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The jn-esent publication, being the Thirty-first Volume of Trans-

actions, constitutes the Thirty-fourth published Annual Eeport of

the Pathological Society's Proceedings.

The Council think it right to repeat that the exhibitors are

alone responsible for the descriptions given of the Specimens

exhibited by them, the only change made in the Eeports furnished

by the authors being such verbal alterations as were absolutely

necessary.

53, Beenees Steeet, Oxfoed Steeet,

October, 1880.
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1856 Ceoft, John, Surgeon to St. Thomas's Hospital, 61, Brook-street,

Grosvenor-square, "W. (C. 1870-2.)

1879 Ceooke, Geoege Feedeeick, M.B,, Gainsborough, Lincolnshire.

1861 Ceosby, Thomas Boob, M.D., 21, Gordon -square, W.C.

1875 Ceoss, Feancis Richaedson, 5, The Mall, Clifton, Bristol.

1864 Ceucknell, Heney H., M.B., 58, Welbeck-street, W. (C. 1875-76.)

1871 Cumbeebatch, Elkin, Demonstrator of Anatomy at St. Bartholomew's

Hospital, 17, Queen Anne-strcct, W.



XIV

Mected

1858 CcMBEEBATCH, Laueence T., M.D., 25, Cadogan-place, Sloauo-street,

S.W.

1873 CcENOW, John, M.D., Trofessor of Anatomy at King's College, and

Assistant Physician to King's College Hospital, 3, Gcorgc-strcet,

Hanover-square, S.W.

tl865 CuEEAN, William, M.D,, Army Medical Staff. [Agent : Mr. H. K. Lewis,

136, Gower-street, W.C]

1873 Davidson, Alexander, M.D., Physician to the Liverpool Royal Infirmary;

Lecturer on Pathology at the Liverpool Medical School, 49, Rodney-

street, Liverpool.

1869 Davies-Collet, J. Neville C, M.B. (C), Surgeon to Guy's Hospital,

36, Harley-street, Cavendish-square. (C. 1880.)

O.M. DaVIES, Heebeet, M.D., Consulting Physician to the London Hospital,

and to the Infirmary for Asthma, 23, Finsbury-square, E.G. (C.

1849-50. V.-P. 1871.)

J1859 Davis, Feancis William, R.N., Surgeon to the Naval Medical Estab-

lishment, Lisbon. [Agents: Messrs. Hallcttand Co., 7, St. Martin's-

place, Trafalgar-square, W.C]

1879 Davy, Heney, M.B., 34, Southernhay, Exeter.

1866 Day, William Heney, M.D., Physician to the Samaritan Free Hospital

for Women and Children, 10, Manchester-square, W.
1872 Decasteo, James C, M.B., Pau, France.

1871 De Liefde Temple, John, M.D. [per Mr. James Nimmo, 7, Red Lion-

court, Watling-street, E.G.].

1863 Deveeeux, Daniel, Tewkesbury, Gloucestershire.

1856 Dick, H., M.D.

1871 Dickinson, Edwaed Haeeiman, M.A. Oxon., M.D., Physician to the

Liverpool Northern Hospital, and Lecturer on Comparative Anatomy

at the Liverpool School of Medicine, 162, Bedford-street, Liverpool.

1858 Dickinson, William Howship, M.D., Physician to the Hospital for Sick

Children, Physician and Lecturer on Medicine to St. George's Hos-

pital, 0, Chesterfield-street, Mayfair, W. (C. 1866-8. S. 1869-71.

V.-P. 1872-4.)

1872 DiVEE, Ebenezee, M.D., Kculcy, Caterham-vallcy, Surrey.

O.M. Dixon, James, Consulting Surgeon to the Royal Ophthalmic Hospital,

Moorficlds; Harrowlands, Dorking, Surrey. (C. 1852-6. V.-P.

1860-2.)

1872 Doean, Alban Heney Geiffiths, Surgeon to Out-Patients, Samaritan

Hospital, Pathological Assistant to Museum, Royal College of Sur-

geons, 51, Seymour-street, Portman-squarc, W.

tl866 Down, John Lanodon II., M.D., Physician to the London Hospital, 30,

Welbeck-strcct, Cavendish-stpiare, W. (C. 1872-4.)

1872 DoWBE, Thomas Sxbeich, M.D., 14, Welbeck-street, Cavendish-square.



XV

]£lected

1880 DEEScnFELD, JiTllTTS, M.D., 292, Oxford-road, Manchester.

1879 Deewitt, F. G. Dawteey, M.B., Hospital for Sick Children, Great

Ormoud-street, W.C.

1865 DrCKWOETH, Dxce, M.D., Assistant Physician to St. Bartholomew's

Hospital, 11, Grafton-street, Bond-street, W. (C. 1877.)

1863 DuDEiELD, Thomas Oeue, M.D., 8, Upper PhlUimore-place, Kensington,

W.
1847 DUDGEOIT, EOBEET E,, M.D., 53, Montagu-square, W.
1852 Dtjpf, Geoege, M.D., High-street, Elgin.

1865 DUFFIN, Alfeed Baynaed, M.D,, Physician to King's College Hospital,

18, Devonshire-street, Portland-place, W. (C. 1872-4.)

1875 DUKA, Theodoee, M.D., Surgeon-Major, H.M.'s Bengal Army ; 38, Mon-

tagu-square, W.
1868 Duke, Olitee Thomas, M.B., India.

1871 Dtjkes, Clement, M.D., B.S. Lond., Physician to Rugby School, Sunny-

side, Eugby.

1877 DtrifBAE, J. J. MacWhieteb, Assistant House-Physician to St. George's

Hospital, 77, Ladbroke-grove, Kensington-park, W.
1877 DtrNCAN, Andeew, M.D., 8, Henrietta-street, Covent-garden, W.C.

1880 DtTNCAiT, Jas. Matthews, M.D., Obstetric Physician to St. Bartholomew's

Hospital, 71, Brook-street, Grosvenor-square, W.
1861 DuifN, RoBEET William, 13, Surrey-street, Strand, W.C.

