 of admissions of different nationalities for the nine
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years, and reduce them to. an averave for one year, We obtam the fol-
lowing :— . : "

. L ‘ Adxmssmn per 1,000 to N.W
. -; , a,sylums average of 9 years
Na.txona.hty L Populatxon S reduced to 1 year '

Canadians - . 461,229 . 0.19

British Islands ) .185,401' RRREES . 0.32

British Possessions . T T
(total 1,533) 01,538 0 - -0.94

United States . 218,347 T . 0.076

Germany and Holland 18,132 L 0.34

France, Belgium and O LT L
Switzerland . 28,711 . L0820

Austro-Hungary, . : , S
-Galicia, ete. ‘ 85,001 . 0,18

Russia and Finland 47,206 ©0.22 -

Italy and Spain 2,134 . 0,16 - -

China and Japan 1,464 - 0.45 .

Others 1,497 ’ 2.30

Al

What is worthy of remark in these tables is the relatively low rate of
native Canadians and of Americans; but it must be remembered that of
the latter probably a larger percentage are of Americanized-Germans,
Scandinavians and their families than of the old '‘Anglo-Saxon stock.

However, it has been remarked by others as well as myself that the
Teutonic peoples, both German and Scandinavian, have in America a
relatively high number of insane. What further is equally notable is’
that the Slav races, whether native Russians or Galicians, Poles, etc.,
have year in and year out a remarkably low percentage of insane, and
the same may be said especially of the Italians. , ‘

Another rather remarkable fact is shown by the tables, viz, that of
1,982 admissions 1,274 were men and 708 were women. Compared with. -
the ratio per capita it is found thqt while males to females in; the popu— .
lation was:— , .

Census " Males " Femalés

1901 ' 54.6% T 454 T
1906 : 357.6% C 42.4%
The ratio of admissions was— '+ . . : S .
1901 64% S 369
1906 ' 667 L 3%

The idea that life on the wide western prames is espemally fatal to
the healthy mentality of women ‘seems absolutnly Wlthout foundatlon,
and is, I trust, permanently exp«oded ‘ :

"To make our tables yet more valuable I may glve the ratlo per 1, 000
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of adm1ssmns to the 2 orthweet asylums, aver a«ed to-.a rate per 1 000',
populahon for one year — ~ . " :

Ratm per 1000 populat:on ‘

'Age periods ' = ateach age penod
. 15—24 ' ' o
25—34 : 0 52
35—i1 : :  0.66
45—54 ) 0.72
55—6+4 0.70
65 and over 0 1.05

The comparison of the percentage of admissions as compared with!.
the percentage of population for the same period to the total is of much
interest. For 1901-1906 the admissions between 25 and 44 were 58 per’
cent. of the total, compared with 44.2 per cent. for the same period in
English asylums. For the period over 44 the percentage is 33 per cent.
of the total, as compared with 39.8 for English asylums. .

If we take the population percentage for the same age-pdnods, 2o to
44, we find in the Northwest Provinces it was 31 per cent. of the total
as compared with 28.3 in England.

What, however, is very remarkable is that while in the N orthwest
Provinces the percentage of admissions between 15-24 was but.? per
cent. of the total, while the population was 21.4 of the total in 1906, the
admissions in England were 13. 4 per cent., although the population ‘was
but 19.4 per cent. of the total over 15 years. It would appear that the
mental breakdowns in Dngland were greater in the early period of hfe,
and thus would reduce somewhat the number of insane,

In the period between 25 and 44 the figures for Neir York State show
a similar rate to that of England. Assuming the great difference to be
real and not accidental is it to be explained by the great difference in
the proportion of urban to rural population in the two latter cases?
These comparisons have an important bearing upon the total insane in
any population, since while a high percentage, if under 15 years, tends
to lessen the total admissions over a low percentage of population -in
this period, and a relatively high population in the’ years ‘beyond 45
years tends to increase the total admissions, yet it is the population in
the years 25-45 of stress, wage-earning :and. chlld-beanng whlch tells
most directly in the total admissions. . |

As we have already seen, the percentage of the total populaﬁon in
England between 25-44 was nearly 5 per cent greater than in° C'mada in
1901, but is almost exactly .the same as in the Umted States in"1900.
Hence it will be of interest to compare the rate per 1,000 of admlssmns
in the three countries.

The following table taking New Y rk State ﬁgures is 111ustrative —
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Average yearly admissions to- asylu_ms in'different countries by age per-
iods and rate per 1,000 population for each period. -

N.W. Canadxan Provmces - England 1902 to New York State
9

‘1900 t0 1908 (average) - 1907 (average) 1904
Under 15 . 0.03 0.006
15—24 . 0.11 0.46 0.7
25—34 0.52 .- ©0.93 1.2
35—44 0.6 , 1.22 1.49
45—54 0.72 i 1.37 1.80
55—64 0.70 1.36 2.00 -
65 and over 1.05 1.53 2.80
Unknown age — — 6.00

Owing to the age-periods from which the figures of the 1901 census
for all Canada are given they are not exactly comparable with the above,
but the total insane were 3.0 per 1,000.

Accepting the figures for England as a standard we find that ﬁve, or
one in 2,000 population, were admitted in a year to asylums there. If
the population for New York for 1900 be taken for a divisor then the
admissions, taking these for 1904, were 0.91 per 1,000 annually, but if we
take the population increase of New York cities for the four years as it
was given for 1904, at 10 per cent., then we reduce this to 0.80 per 1,000.

The admissions for the Northwest Provinees with their 150 per cent.
increase, chiefly through immigration, reduced to an average, give 0:27
per 1,000, or about one-third those of New YorL and one-half those of
England. '

- To illustrate how much care must | be taken in compansonc the follow-

ing table is glven of the oﬁ‘icml msane in'different couniries:—
. - g ,( . -

.. .. . No.per1,00
- Country, . = | Year', : m asylums . L Class mcluded
‘England ° 1903 .3.40. Al notlﬁed lunaties . -
Scotland - . 1903 . . - .3.63 All in’ asylums, prisons, ete.
Ireland P 1908 ¢ ¢ 4.90 - Does not include those in
o : Dot . Lo rivate houses
Canada . 1901 - 2.38 . - Al present during census year
France - 1904 . 1.77 . - Inmates of institutions
- Germany . 1908, - 1.91 . Inmates of all asylums
keted 1003 007 2.350 tion, 1.54
e . 5 by examination, 1.5
Sweden Lo : Co ~official insane notxﬁed
Denmark L1901 - 1,40 1.57 official
‘New York State - ‘1903 -+ 3.39 . . All inmates of asylums at'a
o, fixed da.te ,
Massachusetts © 1903 ... 2.88 - “ “ o ::
Michigan .o 19087 v 2,18 s O
Wisconsin . 1903 2.47 « A
‘anesota o - +1803 . - -7+ 2013 St o
Austria " . 1901 .. - 0.51 . -In asylums
Italy 1899 . - . 1.09 .

How 1nadequately expreesed is the exact sxtuatmn as ;]udged by these
figures may be seen in the fact that in those western states, Wisconsin

56
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and Minnesota, where the foreign populétion in 1900 was 60 per cent.,
chiefly Teutonic and a young populatlon the asylum admissions are
greater than Germany and three times as great as Norway and Sweden,
while they are four tnnes greater than in’ Austria and twice that of
Ttaly. :

It will be recalled that in the Canadmn West the Teutonic immigrants
admitted to asylums per 1,000 averaged, Germans, 0.34; Norway and
Sweden and Denmark, 0.52; so that it is plain that the clearest dis-
tinction must be made in comparison between the official insane and
the insane by census enumeration. Further it must not be forgotten that
it is only the 15-24 year age-period, of all ages prior to 25 in which
insane are found, so that an immigrant population with its relatively
low child population will always show hwher in the rate per 1, 000 of
population than it normally should.

How hospital and asylum accommodation is the chlefest factor in in-
creasing the official asylum population is seen in different states. Thus
the ratio of increase of insane in the asylums of New York was from
1880 to 1903, 62.5 per cent.; Wisconsin was from 1880 to 1903, 35.9
per cent.; Minnesota was from 1880 to 1903, 66.5 per cent. The latter,
however, was relatively lower to start with in 1880, the rate being 1.46
as compared with 2.76 in 1903. The comparative study must, however,
be much further refined if we wish accurate information. Thus the
statistics of the Metropolitan asylums of London for 1907 are not in-
structive. Patients admitted were, 5,285 (or corrected for transfers,
3,554). This made an actual decrease of 43 over 1906. Of the attacks
in 1907: 1,512 were first attacks of less than three months; 417 were
more than three and less than 12 months; 651 were not first attacks of
less than 12 months’ duration; 46 were less than 12 months but not
known of first attacks; 522 were more than 12 months’ duration; 278
were unknown duration; 126 had congenital signs of imsanity; six not -
insane. The percentage of first attacks to' total adm1s=1ons in 1907'
was 55.3 per cent.

In pursuing my investigations into the asylumq themselves in Canada'
I found that the transfers and repeated admissions of the same person,
as seen in London, practically precluded the use of the year by year
admissions as a basis of accurate comparisons.

But apart from this the problem, especially in the older provinees, was
complicated by the fact that the place of birth if outside Canada caused
the insane person to be registered as foreign-born, while he was often
cinssed as an immigrant without the fact being mentioned that he was
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admitted perhaps as @ senile dement of 70 years and had been 50 yearl )
in the country.

Again in certain of the asylum districts, mto Whlch for depa‘rtmental"-;;
purposes Ontario is divided, the population is largely rural and" havef
had between 1900 and 1908 few immigrants. In such 1t was found that
the native-born Canadians in 1905-1908 .gave a higher . percentao'e of..
admissions than 1901-4—or about 90 per cent. in the latter, as compared i
with 77.7 per cent. in the former in the Brockville dlstnct Superﬁmalh
examination would lead us to the conclusion that the natlve—born Cana- .
dian was increasingly becoming insane; whereas the fact really was ‘that
year by year the old settlers foreign-born are dying off and the native-
born is yearly -increasing in the.population.” The same was shown in
the French-Oanadlan population in the asylums of Quebec. .

The fact is that a study of the insane in the foreign-born in America
is only of any value. where it is taken as we have done in Manitoba and
studied it by age-periods. This was especially seen in Ontario, where there
are eight asylum districts, and comparisons of admissions to each of these
by ages was made. For instance, the Toronto district which probably
receives 50 per cent. of the annual immigration to the province, as New
York City -does, was compared with the old Brockville district. 'The
admissions-per 1,000.were higher in the youngest population period in
Toronfo, and ‘in the oldest in Brackville, than in any of the other dis-
tricts. But -while 'Toronto had nearly 50 per cent. more per 1,000 popu-
lation for. the age-period, 15-24, than Brockville, the latter had actually
four times:as many admissions per 1,000 for the period over 65 years.

What is further of great interest is that the Northwest Provinces, with
n yopulation increase in eight years of 150 per cent, mostly by immigra-
‘tion; as compared with that to Ontario of but 1-10 of the population,
had but slightly more insane in the 15-44 age-period in the second group
of years, this being that to which immigrants almost wholly belong.

" As a matter of fact the total admissions in Ontario in 1907 over 1905
was but 47, and outside of Toronto there was in five asylums an actual
decrease of 31 admissions. As a matter of fact there seemed but one
province, that of British Columbia, where, during the four-year period
of 1904-1908 the increase in admissions to the asylum of English-born
immigrants seemed disproportionate to the total of lmmlgrants who are
‘known to have. entered the province. -

But the subject is one of extreme importance, and the eustence and
enforcement of immigration laws are alone likely to prevent the mo"esa
of persons who are undesirable aliens. . :



"SACRO-ILIAC STRAIN. "
BY ' i
J. ArrLETON NUTTER, M.D.

Sinee the time of Hippocrates the condition of relaxation of the pelvic’
joints has been noted and discussed. The etiological factor has been
childbirth, to which, it is true, the condition of pregnancy has sometimes
been added. The subject of pelvic relaxation has received but scant
courtesy at the hands of writers of systematic obstetrics. A search of
medical literature reveals a few scattered allusions and oceasional momno-
graphs by such eminent authorities as Winckel, Cazeaux, Trousseau,
Smellie, Luschka, Cruveilhier, Velpeau and: others. i

To give a modern example, Whitridge Williams, in his 'l‘e}.tbook of
Obstetrics, speaks of spontaneous rupture of the pelvic articulations dur-
ing labour, and states that pregnancy also may cause an increased mobil-
ity of these joints, due to-the greater vascularity of the parts. This un-
usual mobility during pregnancy is taken advantage of by Dr. Walcher,
who, in 1889, reported the increase in the anteroposterior diameter of the
pelvis due to the nutation of the sacrum, when the so-called -Walcher
position was employed. This position, it will be remembered, was one
of strong hyperextension of the thighs, the legs from the hips hanging
free over the edge of a table, by means of which the iliac bones swung
forward to the full extent of their motion on the sacrum, and so the
pelvic inlet was enlarged. It must be noted that the condition of relaxa-
tion of the symphysis pubis was for long held-to be of much greater
importance than that of sacro-iliac disturbance. As a imatter of fact,
the reverse is the case. We may sum up briefly by stating that until the
appearance of Drs. Goldthwait’s and Osgood’s paper in the Beston
Medical and Surgical Journal for May, 1905, the condition of sacro-
iliac and pubic relaxation was recognized, but only in its relation to
parturition and pregnancy, and was treated by recumbency, bandages
about the thighs, or in severe cases by appliances resembling heavy and
close-fitting trunks.