1858 DuEHAM, Aethue Edwaed, Surgeon to Guy's Hospital, 82, Brook-street,

Grosvenor-square, W. (C. 1869-71.)

1879 Dtjeham, Feedeeic, M.B., 38, Brook-street, Grosvenor-square, W.

1867 Ellis, James, M.D., California.

1847 Ellis, James. [Messrs. Tweedie, 337, Strand.]

1873 ExGELMAKif, Geoege Julius, M.D., A.M., 3003, Locust-street, St. Louis,

Miss., U.S.

1846 Eeichsen, John Eeic, F.R.S., Surgeon to University College Hospital,

6, Cavendish-place, Cavendish-square, W. (C. 1849-51. V.-P.

1863-4.)

1853 Evans, Conway, M.D., The Garden House, Clements-inn, W.C.

(C. 1867-8.)

1873 Evans, Geoege Heney, M.D.

1875 Evans, Julian, A.M., M.D., Physician to the Victoria Hospital for Sick

Children, 123, Finboro'-road, Redcliffe-square, West Brompton, S.W.

1870 Eve, Feedeeic S., Curator of Museum, St. Bartholomew's Hospital,

14, Furnival's Inn, Holborn, W.C.

1876 Ewaet, James Cossae, M.B., CM., School of Medicine, Edinburgh.

1877 Ewaet, William, M.B., Assistant Physician to the Hospital for Con-

sumption, Brompton, 33, Curzon-street, Mayfair, W.

J1859 EwENS, John, Cotham Brow, Bristol.



XVI

Elected

1864 Fagge, Charles Hilton, M.D., Physician to, and Lecturer on Patho-

logy at, Guy's Hospital, 11, St. Thonias's-strcet, Southwai-k, S.E.

(C. 1870-2.)

1862 FAEQUnAESON, IloBEET, M.D., M.P., 23, Brook-street, Grosvcnor-square,

W. (0.1876-7.)

1872 Fayeee, Sir Joseph, K.C.S.I., M.D. F.R.S. Ed. (C), Hon. Physician to

the Queen, Surgeon-Major, Bengal Army, Examining Medical Officer

to the Secretary of State for India in Council, 16, Granville-place,

Portman-square, W. (C. 1880.)

1872 Fenn, Edward L., M.B., The Old Palace, Richmond, Surrey.

1872 Fenwick, John C. J., M.D., Physician to the Durham County Hospital,

Chilton Hall, Ferry-hill, and 16, Old Elvet, Durham.

1863 Fenwice, Samtjel, M.D., Physician, with charge of out-patients to, and

Lecturer on Medicine at, the London Hospital, 29, Harley-street, W,

1846 FiNCHAM, Geoege T., M.D., Physician to the Westminster Hospital, 13,

Belgrave-road, S.W, (C. 1855.)

1876 FiNLAY, David W., M.D., Assistant Physician to the Middlesex Hospital,

21, Montagu-street, Portman-square, W.
1870 Fish, John Crockett, M.D., 92, Wimpole-street, W.
1859 Fisher, Alexander, M.D., Assistant Surgeon, Pi.N., Her Majesty's Ship

" Endymiou."

1855 Flower, William H., F.R.S. , Conservator of the Museum, Royal College

of Surgeons, 39, Lincoln's-iun-fields, W.C. (C, 1862-4.)

1872 FoEBES, Daniel Mackat, L.R.C.P. Ed., 204, Hoxton-strect, N.

fO.M. FoESTER, John Cooper, Surgeon to Guy's Hospital, 29, Upper Gros-

vcnor-street, W. (C. 1857-8. V.-P. 1871-3.)

$1866 Foster, Balthazar Walter, M.D., Physician to the General Hospital,

Birmingham, 16, Temple-row, Birmingham.

1872 Fotherbt, Henry J., M.D., Pliysician to the Metropolitan Free

Hospital, 3, Finsbury-squarc, E.C.

1880 Fowlee, James Kingston, B.A., M.B., 35, Clarges-street, Picadilly, W.
1878 Fox, Thomas Colcott, M.B., B.A.,14, Harley-street, Cavendish-square,W.
1862 Fox, Wilson, M.D., Holme Professor of Clinical Medicine in University

College, and Physician to University College Hospital, 67, Grosvenor-

street, W. (C. 1868-70. V.-P. 1875-77.)

1858 Feancis, Charles Richard, M.B., Bengal Medical Establishment, Indian

Army.

CM. Frere, J. C.

1864 Fbodsham, John Mill, M.D., Streatham, S.W.

1880 (Jabbett, Henry Singer, M.B., 33, Upper Bedford-place, W.C.

5:1858 Gaiedner, William Tennant, M.D., Professor of Medicine in the Uni-

versity of Glasgow, 225, St. Vincent-street, Glasgow.



XVII

Elacted

1870 Galton, Edmund H., Springfield House, Brixton-hill, S.W.

1870 Galton, John II., M.D., 1, Woodside, Anerlcy-road, Upper Norwood, S.E.

1855 Gamgeb, Joseph Sampson, Surgcou to the Queen's Hospital, Birming-

ham, 20, Broad-street, Birmingham.

1855 Gamgee, J.

1877 Garlice, Geoege, M.D., 33, Great James-street, Bedford-row, W.C.

1846 Gaekod, Alfeed Baeing, M.D., F.R.S., Consulting Physician to King's

College Hospital, 10, Harley-street, Caveudish-square, W (C. 1851.

V.-P. 1863-5.)

1879 Gaestang, Thomas Waltee Haeeopp, Oakleigh, Dohcross, Manchester.

1872 Gaston, William, Hardshaw-street, St. Helen's, Lancashire.

O.M. Gay, John, Senior Surgeon to the Great Northern Hospital, 34, Finshury-

place, E.G. (C. 1852-4. V.-P. 1870-2.)

1880 GiBBES, Heneage, M.B., 42, Colville-terrace, Bayswater, "W.

1853 Gibbon, Septimus, M.D., 39, Oxford-terrace, Hyde-park, W.
1878 Gibbons, R. A., M.D., 88, Cadogau-place, S.W.

1876 Gill, John, M.D., Newton Abbot, Devon.

1873 GODLEE, RiCKMAN JoHN, M.B., B.S. (C), Assistant Surgeon to University

College Hospital ; Demonstrator of Anatomy in University College

;

22, Henrietta-street, Cavendish-square, W. (C. 1877-80.)

1875 Godson, Clement, M.D., Assistant Physician-Accoucheur to St. Bar-

tholomew's Hospital, 9, Grosvenor-street, W.
1879 Godwin, Chaeles Heney Young, Surgeon Major, Army, 23, The

Common, Woolwich.

1878 GoLDiNG-BiED, CuTHBEET H., M.B., Assistant Surgeon to Guy's Hospital,

13, St. Thomas's-street, S.E,

1871 GoODHAET, James Feedeeice, M.D., Assistant Physician to, and
Teacher of Clinical Medicine at, Guy's Hospital, 27, Weymouth-
street, Portland-place, W. (C. 1876-8.)

1875 Gould, Aleeed Pbaece, M.S., Assistant Surgeon to, and Lecturer on
Anatomy at, the Westminster Hospital, 16, Queen Anne-street, W.

1870 GOWEES, William Richaed, M.D. (C), Assistant Physician to University

College Hospital, 50, Queen Anne-street, W. (C. 1878-9.)

1858 GowLLAND, Petee Y., Surgeon to St. Mark's Hospital, 34, Finsbury-

square, E.C.

1867 Geeen, T. Heney, M.D. (C), Physician to Charing Cross Hospita),

Assistant Physician to the Hospital for Consumption, Brompton,
74, Wimpole-street, W. (C. 1871-3, 1878-9. S. 1875-6.)

1873 Geeenfield, William Smith, M.D., B.S. (C), Assistant Physician to,

and Lecturer on Morbid Anatomy at, St. Thomas's Hospital, 15,
Palace-road, Albert Embankment, S.E. (C. 1877-80.)

1856 Geeenhalgh, Robeet, M.D., 72, Grosvenor-street, W.

J1855 Geeenhill, William Alexandee, M.D., Carlisle-parade, Hastings.

t.1863 Geeenhow, Edwaed Headlam, M.D., F.R.S., Consulting Physician to

the Middlesex Hospital, 14a, Manchester-square, W. (C. 1867-9,

V..P. 1877-8.)

b
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Elected

1876 Griffiths, Thomas D., M.D., Hearnc Lodge, Swansea.

1861 GUENEAU DE MUSST, Henri, M.D., 15, Rue du Cirque, Paris.

1863 GxTii,, Sir William Withet, Bart., M.D., D.C.L., F.R.S., Consulting

Physician to Guy's Hospital, 74, Brook-street, Grosvenor-square, W.

1880 GuNN, II. Marcus, M.B., CM., Royal Ophthalmic Hospital, INIoorfields.

1876 GWYTHER, James, M.B. Lond., St. Mary Church, Torquay.

1849-59 Habekshon, Samuel Osborne, M.D., Physician to Guy's Hospital,

70, Brook-street, Grosvenor-square, W. (Re-elected 1874.) (C. 1855-6.)

1851 Hacon, E. Dennis, 269, Mare-street, Hackney, N.E. (C. 1S72.)

1879 Hadden, Walter Baugh, M.D.

1877 Hallowes, Frederick Blackwood, Redhill, Surrey.

1848 Hare, Charles John, M.D., late Physician to University College Hospital,

57, Brook-street, Grosvenor-square, W. (C. 1852-4. V.-P. 1874-7.)

tl856 Harlet, Georoe, M.D., F.R.S. (V.-P.), 25, Harley-street, Cavendish-

square, W. (C. 1862-5. V.-P. 1878-80.)

1872 Harris, Henry, M.D., Trengweath-place, Redruth, Cornwall.

1879 Harris, Vincent Dormer, M.D., Casualty Physician to St. Bartholo-

mew's Hospital, 23, Upper Berkeley-street, Portman-square, W.

tl858 Hart, Ernest, 38, Wimpole-street, Cavendish-square, W. (C. 1867-8.)

1870 Hawabd, John Warrington (C), Surgeon to St. George's Hospital,

16, Savile-row, W. (C. 1879-80.)

CM. Hawkins, C^sar H., F.R.S., Consulting Surgeon to St. George's Hospital,

26, Grosvenor-street, W. (V.-P. 1846-51. Pres. 1852-3.)

1857 Hawkslet, Thomas, M.D., Physician to the Margaret-street Dispensary

for Consumption, 31, Grosvenor-street, W.

1856 Heath, Christopher (V.-P.), Holme Professor of Clinical Surgci'y in

University College, and Surgeon to University College Hospital, 36,

Cavendish-square, W. (C. 1866-7. V.-P. 1879-80.)

1878 Hellier, John B., M.B., Headingley, Leeds.

1
1879 Henderson, George Courtenat, M.B., University College Hospital.

1869 Henslet, Philip J., M.D., Assistant Physician to St. Bartholomew's

Hospital, 4, Henrietta-street, Cavendish-square, W.

J1868 Heslop, Thomas P., M.D., Physician to the Children's Hospital, Bir-

mingham.

O.M. Hewett, Prescott G., F.R.S., Consulting Surgeon to St. George's Hos-

pital, 1, Chestcrfield-strect, Mayfair, W. (C. 1846-52. V.-P. 1854-7.

Pres. 1863-4. V.-P. 1865-8.)

1855 Hewitt, Graily, M.D., Obstetric Physician to University College Hos-

pital, 3G, Berkeley-square, W. (C. 1865-7.)

1864 Hickman, William, M.B., Surgeon to the Samaritan Free Hospital,

1, Dorset-square, N.W.

18G0 Hill, M. Berkeley, M.B., Surgeon to University College Hospital, and

Surgeon for Out-Patlents to the Lock Hospital, 55, Wimpole-street,

Cavendish-square, W. (C. 1871-5.)

1875 Hitchcock, Uabry Knigut, M.D., 1, Cliftouvillc, Bournemouth, Hants.



XIX

Elected

1880 HOBSON, JOHK MOEEISON, M.U., 3, Addisconibe-villas, Lower Addis-

combe-voad, Croydou.