This highly important study was entitled “A Consideration of the
Pelvic Articulations from an Anatomical, Pathological and Clinical
Standpoint,” and was soon followed by papers at the hands of other sur-
geons, confirming and amplifying their conclusions. -In June, 1907,
Dr. Goldthwait read before the American Medical Association a second
paper, entitled “The Pelvic Articulations, a Consideration of Their An-
atomical, Physiologic, Obstetrical and General Surgical Importance.”



NUTTER— SACRO-IL1AC STRAIN. : 833

Since the appearance of these papers the sacro-iliac joints have rapidly”.
assumed the prominence to which they are entitled, and their importance '
from surgical and medical, as well as from obstetrical standpoints, has
been recognized by the profession. - Tnasmuch as in Montreal nothing.
has yet heen done to bring the subject before your notice, I have taken’
the Jiberty of putting together the salient features of sacro-iliac strain,.
which is much the commonest type of sacro-iliac' disturbance of any kind.
This is done in the certain expectation that many will find in this con-
dition an explanation of obscure cases of leg and back pain, in many
instances diagnosed sciatica, lJumbago, ete. - In fact, it is probably true
that the majority of cases of sciatic pain have their origin in irritation
at the sacro-iliac joint, an irritation which can in many cases be relieved.

It is, of course, recognized. by all that any paper upon this subject
must draw Jargely upon the studies mentioned above, and to these I
refer any who wish a fuller exposition of the subject.

Anatomy—The normal motion at the pubic articulation consists
simply in a slight up-and-down play, and should be present in hoth
sexes and at all ages. It will readily Le seen that this motion depends
. entirely upon sacro-iliac movement, and can only be exaggerated if a
corrgsponding exaggeration obtains at the sacro-iliac joints. We may,
indeed, .dismiss relaxation of the pubic symphysis as a cause of pelvic
instability. The pubie bones have but little importance in this direction,
and their principal function is-to serve as a source of attachment for
the abdominal muscles. The pelvic ring may, indeed, be lacking ante-
riorly, and no-disability be present. This has been shown clinically in
cases of exstrophy of the bladder associated with pubic deficiency, and
other instances have been reported where the pubic bones have been
{found wanting, without symptoms. ¥ull activity, even uncomplicated
pregnancy and parturition, is possible in the absence of the pubic bones.

-On the other hand, the joinis (synchondroses) between the sacrum
. and the iliac bones are of decided importance, not only from their un-
protected nature and consequently liability to trauma, but also as a result
of their close proximity to the highly-sensitive nerve roots which form
part of the lumbar and sacral plexuses. The opposed joint surfaces are
broad and. flat and covered with cartilage, the irregularities and de-
pressions in each corresponding, so that the bones are indeed in contact
but are not fused together. In'some cases fine fibres unite portions of
the auricular surfaces, in others pockets of synoviallike material are
found. : o I \

The sinuous form of the opposed articular surfaces, together with the
bull:y posterior sacro-ilinc ligament, constitutes the chief strength of
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the joint. The sacro-iliac articulation is not immovable, as is sometimes
stated. A small amount of motion is normally found here, the sacrum -
moving forward and backward around a transverse axis, passing through
the middle of the bone at its second piece. If, as in the Walcher position,
the sacrum moves backward above, the pelvic brim is enlarged. At the
same time its lower extremity, with the coceyx, will move forward, di-
minishing the pelvic outlet. From a study of these joints it is evident
that pelvic stability depends largely upon their integrity. They are
protected by weak anterior and strong posterior sacro-iliac ligaments,
and by numerous muscular attachments. Yet the joints are noteworthy
in presenting no bony foundation in the shape of a socket, which might
give them greater stability.

In the immediate neighborhood of the sacro-iliac joints are structures
of the highest importance. The lower lumbar and upper sacral nerve
roots, forming portions of the lumbar and sacral plexuses, are in close
proximity. Those roots, which together make up the great sciatic nerve,
unite direetly over the lower part of the articulation. It is easily seen
how undue mobility of the joint, or more so how a slight subluxation of
the joint, may eause irritation of this great nerve and hence sciatic pain.
But the great sciatie, though it seems to be the most susceptible, is not
the only nerve that may be irritated. Close by are the obturator, with
its area of cutaneous sensibility high up in the inner aspect of the thigh,
~ the small sciatic supplying the back of the thigh, and giving branches
tc the perineum, the internal pudic to the genitalia, and others. Any
one of these nerves, or all of them, are at the merey of the sacro-iliac
joint, and may be the source of referred pain from irritation where they
cross the two bones. !Although mechanical lesions alone are under con-
sideration to-night, it may not be amiss to suggest that many intract-
able sciaticas are due to osteo-arthritic deposits at this joint. They would
lie immediately beneath the nerve, and could easily be the cause of per-
manent irritation and pain.

Etiology.—In pregnancy, parturition, probably even at menstrual per—
iods, owing to increased vascularity the ligaments relax and motion is
increased at the sacro-iliac joints. As a result of parturition, the condi-
tion is more likely to have been caused by dystocia. To these may be
probably added pathological conditions of the pelvic organs, such- as
uterine displacements, new growths, etc., which by causing pelvic en-
gorgement soften the ligaments and allow more than normal motion.
Tt must be noted that it is at times difficult if not impossible to state in
a given case whether we are dealing with a simple physiological increase
of motion, or with actual relaxation. However, it must be remembered
that cases of this nature (i.e., those associated with pregnancy, etc.) are
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rare when compared with those caused by mechanical strain of the joint.
It has remained for Goldthwait and Osgood to point out that thé sacro-
iliac articulation may be, and frejaently is, strained in men and in chil-
dren. In fact, cases due to trauma far outnumber all other lesions of
these joints.

The first and commonest type of sacro-iliac strain is that seen
the result of a sudden effort, where a man, for example, is helping to
lift some heavy object and suddenly has to bear the whole burden alone.
This often produces the so-called “stitch” or “crick” in the back, with
pain referred to the lower spine. The pain is indeed ‘often referred quite
definitely to the region of the posterior superior spine, which marks the
sacro-iliac joint. The pain is due to rupture of some of the fibres of
the ligaments, and if this be severe enough increased motion may be
permitted, partial luxation possibly resulting. Please remember that
there is nothing in the nature of the joint surfaces to strongly prevent
luxation, nothing but the slight depressions and:elevations which you all
Temember on the auricular surfaces of the ilium and sacrum. In ordi-
nary cases the ligaments will simply be severely strained, and the sacrum
will soon recover its mormal seat. Whether increased mobility, luxa-
tion or merely strain result, the nerve roots in the vicinity, and espe-
cially those which actually cross the joint, will be irritated. It is to
these that we owe the most intractable feature of sacro-iliac strain, for
to the distribution of these nerves pain is referred. Among these nerves
the great sciatic is the most readily irritated, and hence the frequency
of sciatic pain as a symptom of this condition. Under such circum-
stances the futility of treatment applied to the back of the thlgh is ap-
parent.

-A second type of sacro-iliac strain is that brought on gradually by
anything causing disturbance of the normal relation of the spinal
curves. Interference with the lumbar curve means generally interference
with the sacrum in its relation to the ilia, and this may mean simple
strain of the sacro-iliac ligaments or actual displacement of the sacrum.
If the lumbar lordosis remains absent, with the patlent erect, it generally
means the latter. :

Such a condition is frequentlv seen after prolonwed ;recumbeney, for
example, after typhoid fever, or fractures, where as a result of general
muscular and ligamentous.relaxation the lumbar curve is- lost' and ‘the
spine is" quite straight. The sacro-iliac’ ligaments have had to. stretch
considersbly. to permit this flattening, the elevations on" the auricular.
surfaces are trying to accommodate themselves to strange depressions,
for the sacrum has swung backward above as a result of over-straining
its ligaments.
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Post-operative backache will be more familiar to the surgeons. . Lymg\
on a soft maltress, the buttocks sink deeper than the rest of the trunk,
giving support to the lumbar spine. On the rigid operating table, how-'
ever, the lumbar curve is unsupported, and afier prolonged anaesthesia
it often has given way. Here, as above, the strain falls largely on. the
sacro-iliac ligaments, and the well-known backache results. It must
not be assumed from the foregoing types that every case of sacro-iliac
strain is associated with loss of the lumbar lordosis. Many cases will
right themselves gradually, if aided by a pillow under the lower spine,
and the lumbar curve will return. In some, however, the sacrum has
become fixed in an abnormal relation to the iliac bones, and must be
replaced if the pain is to be relieved. In other cases the strain is the
result of heavy and prolonged work involving the use of the lower spine,
without acute trauma. In these cases we may assume that constant and
severe use of these joints has brought about a condition of undue mo-
bility and hence strain. In another class we may put the cases due to
ong sitting in a lounging position, as witness the backache at the end
of a long railway journey. Here the patient has been practically sitting
on his lumbar spine and straining his sacro-iliac ligaments until they
ache. In other instances long standing will bring on a strain of these
joints.

Another class is compo=ed of cases \shere the wexght of the body is
unevenly distribuied between the two legs, as in hip disease, fracture of
the neck of the femur, scoliosis and inequality in the length of the legs.

Lumbar (Pott’s) disease, by interfering with the lumbar curve, may
be a cause; in other cases obesity, pendulous abdomen and large abdo-
minal tumours have caused strain of this joint. .

Symptoms.—Pain is the principal symptom of sacro-iliac stram This
is as a rule both local in the neighborhood of the sacro-iliac joint, and
referred down to the leg or foot by irritation of the lumbe-sacral nerve
rcots. The local pain is the more constant in its appearance, and is to
be attributed to the strained ligaments and the efforts of the weakened
muscles to overcome laxity here. It is usually associated with tender-
ness over the posterior superior spine, and may vary from a dull ache
{o exeruciating torture. It is often almost constant, and is not as
a rule benefited by recumbency, owing to the strain which this position
throws upon the joint in question. |

The referred pain shows a marked preference for the distribution- of
the great sciatic nerve, and almost every case of sacro-iliac strain has
been at first diagnosed sciatica. The small sciatic, however, may show
signs of irrilation by pains down' the back of the thigh, and symptoms
referred to its upper and inner aspect show interference with the ob-
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turator. All of these nerves are, as.to their oﬁgin, close to the sacro-iliae
joint, and capable of being irritated by undue mobility or sacral dis-
placement. ‘

Limitation of Motion~—By this is meant that those motions which
throw a strain on the sacro-iliac joint are limited by pain. This is most
characteristically seen when an attempt is made to flex the thigh of ihe
affected side with the knee extended. The hamstrings, which have their
origin upon the tuberosity of the ischium, are thereby stretched, and
Ly pulling upon the ischium they tend to move the sacro-iliac joint.
This causes pain, as a rule, and spasm ol the hamstrings prevents further
flexion. 'T'his movement of flexion is the only one at the hip principally
concerned in the question of sacro-iliac disturbance. Ab- and adduc-
tion and extension are painful only when pushed {o extremes. With
regard to the spine, the patient characteristically stands with the body
inclined away from the affected side, and lateral bending is limited.
The erector spinz can be seen and felt to be in spasm. Forward bending
in the erect position is limited by spasm of the hamstrings, but with
the patient sitting down with the knees flexed the hamstrings are re-
laxed, and motion is much more free.. It is upon this sign that we de-
pend in the differentiation of spinal disease from sacro-iliac disturb-
ence. In both the spine is held stifly, but a patient with spinal disease
will maintain his stiffness of attitude whether sitting or standmg, with
his knees extended or flexed. -

The patient is usually disabled and walks with a pronounced limp.
He rises with the spine neld rigidly, and gets about with. extremely
guarded motions. In fairly acute cases he is unable to take a long
step forward on the affected side, as this, through the hamstrings, puts.
a strain on the joint. The leg soon shows disuse atrophy. 'There is
usually no swelling at the joint, but in some cases crepitus can be made
out here. This is best elicited by placing the thumbs upon the posterior
superior spines, and having the patient raise his feet alternately, as
though marking time.

With regard to the more remote consequences of sacro-iliac disturb-
ance, it seéms fair to assume that prolonged relaxation of the pelvie
joints may bring -on a corresponding weakness and relaxation of the
muscles attached to the pelvie ring. The abdominal muscles, it will be
remembered, play an important r6le in furnishing support to the ab-
dominal viscera, and if weakened it is not difficult to understand how
enteroptosis may result. The feeble back and belly muscles in turn add
to the pelvic relaxation, and so a vicious cirele is formed. It does not
appear fanciful to suppose thai in some cases of loose or misplaced
viscera, accompanied, as is nsuallv seen, by pendulous and relaxed ab-
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dominal walls and an unstable pelvis, the condition may be more radi-
cally treated by attacking the loosened pelvic joints than by operations
directed towards individual organs. It may be repeated in this con-
nection that a pendulous and heavy abdomen is a well-recognized cause
of sacro-iliac strain.

Diagnosis—In general this does not present any unusual difficulty.
The two most important signs are perhaps (1) pain and tenderness,
usnally without swelling, at the posterior superior spine, accompanied
by (2) a leg pain often referred to the distribution of the great sciatic
nerve, both of which are increased by flexing the thigh with the knee
extended. The nerve itself is not tender, as would be the case in sciatie
neuritis. With the patient lying supine, the knees kept extended, the
leg on the affected side cannot be elevated to the normal extent, owing
to hamstring spasm and pain. 1f the knee is flexed the leg can be ele-
vated freely. Standing with the back bared, the body will usually be
geen to be inclined away from the affected side, and in this side the lum-
bar muscles will be seen and felt to be in spasm. Forward bending of
the back while in the erect position will soon be checked by painful
¢pasm of the hamstrings. With the patient seated, this motion will be
considerably more free, though still probably restricted. Side bending
will be found limited, more so away from the affected side.

As to the demonstration of undue mobility at the sacro-iliac joint, it
must not be thought that this is essential to a diagnosis. As a matter
of fact it is more commonly found that there is restricted motion due to
muscle spasm, and some cases show under certain lests restricted motion,
under others motion to an abnormal extent. The test which has given the
best results in my own experience consists in standing behind the pa-
tient, grasping the iliac crests, one in each hand, the thumbs covering
the posterior superior spines, and having the patient raise the feet off the
floor alternately. Undue mobility can be appreciated after some practice,
and in two cases I have felt and heard crepitus under my thumb on the
affected side. Another test of sacro-iliac mobility consists in placing
one hand flat againt the sacrum and holding the pubic bones between
the thumb and fore finger of the other hand, the patient raising the
feet from the floor alternately. As before, one does not have to demon-
strate undue mobility to establish a diagnosis of sacro-iliac strain.

A history of great strain while. bending the back is, of course, sug-
gestive, but a gradual onset, and the absence of acute trauma must by
no means exclude the condition. In two of my cases there was a history
only of heavy laborious work of a mature which would involve a strain
of the sacro-iliac joints. In addition, loss of the lumbar lordosis is to
be regarded as a probable sign of a sacrum that has swung back too far
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at its upper end, and as a potential source of sacro-iliac strain. When
accompanied by scialic pain a flat back is extremely suggestive of sacral
displacement.

[Treatment.—Like all other joints, if the sacro-iliac articulation is
strained it needs support, and if the bomes are displaced they need re-
position. In the great majority of cases there is no displacement, and
support for the strained joint will quickly relieve the pain. This indi-
cation can be fulfilled in various ways. In acute recent cases strapping
the pelvis will be found to give much relief. To do this we employ
four or five two-and-a-half inch strips of adhesive plaster, going below
one anterior superior spine to the other across the sacrum and buttocks.
DPressing the iliac crests together tends to separate the joint surfaces, so
care must be taken that the strips exert most of their force low down,
at the level of the great trochanters. The strapping should be applied
tightly, and needs renewal every three or four days. This method fur-
nishes a therapeutic test of considerable value, and is a favorite procedure
in outdoor treatment. It can quickly be applied in the office or clinic,
and the relief usually at once felt, if it is applied properly, is an indi-
cation that the diagnosis is correct. Such patients are generally more

. comfortable at mght 1f a small pillow is placed so as to support the
lumbar spine.

In cases of long standing, where the treatment will probably extend
over several months, a form of support which has been personally found
useful is a wide non-elastic webbing binder, kept from wrinkling by the
insertion of light steels, and lacing at the back. In males this generally
requires perineal straps to keep it from working upward, in women it is
attached to the corset. 'Another form of support which is well recom-
mended consists in a pair of heavy woven elastic trunks, also lacing up
the back. Both of these supports are made more efficacious by attach-
ing a firm pad where it will press the upper end of the sacrum forward.

As has been said, at times the condition of the joint is one of sub-
luxation. When this is present no support to the pelvic ring will give
more than partial relief, for the sacrum needs to be replaced. A flat
back, with obliteration of the lumbar curve, usually warns us ¢f this
subluxation, and to overcome it we endeavor to get the lumbar spine

“back into the hyperextension and to keep it there. At times the sacrum
will slip into.place by putting a firm pillow under the hollow of the
back, at other times success is obtained by hanging the patient’s body,
face downward, unsupported, between two tables, thus getting forcible
hyperextensmn An anaesthetic with forcible manipulation is rarely
necessary. When. the hyperex‘,tensmn has been obtained, the bones
are usually held in place by a low plaster-cf-paris jacket, embracing
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the pelvis, or better combined with a spica. After lying in this a few
weeks, until the acute symptoms have d"sappeared, a light spinal hrace is
applied. This must maintain the lumbar curve, put firm pressure against
the upper end of the sacrum, and at the same time give support to the
palvie ring. Tt will be worn for some time after all pain has left, and
will be gradually discarded.

It is to be recogmized that these conditions of sacro-iliac etrain are
accompanied by muscular relaxation, which is, of course, increased by
the pelvic support. To overcome this weakness as soon as possible, ex-
creises, massage and stimulating bathing are to be employed. ‘

Following is a brief report of five cases from my own practice and’
the Montreal General Hospital during the past few months. It is to‘
be noted that all are adult males.

Case 1. Male, 45 years old; laborer in sugar vefinery. Complains of.
pain and tenderness at right sacro-iliac joint and through the right
buttock. Onset without acute tranma a month previous. Crepitus and’
undue mobility felt at left posterior superior spine on raising leg from
the floor. Body tilted to sound side. Timps badly. TPain markedly
relieved by strapping. Fitted with canvas binder with perineal sti'aps,\'
which gave great relief. ]

Case 2. Male, 22 years old. Work involves much leaning forward’ and‘
bending the back. No acute trauma. Sciatic pain had iasted nine
months in spite of strelching the nerve, injecting sterile water, ete..
Unable to work. Marked pain and tenderness at left posterior superior
spine, and on raising leg crepitus and undue mobility of sacro-iliac joint .
are easily made out. A tight canvas binder gave immediate relief, but
he finds that it chafes his t}nghs when working. An elastic support is
heing prepared for him.

Case 3. Male, 30 years old. On stooping to lift a héavy stone, aided
by a companion, he was suddenly compelled to bear the whole weight
alone. Felt something give in his back, and suffered cxeruciating agony
for nearly a fortnight. Has recurrent attacks of sciatic pain, and still
shows pain and tenderness over sacrum. When examined showed little
but the local tenderness. No undue mobility made out. The nature of
the onset and the location of the pain made the diagnosis of sacro-iliac
strain very probable. Was not treated, as was leaving town.

Case 4. Male, 50 years old. Complains of severe pain referred to right
sacro-ilise joint and down the right thigh to the knee. Brought on by
heavy lifting, something giving way in his back. Shows typical restrie-
tion of motion at sacro-iliac joint due to spasm of hamsirings. Caunot
raise the leg high in the air with knee extended, but with knee flexed it
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can be raised much higher. Pain and tenderness subsided in a few
weeks with pelvic support.

Case 5. Male, 30 years old. Aching pain w 1th tenderness in sacro-
iliac articulation, patient putting his finger on posterior superior spine
when asked to show where pain avas Jocated. Associated with deformity
of correspending leg, ankylosed by old hip disease. No referred paine
whatever. 1lmmediate cause seemed to be undue amount of bending
forward at an unsuitable desk. Pain was not helped by recumbency
unless a pillow was put under lumbar curve. Subsided in a few days by
avoiding prolonged desk work. '

TWO OASES OF CHOLESTEATOMA OF THE MIDDLE EAR.
RADICAL MASTOID OPERATION WITHOUY BE\IO\TAL
OF THL CHOL]IST]&A']‘O"\IA MATRIX,

‘ (&lLBI}N‘hA\.L\ 'S METHOD). '

' . D HaxiLtoN WoITe,
Clmxcnl Assxsmnt ln Oto-Laryngc]o'-y, Royal Victorin Hospital. Montreal.

In presenting the following cases I wish to bring to your notice a
method of dealing with cases of chronic suppurative otitis media, com-
plicated with cholesteatoma, which has been advised by Siebenmann of
‘Basel and practised in his clinic for many years with very satisfactory
results.

Cholesteatoma -is recognized as a most important and dangerous com-
plication of middle ear suppuration, damaging the hearing and exposing
the patient to grave danger of an intracranial complication. The pre-
disposing causes of such a condition are severity of the original middle
ear inflammation, leading to destructivn of the normal lining, a more
or less extensive destruction of the drum membrane, and chronicity of
the discharge. To these must be only too often added neglect on the
part of those in charge of the child, so that the ear is not encouraged to
heal even to the extent of local cleanliness being secured.

Types of such severe inflammation are seen especially as complica-
tions of the infective fevers, such as scarlatina and measles. Virulence
of infection is purely relative to the resistance of the individual so that
delicate or strumous children are especially predisposed.

The pathology of the process consists of a destruction of the normal
mucosal lining of the middle ear spaces and its replacement by an epi-
dermal layer usually by direct growth inward from the skin lining the
external auditory meatus. Such a process is a perfectly normal attempt
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at repair, and, if the middle ear spaces are small and the destructive
process limited, it forms an ideal healing. Where the destructive process
lias been extensive and continues after the epidermisation has entered
the middle ear spaces the epidermal layer tends to desquamate and the
exfoliated masses are added to the other produets of inflammation. This
gives to the discharge its characteristic offensive odour. Technically,
there may be a difficulty in drawing a line between an ear healed by
epidermisation and cholesteatoma, but in practical clinical work a little
care in the examination overcomes the difficulty. The destructive char-
acter of cholesteatoma has been universally recognized, but authorities
have not all been agreed as to the explanation of the process, or as to
the best method of treatment. It has been commonly taught that where
such a cholesteatomatous condition was met with during operations on
the mastoid it should be thoroughly eradicated. Siebenmann, after
extensive histological studies, concluded that the matrix of the choles-
teatoma was not an invasive or pathological epithelial growth, but a
natural attempt at repair, and that ihe destruction of bone about these
cavities was due solely to increased pressure during periods of retention.
Retention of discharges is very liable to occur in these cases by the bloclx--
ing of the natural exits with masses of exfoliated epidermis.

Siebenmann’s method of treatment consists in the free exposure of the’
middle ear spaces by the radical mastoid operation without disturbing
the matrix, which, under these conditions, quickly assumes a healthy
character not to be distinguished histologically from the hmng of the
cavity after the ordinary radical operation.

Advantages of the method are many: (1) The tlme of heahng 1s‘
greatly shortened, epidermication being often complete in three .or four
weeks, whereas three or four months is a good average for the ordmary‘,.
radical. .

(?) There is 2 minimum interference with the bony w alls of the
cavity, so that there is less tendency to embermt gr anulatlon and nar-
rowing of the cavity. .

(3) "Dhere is a minimum interference with the inner wall of the
tympanum and so less danger of lessened hearing after opelatlon

It has been urged against the method that the tendency to exfoliation
persists and that relapses are apt to occur. This has not been found
truc in Siebenmann’s clinie, as I had an opportunity to observe in old
cases returning for inspection aftér a period of absence varying from a
few months to a year. In the present cases the result has been, I think,
eminently satisfactory :—

Case 1. M. McD., aged fifteen years, referred to me on October Sth,
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1908, by Dr. Peters for treatment of a suppurating esr. As in so mdny. ,
such cases, very little intelligent information could be obtained as to the

onset or course. The statement was that the ear had been running for

about a year; no date of onset could be fixed, as there had been no acute

symptoms as far as she remembel ed. The patient had not noted any loss

of hearing, pain in the ear or headache. Past history contained. notlung.

of moment beyond an attack of measles at the age of five years, Whlch':
was most probably the starting point of the otitis. . .

Examination showed & large polypus filling.the left meatus almost
completely, and around this escaped a very foul smﬂllmg purulent dls-]'
charge. The right ear was normal. -

.Functional examination showed hearing normal on r1ght, but reduced .
almost to complete deafness on left, conversational voice: bemg heald'
only at a distance under one metre. The funing fork reactlons showed,
Weber referred to left, Rinné positive on right, negatlve on' left sule'

" The nose and throat showed an atrophied- adenmd but nothmg of.;
moment. -

On October 9th the polypus was removed under cocame 'The 1e£l;
drum membrane was found to have a large perforatmn involving the
posterior upper segement, from which the purulent discharge " poured
freely, reappearing. quickly after swabbing. The site of origin of the
polypus was not visible, lying evidently within the attic or antrum. The
lower margin of the perforation was adherent to the inner .wall of the
tympanum, and the epidermal layer was seen extendmg upward on the
inner wall towards the auditus. “The Eustachian tube was found patent
-but not in free commumcatmn with the diseased: region.. - Hearing was
greatly improved by removal of the polyp, so that conversatlonal speech
could be heard up to three metres, - The polypus was examined histo-
logically, but.showed only mﬂammatory tissue.