1874 HoGGAN, Geoege, M.B., 7, Ti-evor-terrace, Paitland-gate, S.W.

181-7 HoiMAN, H. Maetin, M.D., Hurstpierpoint, Sussex.

1854 Holmes, Timothy, Surgcon-in-Chief to the Metropolitan Police, Surgeon

to St. George's Hospital, 18, Great Cumberland-place, Hyde-park, "W.

(C. 1862-3. S. 1864-7. C. 1868. V.-P. 1869-71.)

1850 Holt, BAsyAED Wight, Consulting Surgeon to the "Westminster Hos-

pital, 14, Savile-row, W. (C, 1853.)

O.M. HoLTHorsE, Caesten. (C. 1852-4, V.-P. 1874-5.)

1878 Hood, Donald William Chaeles, M.D., 43, Green-street, Park Lane.

1864 Hood, Whaeton P., M.D., 65, Upper Berkeley-street, Portman-squarc, W.
1870 Hope, William, M.D., 56, Curzon-street, Mayfair, W.
1879 HOEEOCKS, Petee, M.D., Guy's Hospital, 29, Merrick- square, S.E.

1877 Houghton, Waltee B., M.D., Assistant Physician to Charing Cross

Hospital, 26, Cavendish-square, W.
1880 HOVELL, T. Maek, Throat and Chest Hospital, Golden-square, Five

Houses, Clapton, Middlesex.

1866 HowAED, Edwaed, M.D.

1875 Ho"svsE, Heney Geeenway, M.S. (C), Surgeon to Guy's Hospital, and to

the Evelina Hospital for Sick Children, 10, St. Thomas's-street, S.E.

(C. 1878-80.)

tl856 Hudson, John, M.D., 11, Cork-street, Bond-street, W.
1854 HULKE, John Whitakee, F.E.S., Surgeon to the Middlesex Hospital

and Surgeon to the Eoyal London Ophthalmic Hospital, 10, Old

Burlington-street, W, (C. 1863-5. S. 1868-72. V.-P, 1873-6, T.

1877-9.)

1854 HuLME, Edwaed Chaeles, Woodbridge-road, Guildford,

1853 HuMBY, Edwin, M.D., 83, Hamilton-terrace, St. John's Wood, N.W.
1874 Htjmpheeys, Heney, M.D., Physician to the Children's Hospital at

Pendlebury, 106, Eccles Old-road, Eccles, near Manchester.

1852 Hutchinson, Jonathan (Pbesident), Surgeon to the London Hospital,

and to the Koyal London Ophthalmic Hospital, Moorfields, 15, Caven-

dish-square, W. (C. 1856-9. V.-P. 1872-3. P. 1879-80.)

1880 iNGEAii, Eenest Foetesctje, Chelsea Infirmary, Call-street, Chelsea.

1865 Jackson, J. Hughlings, M.D., Physician to the London Hospital,

Physician to the National Hospital for the Paralysed and Epileptic

3, Manchester-square, W. (C. 1872-3.)

1875 Jalland, William Hameeton, St. Leonard's House, Museum-street, York,

J1853 Jaedine, John Lee, Capel, near Dorking, Surrey.

1847 Jay, Edwaed, 112, Park-street, Grosvenor-square, W.

O.M. Jennee, Sie William, Bart., M.D., D.C.L., K.C.B., F.E.S., Consulting

Physician to University College Hospital, 63, Brook-street, Gros*

veaor-square, W. (C. 1850-3. V.-P. 1862-4 1875-6. Fres. 1873-4



XX

Elected

1875 Jessett, Feedeeic Bo'^^eeman, Pier-road, Erith, Kent.

1879 Jessop, Chaeles Mooee, Army Medical Department, Cliina.

1866 Jessop, Thomas Kichaed, 31, Park-sqviare, Leeds.

1878 Johnson, Aethue Jukes, Yorkville, Outario, Canada.

1876 Johnson, Chaeles Henry, late StalT Surgeon, Turkish Contingent,

Repton, Burtou-on-Trent.

O.M. Johnson, Geoege, M.D., F.R.S, {Treasurer), Physician to King's College

Hospital, 11, Savile-row, W. (C. 18-16-50. V.-P. 1863-4. T. 1880.)

1854 Johnstone, Athol A. W., St. Moritz House, 61, Dyke-road, Brighton.

1853 Jones, Sydney, M.B., Surgeon to St. Thomas's Hospital, 16, George- street,

Hanover-square, W. (C. 1864-6.)

1862 Jones, Thomas Ridge, M.D., Physician to the Victoria Hospital for

Sick Children, 4, Chesham-place, S.W.

1858 Jones, William Price, M.D., Claremont-road, Surbiton, Kingston.

1867 Kelly, Charles, M.D., Professor of Hygiene, King's College, Strand.

(C. 1874.)

1846 Kbnt, Thomas J., 60, St. James's-street, S.W.

1852 Keeshaw, W. Wayland, M.D., Kingston-on-Thames.

1872 Kesteven, William B., M.D. (C), 401, Holloway-road, N. (C. 1879-80.)

1879 Kesteven, William Henry, 401, Holloway-road, N.

1859 KiALLMAEK, Henry Waltee, 5, Pemhridge-gardens, Bayswater, W.
(C. 1875-6.)

1867 King, Edwin Holbobow, Killcott, Godalming, Surrey.

1871 King, Robert, M.B., 48, Harley-street, W.

1852 KiNGDON, J. Abeenetht, Surgeon to the City Dispensary, and to the City

of London Truss Society, 2, New Bank-buildings, Lothbury, E.C.

tl856 KiHGSLEY, Henry, M.D., Physician to the Stratford Infirmary, Stratford-

on-Avon, Warwickshire.

1878 Klein, Edward Emanuel, M.D., F.R.S., 5, Longridge-road, Earl's-court,

S.W.

1877 Knight, Charles Frederick, 8, Northampton-square, Clerkenwell, E.C.

1875 Lacy, C. S. De Lacy, 5, Ovington-square, Brompton, S.W.

1878 Lancereaux, Etienne, M.D., 3, Rue St. Arnaud, Paris.

J1865 Lanchester, Henry Thomas, M.D., 53, High-street, Croydon.