- On October 12th 1908, the. attic was. washed out, a large amount of
pus and epidermal. scales bemg removed The d.lagnos1s of 'cholestea-
toma was made and radical operatlon advised but refused. Conservative
treatment was continued, but with little eﬁect “the dxscharge remained
profuse and offensive. On one or two' occaswns cholesterin crysta:s were'
found in the washings from the attic. .

" On December 7th fresh g1anu]at10ns appealed in the pelforatlon, and
the hearing dnmmsh°d to a Qistance of 1.5 metres, so that the 1a&1eal
operation was urged more strongly and accepted. -

By the courtesy of Dr. Birkett, the patient was admtted to the Royal
Victoria Hospital and a radical mastoid operation performed on ‘Decem-
ber 14th, 1908. A large cholesteatoma cavity was exposed. The opera-
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tion was the usual radical except that the matrix of the chole=teatoma.
was left undisturbed, being merely swabbed off and freed from polypoid
granulations by picking the lattér off with forceps: At the first dressing -
the discharge was rather -profuse, but this quickly disappearéd 'The
line of union behind the ear looked healthy at first dressing, but broke
down .and required a secondary suture on the seventh day. o

On January 9th, 1909, the patient left the hospital with the retro-
auricular wound healed, and on January 80th, six weeks after the opera-
tion, epidermisation was complete. Hearing on the left -side was im-
vroved, so that whispered speech could be heard at 1 metre.and conver-
sational speech at a little over three metres. The ear was kept under
observation until the 5th of July, 1909, and remained quiet and abvw
Tutely dry. B

Seen again October 30th, 1909, after an interval of four months, there
was slight accumulation. of cpidermis at the bottom of the cavity, but
hardly more than one sees after the ordinary radical operation.

Hearing has remained the same as when last tested.

Case 2. L. C., aged seventeen years (Out-Door No. 8105, R.V.H. ) s
came to the Outpatients’ Depariment of Dr. Birkett’s clinic on . NIay

" 1st, 1909. The complaint for which she sought- treatment was sore
throat and stuffiness of the mose. - ‘ ;

Examination revealed an adenoid of moderate size and a shght urade'
of chronic rhinitis. In the routine examination-a much more important
condition was found in the left ear, which showed ‘chronic suppuration,
with a very foul discharge. The right ear showed considerable destruc-
tion of the drum, but was healed-and quiescent. On inquiry, the patient
stated that-she had had an-attack’ of measles seven years before, with
suppuration of both ears. The left ear ‘had bothered her a .great deal-
for several years after, discharging. a ‘great deal, and there had- been
recurring- attacks of -severe earache. Durmg the past few years .there
had been no pain, so that the ear had not attracted much notice, although
discharging. ‘

The functional exammatlon showed the hearing on the right, two‘
metres whispered voice, and conversatlonal speech over four metres. On.
the left, 1.5 metres whisper and conversation ‘also. over four metres.
Weber test was referred to the right. "Rinné’s test was negative on both
sides. “The right drum  membrane showed destruction:of the posterior
half with exposure of the inco-stapedial junction. “The left drum mem-
brane was swollen‘and no details could be made out." A’ perforation of

"the posterior upper segement gave free access to the region of the attic,
from which came a moderate -amount of thin pus and epidermal debris
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with very foul odour. On washmg out the attic, pus and epldelmal sea.les,
_ were brought away but no cholesterin erystals were found. e
On May 26th the adenoid was.removed with nitrous oxide anaesthesm '
- Conservative treatment with attic irrigations lessened the dlscharge, bat
did not stop it. There was a slight amount of sinking of the inner ‘end”
-of the upper wall of the meatus, which did not decrease under treatment.
After two months of conservative treatment a radical mastoid operatmn
was -advised and was per:t'ormed on Auaust 5th, 190.) A cholesteatoma :
cavity of moderate size was exposed. The detaﬂs of the operatmn were’
the same as in the former case. The matrix did not show the same grade :
.of inflammation at operation and the heahng was very 1ap1d Primary
Jmion was obtained in the retrosuricular wound, and there was' prac-
-cically no discharge from the wound after operation. Dpldermlsatlon .
was complete on August 25th, three weeks after the operatmn Hearing
.was improved after the operation and has remained so up to-the present.
Whispered voice can be heard at three metres on the lef.t and slightly
over three metres on right. . . .. .- ’
I wish to express my thanks: to Dr Blrkett for the opportumty of
reportmg these two cases from his. department and for’ the opportunity
.of operatmg on Case 1, and to Dr J amieson for the opportumty of oper-
5 atmg on Oase 2 e S ,

ACUTD AN l‘ERIOR POLIOMYELITIS WITH AUTOPSI
, COLIN K RvssEL. M.D., . .
From the Pathologxcal Department of the Royal chtorm Hospltal, Montreal

Acute Anterior Pohomyehtls, although a common enough dlsease, 1qu
in itself so seldom the cause of death that our knowledge ‘of the patho-»-'.
logical changes is still very limited. -The followmg two, ‘cases;’ ,whleh'j
occurred early in the epidemic, ately. aﬁectmv the northern central part-'r

: of this continent, shouldbe of .interest. R ;
i Case 1.—~Seen.in- consultatmn with . Dr. ‘Fraser Gurd G L ‘a we]l'.
: developed boy, aged 10 ;years, had been spendmg the summex: with'- his”
'.‘:parents ‘among’ the ‘Laurentisn lakes,: -and, prevmus ‘tothe onset of the .
~';jpresent ‘illness, ‘had en]oyed perfect Health," Early on’ the mornmg of_
‘the 5th of Auo-ust he complamed of headache, and hls mother. notlced that -
'Alns br eathing. was: more rapld than ‘usual. "He’ had spent some time the
previous day, wmch ‘had ;been very -hot;: svnm.mmg, and then lying ‘out
“-on the ‘roof- of the cottage'in the 'sun’ where there ‘was " & ilittle ‘breeze.
Just about sunset ‘he .and ‘some- fr1ends paddled ‘some - considerable .dis-
tance down the lake, but on the way back- after sunset, he did not paddle

57
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- but lay in the bottom of the boat; he was scantily clad in the light
clothes he had worn during the heat of the day, and on being asked,
said that his feet were cold. During the day of the 5th of August, the
pain in the head and the back of the neck continued, his temperature
was 100 F. and he would take no nourishment. The following day he
had developed a flaceid paralysis of the lower extremities with loss of
reflexes, the arms also were pasa:yzed, especially the left. Beyond the
pain in the head and neck he did not suffer and his mind was clear,
resjirations still very rapid, but the temperature had fallen to normal
and he took some light nourishment. The next day there appeared to
be some improvement in the arms, but otherwise no change from this
out, except that the respirations became more and more difficult. When
he was seen for the first time by Dr. Fraser Gurd, on the 5th day of
the disease, there was paralysis of the lower intercostals and the dia-
phragm; life seemed to be dependent on the extraordinary muscles
of respiration solely, and as was to be expected the patient died that
night of respiratory failure. The autopsy was performed by the writer
and Dr. Gurd at the home of the parents, 10 hours after death. 'The brain
and cord were removed, the other viscera could only be examined in situ,
and showed no abnormality. Unfortunately we had not the facilities
for bacteriological examination. There was nothing to be noted about
the calvarium; the dura was of normal colour and glistening, there was:
no congestion of it either over the cord or brain. On removal the brain
looked large for the size of the head; it weighed 1550 gm.

The superficial vessels are not particularly engorged, but the surface
of the brain has a peculiar slightly bluish-grey colour, on section, the
edge everts showing the small capillaries of the. cortex somewhat en-
gorged in places. . -

Hardened in 5 per cent. formalin, on section nothing abnormal is to
be noted beyond the slight general congestion of the vessels.

Cords.—The dura was covered posteriorly with a thick layer of Iat
the dura itself looked healthy and glistening and was not engorged. - Qn
palpation through the dura, the cord felt extremely hard, especially
over the Jumbar and dorsal regions. On opening the dura, the vessels of
the pia-arachnoid were slightly congested. The whole cord from the
lower end of the cervical cnlargement to sacral segmeénts has the.ap-
pearance of having beerni wound ap.carelessly but tightly with fine thread,
showing everywhere little irregular ridges and bulges, evidently the
swollen cord structure bulging through the meshes of the pial tissue.
There was some slight cloudiness of the pia-arachnoid over the posterior
surface. On section, ths.edges evert to a marked degrce, and the
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anterior. hof;l"region looks softened, swollen, and almost diiﬂﬁent,nthat
'is in ‘the‘lun‘;b'ar, dorsal, and to less extent, the lower cervieal region.

The mitroscopical appearances in the two cases are to all intents and
purposes identical, and will be described later together.
. Case 2-~The following is from Dr. McCrae’s notes.

‘B., aged 24, single, engineer: admitted complaining of weakness,
1088 of appetite, pain in the right hip, and inability to use hands; seven
days previously he had developed a sore throat, but worked till the second
day before admission. On this day he went to bed. For these seven
days, hie complained of headache, at first frontal, then occipital, and
finally the pain was in the neck. The day before admission he vomited
thrice; was constipated; reported difficulty in thinking; on day o
admission had dyspnoea when lying down. ‘

His previous history'is uneventful, save for a severe attack of
neurasthenia at the age of 16 (several months’ treatment).

On admission to the Royal Victoria Hospital at noon, his temperature
was 99, his pulse ¥6. He could not hold a cup in his hand, his grip was
. weak. His breathing was jerly and abdominal; his pupils reacted to
Light and accommodation; there was no nystagmus; the fields of vision
were normal; pharynx was sensitive; throat was clear; some pain was
‘complained of in the neck on throwing the head forward. Dermatogra-
" 'phia was marked; there was no tenderness of spine or hips; the ab-
dominal reflexes were equal and sactive. Hands: grip was weak, semi-
‘flexed ; the wrist and elbow refiexes were not obtained; knee jerks were
lessened; Kernig was 135° on both sides; there was no Babinski; no
Oppenheim; no Achilles obtained (tried when lying on his back) ; the
sensations to rough tests were normal; all movements of the legs were
nérmal except lifting, which was done weakly and with tremor. About
5 pm., the temperature was 99, the pulse 76, the dyspnecea had in-
creased ; the accessory muscles of respiration were used ; the jaw dropped
at every inspiration.’

At 7 p.m. when he was seen by the writer, in congultation, the condi-
tion-was as described above. The respirations were about 65 und
abdominal in type, the temperature was 99, the pulse 56. The patient
did not present much cyanosis, and in spite of the extre;he dyspncea,
the accessory muscles of respiration were not in action. " At the same
time it was interesting to note that the patient could use the sterno-
mastoids voluntarily, to some extent at least, in turning the head on the.
pillow. . e

The left knee jerk was obtained but weakly. The muscles all con-
tracted well to mechanical stimulation, for instance when struck with
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a2 pereussion haminer; and showed a condition of mycdema—that is,
when they were struck or pinched, a slow localised contraction of the
muscle oceurred, giving rise to a small ridge, which disappeared again
vfter twenty or thirty seconds. The muscles all reacted well to faradism.

At midnight the patient’s temperature rose to 100 3/5 and the pulse
#6. Cerebration was apparently quite clear. He died suddenly at 3
a.m. of respiratory failure. '

At autopsy, which was performed 8 hours after death, the following
conditions were noted :—The skull was of moderate thickness. "The
dura was firmly adherent to tlie vertex: sinuses free., The pia over the
vertex was cloudy, with one small, quite thickened and white area on
the left hemisphere about the middle, close to.the longitudinal sinus,
and in the immediate anterior extremity of the right frontal lobe was
another, each measuring about 5mm. in diameter. The superficial vessels
in the vertex were slightly congested. The pia over the base appeared
normal but there was more marked congestion of the vessels over the
brain stem. There was no thickening of the pia on the superior surface
ol the cerebellum. The brain weighed 1525 gms.

Cord :—The spinal dura appeared normal. On palpation, the cord at
the lumbar enlargement was hard and felt like a lead pencil. In the dorsal
region this was not noticeable, but in the upper part of the cervical region
it could again be felt through the dura. On opening the dura there was
no particular congestion of the anterior surface, but the posterior surface
was congested, especially in the lumbar region and over the cervical
enlargement. On the posterior surface there were numerouns irregularly.
shaped hard pearly white plaques, almost cartilaginous in hardness.
There was a slight tendency, especially in the lower dorsal and lumbar
region, to a wrinkled appearance in a transverse direction, as if a fine
thread had been wound irregularly but tightly about the cord. This is
probably due to cdema of the cord. On section, in the hunbar region
there was a moderate amount of eversion of the edges of the cord, and
there was apparently a softening of the anterior horn on the left side:
In. the dorsal region this eversion of the edges, on section, was even more
marked, and the grey matter was softened and mdlstmctly demarcated
There was congestion of the substance of tho cord about the gley matter
in this region. :

The bacteriological exammatlon, for whlch I am mdebted to Drsv
Klotz and Tytler, was as follows: :

P.M. 94-09. ' o - Bact Lab No 1867
At autopsy cultures were made from (1) the heart’s blood (2) pen-
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"cardlal ﬂuld (3) liver ]mce (4) spleen juice and (5) cerebrospnml

Aloid.

LA the same t1me smears were made {rom the various ﬁulds collected
and weré examined: in stained specimens. OQrganisms' were found in’
the heart’s blood, peucardml fluid and cerebrospinal fluid. The organ-
isms from the different regions were alike morphologically, but were -

~ most abundant in the cerebrospinal fluid. These organisms appeared

.‘as" cocel, oceurring in pairs and occasionally in tetrads. A -few were

- "flattened but most of the organisms were spherical. The majority of

the organisms were decolorized by Gram’s method, but some resisted

- decolorization after the nuclei of the leucocytes were decolorized.- The -

. cercbrospinal fluid was distinetly cloudy and showed a large excess of ‘

. leucocytes. - S

Cultural.—Organisms were found in the cultures taken'from (1)

the heart’s blood (®) pericardial fluid, (3) liver juice and (4) ‘cere-.

brospinal fluid. No growth was obtained on any of the media on’'the
first day. On the second day a growth appeared in plain sernm water
in all inoculations save those of the spleen juice. :
Organisms could also be found on blood serum and blood agar medla,
although there was no macroscopic evidence of growth. Organisms were
also found in the sediment of the dextrose broth tubes. Transfers made

_from the inoculated media to new tubes proved unsuccessful, save where
serum water was used. In this latter medium three generations of the
crganism were obtained, but at the end of a week no further transfers
grew on freshly inoculated media. :

- The organisms which were obtained in the cultures were morpho-
"lo«ucally similar to those noted.in the direct smears. Most commonly
_ the cocci were scen in. pairs and not infrequently the individuals were
- much flattened towards each other. ITere and there tetrads were noted.
As a rule the organisms were larger than those seen in the direct
smears. -

The organisms stamed well Wlth the ordinary stains and with Gram s
method were decolorized with some dlfﬁculty It was found that after
decolorizing five minutes some of the. organ1sm= still remained positive,
‘while many had given up ‘the stain..’

Microscopically in both cases; the picture: was identical. There was
active congestion of the splnal meninges- and- grey: matter of the spinal
cord, not only in that 'part but. in’ the {posterior horns as well. The
" blood vessels weére dlstended and some . capillaries were ruptured with
extravasatmn of the. red cells. . The ‘perivascular spaces and the grey
matter were filled. with em;grahng lencocytes. There was considerable
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exudation of serum throughout the tissues. All varieties of degenerative -
change can be seen in the ganglion cells. Most cells have disappeared
entirely, some are shrunken up, have lost their nuclei and stain deeply.
Other cells appear like shadows of their former selves. Having lost
their nuclei, they are in the process of being absorbed by leucocytes, which
are clustered around them in great numbers. Others again appear
swollen and pale, and the nucleus is dislocated to the side of the cell.
In both cases the extent of the lesion is almost identical. In the medil-
lary region there is active congestion of the meninzes and the inter-
stitial tissue, with the emigration of leucocytes, but the cells appear to
be unaffected. In the upper cervical region, the congestion is more
marked and the ‘destruction of cells is practically complete, both in the
anterior and in the posterior horns. The same may be said for the dorsal
region, only at one level in both cases the cells in Clarke’s column
remain apparently unaffected.

In the lumbar region the same condition is present and it is only -
in the sacral region that onme again finds cells retaining more or less
their normal appearance, though here also many of them are in various
stages of degeneration and demolition.

There would appear to be little doubt that we have in this disease
a general infection affecting more particularly the spinal nervous sys-
tem, the meninges, and not as is commonly stated the area of spinal grey
matter supplied by the anterior spinal artery, but practically the whole
of the grey matter and the white matter immediately surrounding it.
The result is degeneration and atrophy of the ganglion cells and inter-
stitial tissue. It immediately suggests that if the posterior horns are
affected why do we not get sensory loss? -

In my opinion it is a question whether we do not get sensory change
I have at present under observation a patient, aged 46, suffering from
acute poliomyelitis, who, while otherwise perfectly typical, shon ed at
first a slight impairment of sensibility to all forms. :

The dleease usually affects young children where testing sens1b111ty,'
when only a relative impairment is expected, is utterly impossible.

Regarding the treatment, in the early stages, in"fact immediately on -
the appearance of the paralysis, or indeed before this if- such-a develop-
ment is suspected as likely to occur, as for instance durmg an- epxdemlc,:
Urotropin seems to me to be indicated ; we know that it is excreted into_
the cerebrospinal fluid and ‘has there some antiseptic actlon 'it should -
be useful then in the early stages: In the later stage, when the paralys1s -
is established and is no longer progressive, i.e., durmg the first week
or two after the onset, potassium iodide in small doses to aid in the
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absorptlon of the cedema and emdatmn into the tissues of the spmal :
cord, should be of service. o
Whether lumbar puncture is indicated or not I am not prepared to say..
It does no harm if carried out aseptically, and if not too much fluid is’
withdrawn and if.the ﬂuid could be’obtained very early in the disease,
that is immediately on the onset of the paralys1 we might learn some-
thing as to the etiology ofthis disease,
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CANADIA’\T MDDICAL ACT.

Let us hope that we are near the end of the controversy over Do-
minion registration and inter-provincial reciprocity in degsees.

In 1890 Dr. T. G. Roddick entered Parliament for the express pur-
pose of promoting legislation to establish a Dominion board of regis-
tration, a council which would deal with all matters relating to the
medical profession and make it possible for a graduate, after satlsfymg
the council’s demands, to practice anywhere in Canada. 'The bill was
passed at the session of 1902, but among the conditions attached was
one making it necessary for all the provinces to agree to the proposal.
Four provinces then passed concurrent legislation to allow them to take
advantage of the provisions of the act. A variety of circumstances -
prevented the same concurrence in the other provinces, and thus the
measure has been rendered inoperative. :

The present conditions are unsatisfactory. There are nine examin-
ing boards exercising jurisdietion in the different provinces, and the
graduate must satisfy each of these as to his qualifications before he
may practice in that particular province. Four western provinces, hav-
ing tired of waiting for the act to be put in operation, were a short time
ago about to establish a federation of their own, which would effectually
divide the Bast from the West.

To avoid this calamity a conference was held in Montreal on No-
vember 16th, to consider a resolution passed at the annual meeting of
the Canadian Medical Association in Winnipeg in August last, when
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certain representatives of all the provinces of Canada were instructed
to -confer with Dr. Roddick in regard to the Act, in order to obtain .any
amendments necessary from the FederalIHouse' to make the Act sccept-
able to all the provinces. ,

- The representative nature of the meeting may be judgéd by the names
of those who were present, namely: Dr. T. G. Roddick, of Montreal,
who presided ; Drs. F. J. Tunstall, Vancouver; R. J. Blanchard, Winni-
peg: W. Spankle, Wolf Island, Ont., representing the Ontario Medical
Council: F. N. Starr, Toronto; R. W. Powell, Ottawa; Murray Mé-
Laren, St. John,; J. W. Daniel, M.P., St. John; John Stewart, Hali-
fax: Geo. M. Campbell, T. L. Sinclair, Halifax; S. R. Jenkins, Char-
lottetown; E. P. Lachapelle, Montreal; H. S. Birkett, Montreal; L. P.
Normand, Three Rivers, and A. C. Simard, Quebec, representing the
Medical Council of the Province of Quebee.

The present proposal, we believe, is to seek authority from Palha-
ment to make the Act applicable to such provinces as desire it, and allow
those provinces which so desire, to remain under the present regulations.
Thus the sacred principle of provincial rights will be maintained.

Under the British North America Act complete authority is reserved
to the provinces to deal with all matters pertaining to education, pro-
fessional and otherwise. They are free to deal in any manner they
consider best, and if they choose to act jointly that also is within their
‘nohts If any single province should see fit to act separately, no one

_questions its right to do so. It canmot, however, interfere with the
liberty of action possessed by other provinces.

. If Prince Edward Island, to take an example—though any other
province would serve equally well for the purpose of illustration—were
to decide that its interests would be best served by restricting the prac-
tice of medicine within its area to its own licencees, isolating the hinter-
land of the Canadian Tederation, the remainder of Canada, so cut
oft from that privilege, could not very well object, but must bear the
embargo as best it might. We do not imagine, however, that the prac-
titioners of that province, important as it undoubtedly is, would go the
length of forbidding Ontario and Quebec from making the arrang:-
ments separately or mutua]lv which might appear best to them. In

, thls there is a lesson for other provinces as well.

. The truth is that we in the East are under a mlsapprehensmn about
our-own importance. We. must find an outlet for our graduates in the
West, ~where there is a large commu.mty which speaks our language. The
West has room enough for its own and does not require access to our
field. ‘ -
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DR. OSKAR KLOTZ’ PROMOTION.

" Dr. Oskar Klotz, assistant pathologist at the Royal Victoria Hospital
and lecturer in pathology in the McGill Medical Faculty, will sever his
connecticn with.theze instifutions at the end of the year to accept the
professorship of pathology in Pittsburg University.

Whilst we congratulate Dr. Klotz that his brilliant attainments have
won a wider recognition, we regret that the profession in Montreal is
to be deprived of his immediate services. Especially will he be missed
by the Editorial Board of this Journal. He gave of his best promptly
and cheerfully. B

The college and hospital authorities here made efforts to retain the
services of Dr. Klotz, but the importance of the new position was too
strong an inducement. It carries with it the supervision of the patho-
logical department of the eight hospitals connected with the University
of Pittsburg. . .

Dr. Klotz is a graduate of Ottawa Collegiate Institute, and the medi-
cal school of "Toronto University, and he spent some years in Europe,
studying his special subject. He came to Montreal seven years ago and
his original research work in the Royal Victoria and at McGill has
gained for him a broad reputation.

Dr. Klotz is the youngest son of Dr. Otto Xlotz, Dominion Astronomer
at Ottawa, and has two brothers in the medical profession, Dr. Max
Klotz, of Ottawa, and Dr. Julius Xlotz, of Lanark.

INSANITY IN IMMIGRANTS.

The paper by Dr. P. H. Bryce, Chief Medical Officer, Department
of the Interior, is a very important contribution to this subject, which
has given from time to time occasion for discussion both in medical
journals and in the daily press.

The studies on the subject which have appeared in medical journals
have been prepared from the materials in the hands of the super-
intendents of asylums, but as indicated by the studies in Dr. Bryce’s
paper, it has been necessary, in order to deal fairly with this difficult
problem, to collect with all the care possible, not only the total insane
immigrants which have appeared officially in the several imstitutions
of the different provinces, but also to study them both as regards the
dates of their coming to Canada, their total number in relation to the
total immigrant population and their relative proportion per 1,000,
as compared with the insane in the Canadian zopulation. The study
has been especially extended to the population of the three Northwest
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Provinces, Manitoba, Saskatchewan and Alberta, since, as is pointed out,
not only have these been the recipients of the great part of the influx
of immigrants during the past eight years, but also, owing to the rela-
tlvely small numbers of previous population there, and the fact of two
censuses, 1901 and 1906, having been taken during the period studied,
(1900-1908) it has been possible to make the study a detailed one; the
figures of .the asylums, the Immigration Department and the Census
' Buremi supplying a range of information which is seldom attainable
‘for such a study over so extended a period.
. The population estimate has-been made with unusual care, ‘and Dr.
‘Bryce seems to have endeavoured to eliminate every element likely to
make for error in the population basis of calculation. Having pro-
vided for natural increases, the elimination, as far as possible, of native-
born Canadians from old Canada, or as “ returned ” Canadians from the
United States, it became a relatively easy matter to determine the rate
per 1,000 of insane both in the total immigrants and in the immi-
grants by nationalities.

It is a matter for some surpnse, when we remember that the total
insane in Canada during the last census was 3.07 per 1,000, and
those in asylums in Ontario, 2.5 per 1,000, that the total admissions
of all persons to the Northwest asylums was so low a rate per 1,000, it
being 0.339 for the census year 1901, and 0.335 for the census year
1906. But what is yet more remarkable is the fact that if the popula-
tion estimated to the end of 19GS of 1,087,990 be taken and divided into
the total admissions (1,982) during the nine preceding years, and as-
suming that all these are still alive and in the institutions instead of
probably 40 per cent of them having recovered or died, the ra.be is
even then only 1.9 per 1,000.