1877 Lang, Alexander, M.B., 51, Warwick-road, S.W.

1851 Langmohe, John C, M.B., 20, Oxford-terrace, Hyde-park, W. (C.

1858-61.)

1865 Langton, John, Assistant Surgeon to and Lecturer on Anatomy at St.

Bartholomew's Hospital, and Surgeon to the City of London Truss
Society, 2, Harley-street, Cavendish-square, W.

1869 Laechee, 0., M.D. Pur., Laureate of the Institute of France, of the
Medical Faculty and Academy of Paris, 97, Rue de Passy, Paris. [M.
Klieosieck, Libraire, Rue dc Lille, 11, Paris, per Messrs. Longman.]
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Elected

1873 Latham, Peter Waliwoek, M.D., Phj'sicimi to Addcubrooke iIo>pital,

and Downing Professor of Medicine, Cambridge University, 17,

Trumpiugton-strcet, Cambridge.

1876 Law, William Thomas, M.D., 20, Warrior Gardens, St. Leonards-on-

Sea.

1853 Lawkence, Henet JonN HuaHES, Surgeon, Grenadier Guards' Hospital,

Rochester-row, Westminster, S.W. (C. 1873-5.)

1859 Lawson, Geoege, Surgeon to the Middlesex Hospital, and Surgeon to the

Royal Loudon Ophthalmic Hospital, Moorficlds, 12, Ilarley-street,

Cavendish-square, W. (C. 1870-1.)

1879 Laxcock, Geoege Lockwood, M.B., 12, Upper Berkeley -street, Portman-

square, W.
1875 Lediaed, Henet Ambeose, M.D., Surgeon to the Cumberland Infirmary,

78, Lowther-street, Carlisle.

1852 Lee, Henet, Consulting Surgeon to St. George's Hospital, 9, Savile-row,

W. (C. 1860-2. V.-P. 1875-6.)

1879 Leech, Daniel John, M.D., 96, Mosley -street, Manchester.

1877 Lees, David B., M.D., Assistant Physician to St. Mary's Hospital,

and to the Hospital for Sick Children, 2, Thurloe Houses, Thurloc-

square, S.W.

1867 Lees, Joseph, M.D., 21, Brixton-road, S.W.

1877 Leeson, Aethite Edmund. M.A., M.D., 45, Devonshire-street, Portland-

place, W.
1877 Leeson, John Rttdd, M.B., CM., 6, Clifden-road, Twickenham.

1868 Legg, John Wickham, M.D., Assistant Physician to, and Lecturer on

Pathological Anatomy at, St. Bartholomew's Hospital, 47, Green-

street, Park-lane, W. (C. 1874-5.)

J1867 Leudet, T, Emile, M.D.Par., Professor of Clinical Medicine, 49,

Boulevard Caucboise, Rouen, France. , [M. Kliensieck, Libraire, Rue

de Lille 11, Paris, per Messi-s. Longman.]

1861 Lichtenbeeg, Geoege, M.D., 47, Finsbury-squarc, E.C.

1875 LiNGAED, Aleeed, 2, Strand-terrace, Derby.

1877 Listee, Joseph, D.C.L., LLD., P.R.S., (C.) Professor of Clinical Surgery

at King's College, and Surgeon to King's College Hospital, 12, Park

Crescent, Regent's Park, W. (C. 1880.)

1878 Litteljohn, Saltee G., M.B., CM., Central London District Schools,

Hanwell.

1848 Little, William John, M.D., 18, Park-street, Grosvenor-square, W.
(C 1851-2. V.-P. 1856-9.)

tl862 Little, Louis S., China. [18, Park-street.]

1874 LiTEiNG, Edwaed, M.D., 52, Queen Anne-street, Cavendish-square, W.
1863 LiVEiNG, RoBEET, M.D., Physician to the Skin Department and Lecturer

on Dermatology at the Middlesex Hospital, 11, Manchester-square, W.
(C 1876.)

1876 LoNGHUEST, Aethue Edwin Temple, M.D., 22, Wilton-street, Grosvenor-

place, S.W.



XXII

Elected

1873 Lucas, II. Ciejient, M.B., M.S., Assistant Surgeon to Guy's Hospital,

18, Finsbury-square, E.G.

1873 LrcEY, William C, M.D., Southamptou, Hants.

1880 Lund, Edwaed, 22, St. John-street, Manchester.

1879 LuNN, John Keuben, St. Thomas's Hospital, Albert Embankment, S.E.

1876 Lyell, Robeet Wishaet, M.D., Assistant Surgeon to the Middlesex

Hospital, and to the Royal London Ophthalmic Hospital, 26, Harley-

street. Cavendish-square, W.
1871 McCaetht, Jeeemiah, M.A. (C), Surgeon to the London Hospital, 15,

Finsbury-square, E.G. (C. 1878-80.)

1873 McCoNNELL, J. F., Professor of Tathology, Medical College, Calcutta.

[Per Grindlay & Co., Parliament-street.]

1871 Mac Coemac, William (C), Surgeon to St. Thomas's Hospital, 13,

Harley-strcet, W. (C. 1878-80.)

1875 Maceellae, Alexandee Obeelin, Assistant Surgeon, St. Thomas's Hos-

pital, Albert Embankment, S.E.

1873 Mackellae, Petee H., M.B., Medical Officer, Fever Hospital, Stockwell,

S.W.

1870 Mackenzie, Geoe&e Welland, 13,WilHam-street, Lowndcs-square, S.W.

1870 Mackenzie, John T., Bombay, India. [East India United Service Club,

14, St. James's-square.]

1864 Mackenzie, Moeell, M.D., Physician to the Hospital for Diseases of the

Throat, and Lecturer on Diseases of the Throat at the Loudon Hos-

pital, 19, Harley-street, Cavendish-square, W.
1878 Mackenzie, Stephen, M.D., Assistant Physician to, and Lecturer on

Medicine at, the London Hospital, 26, Finsbury-square, E.C.