Dr. Bryee does not fail to point out the partial explanation in the
relatively younger population amongst the newcomers. On the other
hand this is balanced largcly by the relatively smaller number of children
in any given number of immigrants, the total actual coming to Canada
being about 20 per cent. under 15 years, as compared with 35 per cent.
in any normal population.

The study by nationalities is of interest, especially as illustrating the
very high standard of health in the yourg Canadian and United States
population, that for Canadians being only 0.19 admissions per 1,000
for a single year (the total admissions for nine years being reduced to an
average), while that of immigrants from the United States was only
0.076. 'This latter is explained by the fact that in the census of 1906,
all returned Canadians,, if going insane, would be classified as Cana-
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dians because born in Canada, while they would be in the immigration
returns classified as from the United States.

While it is notable that amongst the European peoples the British
and German have a rate of 0.32 and 0.34 per 1,000 respectively, thore
from Scandinavian and the French speaking countries are distinctly.
higher, being 0.52 and 0.50 respectively. In part this is due to the
fact that in smaller number the average of error is more liable to be
greater, but there can be no doubt that, as compared with the peoples
of 'Austro-Hungary and Russia, the latter are remarkably free from
insanity, their rate per 1,000 of admissions being only 0.22 and 0.16.

An incidental fact, but still one of the mosi interesting brought out,
is that in both 1901 and 1906 the male admissions to the Northwest
asylums were distinetly greater in proportion to their numbers than were
females, indicating, as Dr. Bryce states, that neither relatively nor com-
paratively is it true that the so-called lonely life of the prairie is seri-
ously productive of insanity, as has been so popularly stated by those

. who least understand the purposes of the pioneer couples who go to the
prairies. In fact, it is the history of the ear]y pioneers of old Canada
over avam, and illustrates how. the very ‘demands for the output of
physical energy have their resultant in a physical vigour beyond what
is to be looked for in city life. Indeed, if we are to judge from statis-
ties, there is developed, even in immigrants from the urban centres of.
Great Britain, a hope which is distinctly stimulating, and tends to build
upward rather than towards enervation and mental unbalancing.

The remarkable differences between the total admissions in a single
year to asylums as compared with the rate per 1,000 in England and
New York, speaks volumes not only for the type of immigrant but also
for the rural life which most in the new provinces live. The rate of
annual asylum admissions is 0.5 per 1,000 in England and 0.80 'in
New York State, and only 0.27 per 1,000 in the Northwest Provinces:
Brief but pointed references are made to the effect upon asylum ad-
missions of the immigration in the older Eastern Provinces. The figures
for Ontario asylums, it is pointed out, as published hitherto year.by
year, have not been of a character to make exact general comparisons
of value owing to repeat cases: and transfers. But the necessity for
greater care in the comparative study of asylum admissions is seem,
where, in 1908, the asylums of Ontario outside Toronto. actually had
fewer admissions than: they had two years previously, while in Brock-
ville, as representing the type of asylum for a rural district, the per-
centage admissions of Cana.dmns increases year by vear, the same as
was found in the French asy}ums of Quebec.
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Remembering that in the Northwest the populationis. now., over-1,-,
000,000 and increased in eight years 150 per cent, while old Canada“
has increased notably, especially in Quebec and Ontarlo, it is not. poss1-‘;
ble, with so large an influx of people from many. countries and many'
social stations, that the tragedies of life shall be wanting, or that with!
the stress of life in a new country and under novel conditions here and .
there mental break-downs will not oceur; but we can congratulate Dr
Bryce upon presenting figures which we confess put a new face upon the-
_whole problem; and should it appear, as indicated i m hig “last ‘report as" .
Medical Ofﬁcel of Immigration, that practically every insahe 1mm1grant‘f
arrived within two years has been deported, then Canada seems, to be-
1ece1v1n0' much which goes to, increase natlonal development Wlthout
. paymg any physmal penalty therefor

vﬂznxems and @ntizzz nf %onhs.

SELEGTED PAPDRS oN HYSTERIA. AM) OTHER PSYCHONEUROSES By
Pror. Steayrunp FrEUD, Vlenna ‘authorized - translation by ‘A. A.

" Briri, Ph.D., M.D., chief of Nervous Dlspensary, Beth Israel Hos-
 pital; Chmcal A551stant Dept.. of Psychlatry and Neurology, Co-

- lumbia University; Assistant: in “Mental 'and - Nervous diseases

-+ 0. P. D, Bellevue Hospital ;- Asmstant ns1t1ng phys1c1an, Hospital.
" of Nervous Diseases, New -York. " Published- by ‘the" Journal of
Nervous and Mental. D1seases Pubhshmg Oo 64 West 56th St.,

New York. ' '

T]:us work is the fourth of the Nervous and Mental D1sease '\Ionograph:
, Senes and maintains in-every way the h1gh standard set; by its prede-:
cessors. The papers of Prof. Freud have been well selected to:give a clear,,
‘:mterestmg and concise idea of his psychoanalytlcal and “ cathartlc d
'-method of treating the various. hystenas, phoblas and obsessmns They .
Hllustrate well also his :views on the sexual origin of the acquired ys-
terias and of What he’ has termed the defense neuroses. "The. translatlon,
.in spite of Dr Bnll’s modest remarks in the “foreword,” is perfectly-;
'excellent Anvone who has attempted to read Freud in'the ongmal will”
appremate this fully W'hlle we' realise. that the details of Prof. Freud’ :
techmque m1ght be modlﬁed to su1t the personahty of the physmlan, Ius','
ditions will be found to be extremely suggest1ve They w111 give, a much
needed interest to the care of these usually” troublesome patlents ‘We.
can smcelely recommeénd the- study of this small volume to all who. are
interested in the study of the funcnonal nervous disorders.
C.K R
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OUTLINES OF PSYCHIATRY. By WILLTAM Al ern MD Superm-:
tendent Government: Hospltal for the-Insane, Washmgton, -D.Cis

- Professor of Nervous and Mental- Diseases, Georgetown Umvermty,

Washington, D.C.; Professor. -of Nervous and Mental. "Diseases,

George Washington “University, Washington, D.C., and Leéturer on

Insanity, U. S. Army and U. S. Navy Medical Schools. - ‘Second

edition, revised and enlarged. New York, The Journal of Nervous
and Mental Disease Publishing Company,.1909. Price, $2. 00 i

In this the second edition of this work which’ appeared only a year.
ago, the article on Paranoia has been to some extent’ rewritten, and those
milder forms referred to recently by Gierlich and Frredman guven a place.
In the article on General Paresis, the pathology and mrcroscoplcal ana-
tomy is taken up more fully and the recent dm«mostm tests are men-
tioned.

Polyneuritic psychosrs is dlscusced more :Eully and the forms of mental
disturbances in Epilepsy, Cerebral Tumor, Lues, -and Arteriosclerosis
touched upon. These latter subjects are taken. up much too briefly. It
seems to us that where his space was so limited; the author would have
been wiser to have omitted these altorrether, a8, in. our opinion, they
detract from the high standard set by the rest of the work. Apart from
these subjects the work is excellent, glvmg one a clear,. concise, and
practical view of mental diseases. We can reco*nmend it hrghly both to
students and general practitioners. '

C K R.

IMMONITY AND Srncrrrc THBRAPY By W. D’Este DMERY, MD
B.Sc. (Liondon). H. K Lewis, 136 Grover St., London, 1909
12s. 6d. .

This is clearly one of the best 'md most succinct outlines of the theory
and practice of immunity in the English language. The author hias given
a clear exposition of the various phenomena. of immunity. In a general
introductory chapter the various terms and expressions used in sérolo-
gical studies are explained, so that the reader can follow the.line of
thought as it is carried out in the succeeding chapters. The author has
given due ‘credit to the various exponents of the theories of immunity
and in the light of his own investigations has given them their proper
weight. Not alone is the theoretical side of the subject discussed, but
the practical method by which immunity is gained in the tissues is well
demonstrated. The value of each type of 1mmumty is discussed in con-
nection with individual organisms.

The book in our opinion could be read with great pleasure by every
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‘practicing physrcmn Moreover, the volume forms an’ excellent bams of"
study - for -the: student. .. There:is a- valuable b1bhography of the refer—,
:ences consulted appended to each ohapter .

Srunms n\ TUBERCULOSIS By Hn\my CLARK.E I A, M D (Cantab ),
* Liverpool.” At the Uhiv ersity Press, Arelubald Constable & Co.,
Ltd., London 1909 $1 2o B

Thxs study was: prepared as a thesrs for the degree of Doctor of Medsi-
cine, at the Umvers1ty of Cambndge The ‘author, a physician, patho-
logist and city councillor,. ‘has compiled some practical information ‘re-
gerding consumption.’ '.l‘he sub;ect matter has been arranged in three
sections, | the Dravnosrs, the Preventlon ‘and the Treatment of Tuber-
culosis. - ;

In the, lorty-fom pages of 1ea<lmg matter we ﬁnd nothm«r ongmal
‘,but the authm ‘has, nevertheless, elearly arranged the salient points
govermng tubercu1051s, and in a s1mple manner has directed the method
in which, 2 systematic attack must be made aga,mst the white plague by
each mumc1pal1ty and the physreran

-COMMO\I DISORDERS AND DISEASL‘S OF OHILDHOOD By GEORGE FRE-

" ;. DERIC -Srrzz, M.A., M.D.; F.R.C.P., Professor of CLiildren’s ‘Dis-
- eases, King’s College, Lonclon. Oxfold Medical Publlcatmns To-
C . xonto: D. T. MeAinsh &:Co. Cloth, price, $450

Th.ls ‘book was’ rev1ewed in the Octobir munber of the T OUBNAL. The
‘,,name ‘of the' Canadlan a°'ent and ‘the correct pmce are now supphed

‘,"AN Iwnsueurov 'INTO . rrm hnomrsm OF THE Pxonourrorr or‘

+ . BLACKWATER.. - By 'J. 0. WAKELI\* BarraTT, M.D., D.Se., and

.+ "WARRINGTON Yomm, ‘M.D." ‘Annals of Tropical Medlcme and

wo :""‘Paramtology, Vol 101, No I 256 pages. 82 1llustrat1ons Umver-'
-s1ty Press, Lrverpool 1909 . Price, 10s. 6d. :

i Tlns mvestlgatlon reports the results of the work done in Nyassaland
:bv an Dxpedltmn sent’ out' by the leelpool School of "I‘ropmal Medicine
“in 1907. to* m\esflo'ate Blackwater Fever. The authors approach the
:ploblem before them in’ a very thouo‘htful manner and the’ questmns
“connected with' their reséarch - have been ‘studied in~ loglcal séquencé,
The report glves a most authoritative review of our present knowledge
+of the; ‘obscure disedse called’ Blackiater Fever. |
" Tt Has: long beex’ known that in some’ cases, qumme may preclpltate
an attack. of hsemocrlobmuna " For this reason, the action of quinine
and its salts | ‘wpon the red blood -cells: was ‘observed. It was foundthat
while they were able to. heemolyse red ‘cells in vitro, it would be i impos-
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sible for quinine to haemolyse the red cells durmg hfe because it is- im-
possible for the drug to ever. become sufficiently concentrated in ‘the
blood to have this action.: It was also: :determined that the red blood: cells
of blackwater fever patients are not more susceptible to hzemolysrs Jby.
quinine blhydrochlonde than are the red cells taken from a healthy,
individual. K

These facts, added to clinical’ and ‘other observations made by the,
authors, have convinced them' that quinine should be given in black-.
water fever if its administration be required by the presence of mala.nal
parasites. T

The appearance of haemoglobin in the urine m pa.roxysmal haemoglo-:
binuria is determined by causes other than those which produce hmmo—'
globinuria in blackwater fever because the- authors “were successful in
ghowing that no hemolysin, nor absence of antﬂysm occurred in black-
water fever; consequently, it is possible for them t9. assert’ that' « ‘the .
haemoglobxnuna of blackwater fever is not dependent upon hzemolysx—
nemia.” "

It was not certain whether flee haemoglobm occurred in’the plasma
of patients suffering from blackwater fever. The. authors investigated
a number of cases and they found that an 1ncreased amount of dlssolved
hzmoglobin occurred “in  the blood plasma of most, not all, cases of
blackwater fever while haemoglobm was present in the urine. - This fact
is particularly mterestmg because the authors produced expenmental
hzmoglobinsemia “in rabbits and found that it was accompamed by a:
hemoglobinuria mt:mately dependent upon it. ,

Suppression of urine.is one of ‘the most fatal ‘and ¢ one of the most usual
causes producing death in. b]ackwater fever “Itis. shown that durmg~
blackwater fever large. numbers: of casts many of them contmmnor com-'j
pact masses of coarse,: ‘black; granules, are passed’ with. the urme "By a
series of splendid ﬂlustratrons, it ds demonstrated that the’ suppressmn"
of urine in blackwater fever is of mechamcal origin and is produced by‘
a blocking of the uriniferous tubes by’ plugs composed of densely com-
“ pacted, dark, reddish granules, 1dent1cal with those’ passed ‘with the
“casts during suppression.” The _presence of thls *granular. matenal'(
appears to be the sole pathologlcal condition .arising . m the kxdneys of
patients dymg from simple }xaemoglobmuna ,

'The advisability of relieving suppression produced m thrs Way by in-
cision of the kidneys is discussed. A While: theré .is- not ‘much--hope "of’
saving the life of the patient in which the’ operation . has become neces-
sary, it is the opinion of the authors that incision:is. ]ustlﬁable in from
24 to 48 hours after the onset of suppression of urine.
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 An attempt wés. made to determme the mechamsm of the productmn"

of. blackwater fever So many factors entered mto the conszderatlon of
: the questxon that the authors were unable to reach adefinite conclusmn

“as we have. already mdlcated the haemoglobmuna is accompamed by, andf

. 1s the result of an accompanymg haemoglobmaemra ) :

LI P J L T

. TREATMENT OF 'rm: Drsmsns OF CHILDREN By Omms GILMORE
‘:'KERLEY M.D., Proi'essor of Diseases-of Chlldren, New. York. Po]y, .
"% Ielinde, Medxcal ‘School and Hospital, etc.  Second revised edition; .
octavo 629 pages, illustrated. Philadelphia and London: W. B:-
) 'I:Saunders Company, 1909. Cloth $5 00. net; Half Morocco $6 505
-net. . ‘

, 'I‘hat the first’ ethlon of thls book was 80, rapldly exhausted proves
. that 1t has supplied a real’ wa;nt Most textbooks are too profuse for.
- general use by the ‘busy man, and- e welcomes a manual w]nch will give
him ‘the’ information he wants ‘and ‘the. help He- needs in a conclse and
'vsmple fashion.. That is Just what . Dr Kerleys book does, ‘and 1t is’
,therefore more smtable for the ueneral pract1t1oner tha.n for. the student;
or the’ speclahst A very useful chapter is that on- Gymnastlc Thera—[
;peutlcs ‘and .the illustrations glve a-good idea of the yvarious measures.
i recommended. Infant feedmg is treated ina 51mple, common sense. way.
, and is ‘a welcome relief from the elaborate articles which: have: been' 50°
fashmnable of ‘late ; years. . Tt seems. as - if the pendulum -were swinging.
at last towards sxmphclty -and that pseudo-selenee, for.a tlme at.least;
had had its day -The: du'eetmns .given are clear and’ plam, the tone of"'
the book dogmatlc, and whxle we do not agree with' the author inimany.
things, we feel that he has’ the courage of his. conv1ct10ns and - tells us.
just what he h1mself would do, u:nder certam glven cn'cumstances ‘There
is too little of that strong personal element in’ many. textbooks nowadays,‘
too often ‘they a.nn at: being’ encyolopaedlc rather than practmal guldes,
to men who are in doubt or dlfﬁeulty : .

PRIMARY S:wmns FOR Nomsis. A 'l‘extbook for Fust Year Pupllf
‘Nurses, by .CHARLOTTE ‘A. An{n\s Detroit. Illustrated Plula—
delphia and London: W.B: Saunde,rs Company. Canadxan agents ‘
'T.he F. J. Hartz Companv, Ltd Toronto. ‘ o

This hook contams sound 1nstmctlon and good ‘advice for w0men be-
gmmng their career as nurses.. A nurse who is acquamted with. all that
this book contains would certainly be well instructed. In ac'ldmon to

"matters of more purely medical interest there is an excellent section
upon eookery. There is a large number of questions formally set forth

58
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which should plove of great value to nurses who desire to test the extent
of their knowledge. We venture to recommend this book as one whlch E
will prove entirely satisfactory. '

A PracTICAL TREATISE ON Diseases oF THE SKIN’. ‘For the Use 'of
Students and Practitioners.” By J. Nevixs Hyor, A M., M.D,,
Professor of Dermatology and Venereal Diseases in the University -
of Chicago, Medical Department (Rush Medical College). New
(8th) edition, thoroughly revised and much enlarged. In one very
handsome octavo volume of about 1137 pages, with 223 engravings
and 58 full-page plates, in colors and monochrome. Cloth, $5.00,
net; leather, $6.00, ‘et * ‘Lea’ & Feblger Philadelphia and New
York, 1909.

This being the elghth edition of thls treatise on dlseases of the skin
no words of praise are necessary-to recommend it. to the medical pro-
fession. The present edition bears only .the'name of Dr. Hyde on ‘the
frontispiece, but in the three precedmg editions it; was associated with
the name of Dr. Frank H. Montgomery, whose untlmely death last year
was so much lamented by his dermatological- brethren. " - Owing to the
rapid growth of dermatological science it has been found necessary to
add 250 pages to this volume, to include tropical: skin’ diseases in’a sep- "
arate chapter, and to write new articles on such sub;ects as ‘prurigo.’
nodularis, the fourth disease, neuralgia parmsthetica, lichen spmulosus, )
Fordyce’s disease, leukemia and pseudo-leukemia cutls, brown moth -
.dermatitis, and many others. 'There have also been added 24 new’ plates”‘
and 120 new engravings. The book keeps up 1ts character as'a’ sound‘
texthook and practical work of reference, and cani be recommendéd ‘a§ a"-‘.
most sclentlﬁe treatise on dermatology. ‘The 111ustrat10ns are. exceed-.
ingly good and most of the 58 plates are examples of what 1llustratxons_
of skin disease should be. We heartily advise every oné’ “who' w1shes 0"
have a modern. sclentlﬁc treatise on dermatology to possess hlmself of
a copy of this work '

CrINICAL STUDIES FOR' NURSEs A f’I'extbook for Second and Thlrd'
Year Pupil D \Turses, by CHARLOTTE A. AIKENS, Detroit. Tllustrated. .

Philadelphia and London: “W. B. Saunders Company Canadlan
agents: The J. F.' I—Iartz Co., Ltd., Toxonto

Miss Aikens will be remembered as the author of i anary Studles
for Nurges.” The present volume is intended rather to serve as a hand-
book for the nurse who has already been trained and desires to prose-
cute her studies further. The book contains over 500 pages and shows
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in.its. preparatron a large expenence and a wxde«range of rea.dmg on:
the part of: the, anthor. _The arrangement of material i is. done,thh much"

‘skxll and as a textbook is quite equal in authonty to those"
r ov1ded for advance students of medrcme

'Tm-: Monpm HA.BIT AND rrs VOLUNTARY RENUNCIATION By OSCAR
" JenwiNes, M.D. (Pans) London Ballhére deall and Cox,{
.Pans, Brentano, 1909, o : -

"The preface to this book opens wrth a statement of “faet » that one‘
medical man out of four is a drug. habitué, usually a morphinist; that’
the proportion of medical addicts to the total of cases:is in some statistics
as }ugh as 90 per cent., and that one-fiftth of the mortahty in the pro-
fession is said to be caused by morphinism. We take the liberty . of
contradicting the .author. The Volume is. devoted in a large part to
recording the experience of patlents in their own words, who are striving
to rid themselves of the habit. .- There is much interesting reading in the
book ;. or rather, it mlght be mterestmg to those who  are addrcted to
the practlce of talnng morphme

THE Pmcmcu. Mnnrcr\m SERIES Vol IV GY\I}ECOLOGY By EMIrivs
.C. DupLEY, AM M.D. and C. Vo~N BicHELLE, M.S., MD The
Year Book Pubhshers, Chicago:

Thls vo]ume opens with a discussion of the general principles of gyne-
colovy of a practlcal nature, dealing with the problems the gynacolo-
gist has to deal with every.day. Diagnosis, technique and practical
therapeutics, including local and lumbar ansesthesia; the technique and
after-treatment of laparotomy; serotherapy and the opsonic index in
gynaecology and passive hyperzmia and some of the latest methods of
-operating. The various infections of the female generative organs are
dealth with, ‘their differential diagnosis and treatment, with special ref-
erence to tuberculosis of the pelvic organs, and -the various comphca—'
tions,. particularly those of appendicitis, pyosalpmx a.nd mtrapelvm ab-
scess. Malformations, tumours of the pelvre organs, thelr diagnosis and
the. technique and merits of the various operatlons for their: ‘eradication
are discussed, hysterectomy and’ hysterotomy, together Wrth dlsplace-
ments, dlsorders of. menstruatlon a.nd stenhty TN

Vol. V, OBSTETRIGS, by Josnpn B DELMJ, AM, MD and HERBERT.
M Srown M. D. - .

Thls 11ttle work contains, in reference form, the most recent advances
‘made in the various problems presented.to.the busy.practitioner. The
physiology, pathology and diagnosis of pregnancy and abortion are first
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taken up, followed by the latest experience in dealing with the various
hazmorrhages and toxemias of pregnancy. The work oneclampsia de-
serves special mention. Labour and the puerperium, operative obstetrics,
and the treatment of puerperal sepsis complete  this handy little volume.

Vol. VI, GENERAL MEeDICINE, by FRANE BINNINGS M.S., MD and
J. H. SArisBury, M.D.

This is a most useful volume and deals With the acute infections,
typhoid, malaria, kala azar, cholera, Rocky Mountain spotted fever,
Malta fever, glanders, dysentery and tuberculosis of the digestive tract.
This is followed by a full review of the very latest methods of diagnosis
and work on diseases of the sbomach integtines, liver, pancreas and
peritoneum.

YVol. VII, Prnm'rnrcs' by Isaac A. Ast, M.D., and May MrcHAEL, M.D.,
and ORTHOPEDIC SURGERY, by JoHN RIDLON AM, MD, and A
STEINDLER, M.D.

In the first part of the volume diseases of the new-born are taken up,
the hygiene and dietetics of infancy, the various diseases of infancy and
childhood, rickete, tuberculosis, syphilis, diphtheria, scarlet fever,
whooping cough, measles, mfectxon from vaccine, influenza, meningitis,
typhoid, rheumatism and 'diseases of the gastro-intestinal tract. 'The’
serum treatment and lumbar puncture in epidemic cerebro-spmal men-
ingitis are deserving of special mention.

In the second part orthopedics is taken up in a most thorough manner,
including diseases of the spine and other joints and such conditions as
Volkmann’s ischemic paralysis, ischemic contracture, tuberculin i in Jomt
tuberculosis, the iodoferm plug, osteitis deformans and myosntrs oss1ﬁcans ‘

PrysicaL Diaeyosis, by Rmmn C. Casor, Assistant Professor of‘
Medicine in Harvard University. Fourth Edition, revised and en--
larged. With five plates and two hundred and forty figures'i in the‘
text. New York: William Wood and Company, 1909. -

"This work was written in 1905, and its rapid progress in edrtrons showe :
that it has proved satisfactorily .its’ clalms The changes in text and
platés from the last edition are shght and ‘the work as'a whole has been
commended in these pages before. Its value in enhanced by the personal'
character of the book, in that the aunthor . w1ll not’ write upon methods‘
that are outside his experience. With a view to’ making a ‘good book
better we would mention that plate 200 is inadequate and that there is
3 bad]y-mlxed paragraph on page 536. '
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Dorraxn’s AMERTCAN ILLGSTRATED MEDICAL DicTioNsry. By W. A
Newnan Dorraxp, M.D. A pew and complete dictionary of terms
used in medicine, surgery, dentistry, pharmacy, chemistry, nursing
and kindred branches; with new and elaborate tables and, many

. bhandsome illustrations. Fifth revised edition. Large octavo 1of.
876 pages, with 2000 new terms. W. B. Saunders Gompany
Philadelphia and Tondon, 1909. Flexible leathel, $45Q, net .

-, indexzed, $5.00 net. '

This-is the fifth occasion upon which we have had the pleasure of_:.
mentioning a new edition of this well-known dictionary. Tt contains
new tables and many fresh. 111ustrat10ns and ‘about 2,000 new terms:
The book is compact, well pnnted and easﬂy read. It has long ago
passed out of the experimental’ stage and may now be regarded as a
thoroughly reliable authonty c E

gztmsmct nf (!Uurrznt gitzmmrz.

MEDICINE

UNDER THE CRARGE OF DRS. FINLEY. LA!‘LEUR, IIAMILTON, AND BOWABD

-J. MAHLENBREY : (Erlangen Medical Clinic) “The presence of tryptxc'
ferments in-the Gastric Contents.” (Zentralblatt fiir die gesamte
physiologie und pathaloyze der Stoffwechsels). N F. IV J’ahrg
1909. '

In view of the unrehablhty of the Cammidge’s reaction as a test of=
the pancreatic function, this paper upon the Boldyreﬁ test fo.r trypsm
seems worthy of consideration.