1879 Maclagan, Thomas John, M.D., 9, Cadogan-place, Belgrave-square, S.W.

1865 MacLauein, H. N., M.D.

1876 Maclean, Thomas Edwin, M.B., B.S.

1879 MacMahon, James Thomas, L.K.Q.C.P.I., Beaumont Lodge, Howard-

road, South Norwood, S.E.

1876 Macnamaea, Chaeles, Surgeon to the Westminster Hospital, 13, Gros-

venor-street, W.
1879 Maceeadt, Jonathan Foestee, 125, Harley-street, W.

1875 Mahomed, Feedeeick Akbae, M.D., Medical Registrar, Guy's Hospital,

12, St. Thomas's- street, S.E.

1877 Makins, Geoege Henet, 134, York-road, Lambeth, S.E.

1876 Mallam, Benjamin, Meadow Side, Leacroft-road, Staines.

1876 Maples, Reginald, Spalding, Lincolnshire.

1857 Mabcbt, William, M.D., F.R.S., Villa Biancn, Cannes, and 39, Gros-

vcnor-strcct, W. (C. 1869-71.)

1868 Maesh, F. Howaed, Assistant Surgeon to the Hospital for Sick

Children, Assistant Surgeon to St. BarthoWmcw's Hospital, 36, Bruton-

strcet, Berkeley-square. (C. 1876-7.)

1876 Mabshali, Fbancib John, St. George's Hospital.



XXIII

Elected

1846 MAEgHAtL, John, F.R.S., Surgeon to University College Hospital, 10,

Savile-row, W. (C. 1861.)

1856 Maetin, Robeet, jM.D., Consulting Physician to St. Bartholomew's

Hospital, 51, Queen Anne-strcet, Cavendish-square, W. (C. 1871-2.)

1860 Mason, Feancis, Surgeon to St. Thomas's Hospital, 5, Brook-street,

Grosvenor-square, W. (C. 1873-5.)

1867 Masox, Philip Beookes, Burtou-on-Trent.

tl852 May, Geoege, Jun., M.B., Surgeon, Royal Bei-kshire Hospital, Reading.

1874 Meeeditu, William Appleton, M.B., Assistant Surgeon to the Samaritan

Hospital, 14, Old Burlington-street, W.
1859 Messee, John Cockbuen, M.D., Assistant Surgeon, R.N., Her Majesty's

Sliip " Edinburgh," Queensferry, N.B.

J1867 MiCKLEY, Aethue Geoege, M.B., Derby-road, Nottingham.

1866 MiCKLEY, Geoege, M.A., M.B., St. Luke's Hospital, Old-street, E.C,

1877 MiLNEE, Edwaed, Surgeon to the Lock Hospital, 32, New Cavendish-

street, Portland-place, W.
tl859 MoNTEFiOEE, NATHANIEL, 18, Portman-square, W.
1879 MoOEE, NoEiLiN, M.D., Demonstrator of Morbid Anatomy and Warden

of the College; the College, St. Bartholomew's Hospital.

1861 MOEEHEAD, Chaeles, M.D., 11, North Manor-place, Edinburgh.

1847 MoEGAN, John, 3, Sussex-place, Hyde-park-gardens, W. (C. 1856-8.)

1875 MoEGAN, John H., Assistant Surgeon to the Charing Cross Hospital,

and to the Hospital for Sick Children, 12, Chapel-street, Grosvenor-

square, "W.

1874 MOEISON, AxESANDEE, M.B., CM., 7, The Terrace, Green-lanes, N.

1869 MoEEis, Heney, M.A., M.B., Surgeon to, and Lecturer on Anatomy

and Practical Surgery at, the Middlesex Hospital, 2, Mansfield-street,

Portland-place, W. (C. 1877-9.)

1879 MoEEis, Malcolm Alexandee, Lecturer on Skin Diseases at St. Mary's

Hospital, 63, Montagu-square, W.
1875 MoETON, John, M.B., Guildford.

1879 MouLLiN, Chaeles W. Mansell, M.B., 80, Porchester-terrace, W.
1860 MoxoN, Waltee, M.D., Physician to Guy's Hospital, 6, Finsbury-circus,

E.C. (C. 1868-70, V.P. 1876-8.)

1878 MuMFOED, William Ltigae, M.D,, 1, Bartlett's-passage, Holborn-circus,

E.C.

1876 MXTNEO, William, M.D., CM., 102, Carl-street, Lower Broughton-road,

Manchester.

1872 Mueeay, J. Jaedine, 99, Montpellier-road, Brighton.

1864 Myees, Aethtje B. R., Surgeon to 1st Battalion Coldstream Guards,

the Hospital, Vincent-square, Westminster, S.W. (C 1872-3.)

1874 Nankivell, Aethtje Wolcot, St. Bartholomew's Hospital, Chatham.

1873 Nettleship, Edwaed, Ophthalmic Surgeon to St. Thomas's Hospital,

4, Wimpole-street, Cavendish-square, W.
1875 Newby, Chables Heney, 87, Adelaide-road, N.W.



XXIV

EUcted

1865 Newman, William, M.D., Stamford, Liucolusbiro.

1868 NiCHOLLS, James, M.D., Chelmsford, Essex.

1876 Nicholson, John Francis, M.D., 29, Albion-street, Hull.

1878 NooTT, W. M., 8, Kensington-park-road, W.
186i NOETON, Aethue T., Surgeon to St. Mary's Hospital, 6, Wimpole-

street, Cavendisli-squarc, W. (C. 1877-9.)

1856 NtTNN,Thomas William (V.-P.), Consulting Surgeon to the Middlesex Hos-

pital, 8, Stratford-place, Oxford-street, W. (C. 1864-6. V.-P. 1878-80.)

1871 NuNNEiBT, Rev. Feedeeick Baeham, M.D.

1873 O'Faerell, Geoege Plunkett, M.B., Tangier House, Boyle, Ireland.

1850 Ogle, John W., M.D., Consulting Physician to St. George's Hospital

30, Cavendish-square, W. (C. 1855-6. S. 1857-60. C. 1861-3.

V.-P. 1865-8.)