' Historical—Pawlow, in 1908, noted that when 011 was mtroduced
by a fistulous opening into a dog’s stomach, one o two ‘hours later -one
could withdraw an emulsified fluid contalmng bile and pancreatlc juice.-

Boas, in 1899, succeeded in obtaining by means of an ordmary stomach
tube or special instrument in healthy persons, but more especlally after
obstinate vomiting, a mixture of bile, gastric and pancreatlc Julees, 1n‘
which trypsin end steapsin were present.. | '

Boldyreft, in 1907, studied the conditions under whmh a regurcltatlon
of the intestinal juices occurred. He found' that. both fat and acids
attracted the bile and pancreatic Julce into the stomaeh This author
held that a combination of these substances, as a fatty acid in oil, would
incresse this reflux action, and proved his contentlpn experimentally in
animals. In the next place he applied this. method with success to him-
self and another individual. He therefore considered that this method
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could be made of (hagnoehc lmportance, fur%her, that when. a fat dle’o-l
ary was given, gastric digestion occurred chiefly through the pancleatxc

juice; thirdly, that the free acids and pepsin of the vomitus or gastric .
contents, especially after a test meal rich in fat, may be marked by the

regurgitation of the alkaline pancreatic juice, which neutralizes the acid

and so prevents peptic activity; finally he suggested the possibility of a

tryptic digestion of the gastric mucosa as a cause of uleus ventriculi.

Volhard, in 1907, reported that in 9 of 11 normal persons the oily
gastric juice had a tryptic action. His pupil, Faubel, found a positive
result in 22 of 87 cases examined. Volhard then studied three patho-
logical cases "(viz., carcinoma of the pancreas, acute enteritis and pan-
creatic diabetes) ‘and found the tryptic ferment to be absent. In one
case the autopsy revealed pancreatic atrophy.

Levinsky recommended the weakening of the.gastric acidity by
alkali as a preliminary measure. He believed that the absence of the
tryptic ferment signifies a pancreatic msuﬁ‘iclency, or a mechanical ob-
struction to the reflux of the pancreatlc 1u1ce mto the stomach (as in
“hour-glass” stomach). ' o L

Ehrman and Lederer: concluded from a large series of exammatmns.
that in achylia and anacidity the pancreatic function is not, -as is
usually considered, injured but possibly may be even more active than
normal. If, however, hyperacidity be present the findings of tryptic
ferments are negative (or very slightly positive in cases in which sodinin
carbonate has been previously given). Further, he believed that the
mechanical influences of the passage of the tube, the gagging and the
external pressure to the abdomen, are at least aids if not the cause of
the reflux of the pancreatic juice, and not merely the fatty oil.

‘Koziezkowsky, in 1909, gave his support as to the value of the Boldyreff
test for the pancreatic function, but recommended the use of 250 grains
of cream instead of oil.

Method.—One gives to the fasting patlent 100-200 c.c. of a 2 per
<ent. solution of oleic acid in olive oil, or even pure oil; this may
be drunk or introduced by the tube. 'The gastric contents are’ removed
in one-helf to one hour, w1th the patient in the horizontal position. If
nothing is obtained .the tube is agam mtroduced in one-half to one hour
off; 10 c.c. of fluid are sufficient for the necessary tests Three paraLel
tests are made in an-acid, alkali and neutral medinm.'© " .-,

Volhard recommends the use of 200 c.c. of olive oil, which he removes:
in half an hour, when one’ can recover 50-100 c.c.; the o11y fluid is
removed from the watery juice by a separating funnel.
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Levinsky suggests that half a tcaspoonful of magnesia usta be glvenl
20 minutes after the olive oil, to diminish the gastric acidity. ‘

To demonstrate the tryptic ferments, Boldyreff uses Metts tubes (i. ¢, »
capillary tubes of coagulated cgg albumen), and Volhard an alkaline
casein solution of known strength. Upon the completion of the tryptic
digestion Volhard adds a similar amount of HCI to all the test tubes;
then precipitates the casein by means of sodium sulphate the increase,
of acidity of the filtrate as a result of the tryptic action (due to hbera-
tion of the amino-acids and lower proteids) is titrated by means of. sod-r
ium hydrate solution.

Fuld and Gross make use of a method, the principle of whxch is that
casein, which is readily soluble in weakly alkaline solution, is repre-
cipitated by acidifying with one per cent. acetic acid. The casein solu-
tion contains 1.0 grain casein puriss. in one litre of one per cent. sodium
carbonate solution, which is well shaken with chloroform to prevent
bacterial fermentation: One uses 10 c.c. of this solution. '

'Abderhalden and Schittenhelm make use of polypeptides, especially
glyeyl-l-tyrosin, to demonstrate the presence of trypsin in the gastric
contents; two grams of the former are added to 5 c.c. of the filtered
juice when, if trypsin be' present, the peptide is hydrolyzed into its
components and the tyrosin is liberated as a crystalline percipitate. Later
they recommended, for reasons of economy, the use of silk-peptone, which
is a snow-white powder containing 45 per cent. of tyrosin.

Awuthor’s Researches.—He first tested the powers of resistance of
pancreatin to the gastric acidity by giving a test breakfast—2.0 grams
of pancrestin and 30.0 c.c. of a-0.1 per cent. soda solution. He found
that in four cases the pancreatin had completely, and in two cases al-
most completely, disappeared.. Hence he concluded that the gastric
acidity must be neutralized before the administration of the olive oil.

Author’s Method—First a test breakfast was given to determine
the total quantity, the physical characters, the . total acxdﬂ;y and the
_percentage of ‘free HCl. Next morning 150 c.c. of 2 per cent. oleic
acid in olive oil ‘were given by the stomach tube or swallowed by the
patient, Prior to this a- teaspoonful of magnesia usta (magnesia
oxide) was given; 20 minutes' later a second dose was given; three-
quarters of an hour after the administration of the oil the gastric con-
tents were removed; the amount. varies from 50 to 70 c.c. and is of ‘a
greenish-yellow color. The gastnc juice and oil are separated by means
of a separating funnel; the juice which quickly falls to the bottom of
the funnel is examined in the usual manner.

To determine the ferment content, 8 c.c. are placed in six test fubes:
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to three to be tested for pepsin HCl is added (0.4 c.c., HCl for
1 c.c. of juice) and to the three to be tested for trypsin, sodium car-
bonate is added (0.3 c.c. n\n NaHCO; for 1 c.c. of gastric juice).
To each series one adds (1) fibrin flakes, (2) Metts rods, (3) 5-10c.c.
of casein solution. 'These six tubes are now placed in a thermostat for
four hours. '

In 41 examinations there were 38 pos1t1ve ﬁndmgs Of the three
negative results two are explained by the non-administration of the
alkali and the consequent destruction of the trypsin by the acid; in
the third case there was a marked gastroptosis and hence a condition
Tesembling an hour-glass stomach. In certain of the 38 positive cases
there was an attendant hyperacidity, which was neuntrzlized by the alkali,
and hence the tryptic ferment was not destroyed. In other cases there
was subacidity or even anacidity with well-marked tryptic digestion.
The author strongly advises the use of several tests for trypsin, e.g.,
fibrin, Metts rods and casein, as every gastric juice will not act to all
three in the same way. This difference in reaction depends, according
to Bayliss and Starling, upon the presence of a special ferment, “ erep-
sin,” which acts only upon peptone, casein and fibrin, but not upon co-
agulated albumen. Sawitsch explains the drﬁerence rather by the dif-
ferenee of the concentration. " :

Finally, the author tested the Ewald breakfast for the presence of g
trypsin, and found it negative in six cases; hence he believes that the-
oleic acid-olive oil is necessary for the regurgrtatron of the pancreahc ‘1
juice. ity i e :

He concludes that it is certam that m the Boldyreﬁ method 1f accu-'.}
rately used, we have a valuable dlagnostrc a1d ‘a8 to’ the proper functr 1]
of the pancreas. S

MONTREAL MEDICO CHIRURGICAL SOCIETY

The second regular meetmg o:E the Soclety Was held Frlday evenmg,
chber 15, 1909, the Pre51dent Dr W Grant Stewart 1n the Charr

LIVING CASES RESULT OF EXENTERATION OF THE ORBIT

G. H. MATHEWSON M. D, presented this case, showmg the cosmetrc
result of this radical operation. The whole .eyeball had béen rémoved
together with the outer two-thirds of the eyelids for rodent ulcer.
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PATHOLOGICAL SPECIMENS: ACUTE ANTERiOR POLIOMYELITIS, -

C. K. Russer, M.D., showed two specimens of ihe cord from pa-
tients dying of this condition, a report of which appears in this number
of the Journal.

C. K. Russer, M.D. I have not yet seen Dr. Spiller’s report of
these cases. It is merely from the specimens of these two cases that
I came to the conclusion thai the disease was far more widespread than
was ordinarily supposed. The destruction is greatest in the anterior
horns certainly, but spreads to the posterior horn as well, and even the
surrounding white matter shows congestion and infiltration. Undoubt-
edly the cerebrum can be affected and we know it often is; we have
seen the pons, too, aud the medulla. I have had cases of facial paraly-
sis in infants. I know that Dr. Shirres had similar ones, which are
undoubtedly, I think, anterior noliomyelitis. We have another case at
the hospital where there was paralysis of the motor fifth on both sides,
the seventh on the left and the 1Rth or hypoglossal, besides his left arm
had been paralysed and some of the neck muscles. I was very much
mterested to hesar of this dog and I think it is not at all unlikely that
it is the same condition; I know that when I .was at Queen Square
Hospital we had two or three cases of infantile paralysis in paticnts
who Kad-come from South Africa, and they reported an epidemic there
which attacked dogs and otber animals as well as human beings. To give
gome idea of the extent of the epidemic I may say that at the Royal
Victoria Hospital we have coming up for treatment at the clinics every
week twenty cases, and on the last Monday we had four new ones; they
had occurred during '‘August. It seems to me that the epidemic is re-
ceding at the present time, as it usually does in other reported epi-
demics; the greater number of cases have fallen in July and August.
Referring to the cartilaginous flakes in the cord in the second case, I
have also seen a great many, especially at the National Hospital at
Queen Square, where the brain and cord were taken out in' practically
every case. It struck me that we saw this condition present there much
more frequently than at other general hospitals where I have been, and
it seemed to me that it is more common among patients who are suffer-
ing from nervous diseases. This would perhaps account for Dr. Shirres
seeing it so often, being interested, as he is, especially in nervous dlE~
eases.

SACRO-ILIAC STRAIN.

J. Aprieroy NuTTER, M.D., read the paper of the evening, which
appears on page 832 of this number of the Journal
W. G. TornNER, M.D Tt is with great interest that T have listened
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to Dr. Nutter’s paper this evening because it brings forward a question
which has been very much talked of recently, especially in Boston. In
the clinic at the Royal Victoria Hospital cases of the type described have
presented themselves and we have been trying to classify the condition.
Two main typses are presented. In the first class there is stiffness of .
the back and a varying degree of tenderness over the sacro-iliac joints.
In some cases, especially those which give a crepitus on exammahon,
there is almost complete disability; in others a condition closely resem- .
bling a mild lumbago with or without pain down the sciatic or obturator
nerve. In the second class of cases there has been found a tenderness-
over these same joints, but on ‘examining the Iumbar reglon there is "
tenderness along the exit of the nerve roots and an increase of the.
lumbar lordosis. We have found it necessary to vary our treatmentf-
accordingly. In the first type strapping, a pelvic support, or ‘a corset.
fitted with the latter may be indicated; in the second type a ﬁtted‘.
corset must be worn or even a plaster-of-paris Jacket
Certainly a certain number of lumbagos can be explained by the above,‘
condition, where the cause is found either in some cond1t10n m “the .
sacro-iliac or in some strain in the lumbar vertebral column, S
J. AprreroNn Nurrer, M.D. .I hope at some future: date 10 presentl _
to the members of the Soe1ety some living cases which' will : demon.—s'i
strate the mobility in these cases, which is. perhaps not. fnmﬂmr to, nany..

IMPRESSIONS OF THE 16TH INTERNATIONAL MEDICAL CONGRESS
"AT BUDA PEST.

R. H. Craig, M D.
This paper will appear in the Ja anuary number of'the JOURNAL:
COCCYODYNIA.

A. LiarrHORN Saite, M.D, 1ead ‘this ‘case’report, . which appears
page 815 of this number of the JOURNAL.' -
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Pneumococcus invasion of throat upon
which laryngeal and pulmonary
tuberculosis supervened, 697

OPHTHALMOLOGY

Pneumococeus invasion of throat upon
other branches of medicine, 339

Snow ophthalmia, 2340

Amaurotic family idiocy, 551, 552

Optic neuritis in cerebral tumours.
552 .

Katarakt-operation bei Dmbetlkern,,=
554 ol

Tuberculosis as a’ cause ot_r'iocu]ar.
disease, 555 o RN
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Cuetrlc digestion in mf’mts, 642 .- o
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infants. 643:.
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