1876 OiiiTEB, John FeeenS, M.D., 12, Old Elvet, Durham.

1860 Oeange, William, M.D., Broadmoor, Wokingham, Berkshire.

1875 Oed, William Millee, M.D. (C), Physician to, and Lecturer on Medicine

at, St. Thomas's Hospital, 7, Brook-street, Hanover-square, W. (C.

1880.)

1878 Oelebae, Hotham Geoege, M.D., House Physician, City of London

Hospital for Diseases of the Chest, Victoria Park, E.

1879 Oemeeod, J. A., M.B., Casualty Physician to St. Bartholomew's Hos-

pital, 25, Upper Wimpole- street, W.
1875 OSBOEN, Samuel, 10, Maddox-street, Bond-street, W.
1876 Ottley, Waltee, M.B., 93, Ladbroke-grove, Notting-hill, W.
1865 Owles, James Allden, M.D., 204, Burlington-street, Liverpool.

1875 Page, Heebeet William, M.A., M.C. Cantab., Assistant Surgeon to

and Lecturer on Operative and Practical Surgery at St. Mary's

Hospital, 28, New Cavendish-street, W.
1870 Paget, Sie James, Bart., D.C.L., F.R.S., Consulting Surgeon to St.

Bartholomew's Hospital, 1, Harewood-placc, Hanover-square, W.

1872 Pabkee, Robert William, Assistant Surgeon to the East London

Children's Hospital, 8, Old Cavendish-street, W.
1874 Paekeb, Rushton, M.B., B.S., 69, Rodney-street, Liverpool.

1853 Paekinson, Geoege, 50, Brook-street, Grosvenor-square, W.
1865 PAvr, Feedeeick William, M.D., F.R.S., Physician to, and Lecturer on

Medicine at, Guy's Hospital, 35, Grosvenor-street, W. (C. 1872-4.)

1868 Patne, Joseph Feank, B.A., M.D. (Hon. Secebtaey), Assistant Physician

to, and Lecturer on Pathological Anatomy at, St. Thomas's Hospital,

78, Wimpole-street, Cavendish-square, W. (C 1S73-5. S. 1880.)

O.M. Peacock, Thomas Bevill, M.D. (Trustee), Consulting Physician to

St. Tliomas's Hospital, and Consulting Physician to tlie City of

London Hospital for Diseases of the Chest, 20, Finsbury-circus,

E.C. (C. 1846-9. S. 1850-1. V.-P. 1852-6. C 1858-61. P.

1865-6. V..P. 1867-70.)



XXV

Elected

1872 Peabce, Joseph Chaning, M.D., CM., Tho Manor House, Brixton-risc,

S.W,

1878 Peaese, Thomas Fbedeeice, M.D., Brauisliott, Liphook, Hants.

1863 Peabson, David R., M.D., 23, Upper Phillimore-placc, Kensington, W.

1879 Peel, Eobeet, 130, Collins-street East, Melbourne, Victoria.

1878 PniLiPPS, SuTHEELAND Rees, M.D., 3, Berkeley-place, Cheltcnliain.

1871 Phillips, Chaeles Douglas F., M.D., 2, Grosveuor-square, W,
1878 Phillips, John Waltee, Physician to the Benevolent Asylum of Mel-

bourne, 30, Stanley-street, West Melbourne, Victoria.

1877 Phillips, Richaed, 27, Leinster-square, Bayswater, W.
1875 Philpot, Haevey John.

1863 Pick, Thomas Pioeeeing, Surgeon to, and Lecturer on Anatomy at,

St. George's Hospital, 13, South Eaton-place, S.W. (C. 1870-1.)

1875 Pitman, Heney A., M.D., Consulting Physician to St. George's Hospital,

28, Gordon-square, W.C.

1867 Pitt, Edwaed G., M.D.

1876 Pitts, Beenaed, M.A., M.B., Resident Assistant Surgeon, St. Thomas's

Hospital, S.E,

1846 Pollock, Geoege D. (Textstee), Consulting Surgeon to St. George'3

Hospital, 36, Grosvenor-street, W. (S. 1850-3. C. 1854.-6. V.-P.

1863-5. P. 1875-6.)

1850 Pollock, James Edwaed, M.D. (V.-P.), Physician to the Hospital for

Consumption and Diseases of the Chest, Brompton, 52, Upper Brook-

street, W. (C. 1862-4. V.-P. 1879-80.)

1870 POOEE, Geoege Vivian, M.B., Assistant Physician to University College

Hospital, 30, Wimpole-street, W.

1876 Poet, Heineich, M.D., 48, Finsbury-square, E.C.

1879 Pottee, Henet Peect, St. Thomas's Hospital.

1866 Powell, Richaed Dottglas, M.D., Physician to the Hospital for Con-

sumption and Diseases of the Chest, Brompton, 15, Henrietta-

street, Cavendish-square, W. (C. 1873-5. S. 1877-9.)

1865 PoWEE, Heney, Ophthalmic Surgeon to St. Bartholomew's Hospital,

37a, Great Cumberland-place, Hyde-park, W. (C. 1876-7.)

1856 Peiestley, William Oveeend, M.D., Consulting Physician-Accoucheur

to King's College Hospital, and to the St. Marylebone Infirmary, 17f

Hertford-street, Mayfair, W.

tl848 Ppenbll, John James, Surgeon to the Royal General Dispensary, Wood-
lands, Streatham-hill, S.W. (C. 1858-61.)

1865 Pye-Smith, Philip Heney, M.D., Assistant Physician to, and Lec-

turer on Physiology at, Guy's Hospital, 56, Harley-street, Cavea-

dish-square, W. (C. 1874-7.)



XXVI

Elected

O.M. QiTAiN, RicnABB, M,D., F.R.S. (Teustee), Consulting Physician to the

Hospital for Consumption and Diseases of the Chest, Brompton, 67,

Harlcy- street. Cavendish-square, W. (C. 18i6-51. S. 1852-6.

T. 1857-68. Fres. 1869-70. V.-P. 1871-3.)

1869 RADCLirFE, Chaeles Bland, M.D., Physician to the Westminster Hos-

pital, 25, Cavendish-square, W.
1872 Raife, Chaeles Henet, M.D., M.A., Assistant Physician to the London

Hospital, 26, Queen Anne-street, W. (C. 1877-9.)

1857 Ramskill, J. Spence, M.D., Consulting Physician to the London Hospital,

Physician to the National Hospital for the Paralysed and Epileptic,

5, St. Helcn's-place, Bishopsgate-street, E.C.

1848 Rakdall, John, M.D., Medical Officer, St. Marylebone Infirmary, 35,

Nottingham-place, W. (C. 1864-6.)

1875 Rangee, W. Gill, 4, Finsbury-square, E.C.

1857 Ranke, Henet, M.D., Munich.

1865 Rasch, Adolphus A., M.D., Physician for Diseases of "Women to the

German Hospital, 7, South-street, Finsbury-square, E.C.

1870 Rat, Edwaed Retnolds, Duhvich, S.E.

1871 Ratnee, Henet, M.D., Lecturer on Mental Diseases at St. Thomas' Hos-

pital, Medical Superintendent, Middlesex County Lunatic Asylum,

Hanwcll, W.

1858 Reed, Feedeeice GEOEaE, M.D., 46, Hertford-street, Mayfair, W.
1866 Reeves, Henet Albeet, Assistant Surgeon to the London Hospital,

6, Grosvenor Street, W.

1875 Reid, Robeet William, M.D., CM., Senior Demonstrator of Anatomy

and Joint Demonstrator of Morbid Anatomy at St. Thomas's Hospital,

10, Nottingham-place, W.
1854 Retnolds, J. Russell, M.D., F.R.S., Consulting Physician to Univer-

sity College Hospital, 38, Grosveuor-street, W. (C. 1868-9.)

1871 RiCHAEDS, J. Peeke, Medical Superintendent, Middlesex County Lunatic

Asylum, Hanwcll, W.
1866 RiTlNGTON, Waltee, ]\LS. Lond., Surgeon to the Loudon Hospital, 22,

Finsbui'y-square, E.C.

J1865 RoBEBTS, David Llotd, M.D., Physician to St. Mary's Hospital, Man-

chester, 23, St. John's-street, Manchester.

1871 ROBEBTS, Feedeeice Thomas, M.D., Professor of Materia Medica at Uni-

versity College, and Physician to University College Hospital, and

to the Hospital for Consumption, &c., Brompton, 53, Harley-street,

Cavendish-square, W.

1878 Robebts, William Howland, M.D., Surgeon, Madras Army, Madras,

[East India United Service Club, St. James's Square].

1856 Robinson, Thomas, M.D., 5, Wobum-square, W.C.

1858 RoLLESTON, Geobge, M.D., F.R.S., Linacre Professor of Anatomy, Uni-

versity of Oxford, Park Grange, Oxford.

1876 ROPEE, Aethue, 17, Granville Park, Blackbcath, S.E.



XXVII

Elected

1858 Rose, Henet Coopek, M.D., Surgeon to the Hampstead Dispensarj',

High-street, Hampstead, N.W. (C. 1873-4.)

1876 Rose, "William, M.B., B.S., Assistant Surgeon to King's College, 21,

Welbcek Street, Cavcndisb-square, W.
1S79 Ross, James, M.D., CM., 335, Oxford-street, Manchester,

1875 RossiTEE, George Feederick, 14, Melina-crescent, Weston-super-Mare.

1877 Roth, Beexaed, M.S., 48, Wimpole Street, Cavendish-square, W., and

18, Grand Parade, Brighton.

1858 EoTTSE, James, Surgeon to St. George's Hospital, 2, Wilton -street,

Grosveuor-place, S.W.

1869 RuTHEEFOED, "WiLLiAM, M.D., F.R.S., Professor of Physiology in the

University of Edinburgh, 14, Douglas Crescent, Edinburgh.

1853 Salter, S. James A., M.B., F.R.S. (V.-P,), Late Dental Surgeon to

Guy's Hospital, 44, New Broad-street, City, E.C. (C. 1861-3. V.-P.

1880.)

1852 Sakdeesox, Hugh James, M.D,, 26, Upper Berkeley-street, Portman-

square, W,
1854 Sakdeesojt, John Bttedon, M.D., F.R.S., Jodrell Professor of Human

Physiology at University College (C. 1864-7. V.-P. 1873-4.), 26,

Gordon-square, "W.C.

1877 Sangstee, Alfred, M.B., B.A., 7, Old Burlington-street, W.
1875 Sangsteb, Chaeles, 148, Lambeth-road, S.E.

1877 Saneey, H. R. 0., Sandywell-park, near Cheltenham.

J1847 Sa>'eet, W. H. OcTAVirs, M.D., Sandywell-park, near Cheltenham.

(C. 1855.)

1871 Sauudees, Chaeles Edward, M,D., 21, Lower Seymour-street, Portman-

square, W.
1873 Savage, Geoege Hekbt, M.D., Bethlem Royal Hospital, St. George's-

road, S.E.

1854 Scott, John, 10, Tavistock-square, W.C.

1877 Semon, Felix, M.D., 59, Welbeck-street, Cavendish-square.

1852 Semple, Robeet Huntee, M.D., Physician to the Bloomsbury Dispensary,

8, Torriugton-squ^re, W.C. (C. 1859-61.)

1872 Seegeant, Ed-waed, Medical Officer of Health, Bolton, Yorkshire.

1876 Shaeket, SEYMorE, M.B., Assistant Physician to St. Thomas's Hospital,

16, Palace-road, Albert Embankment, S.E.

1880 Shattoce, S. G., Curator, University College Museum, 9, Downshire-hill,

Hampstead.

1877 Sheppard, Charles E., 14, Addison-gardens, Kensington, W.

1856 Shillitoe, Buxton, Surgeon to the Great Northern Hospital, and to the

Lock Hospital, 2, Frederick's-place, Old Jewry, E.C.

1855 Siblex, Septimus W. (V.-P.), 7, Harley-street, Cavendish -square, W.
(C. 1863-5. V.-P. 1879-80.)

1875 SlDDALL, Joseph Bowee, M.D., CM., Duxmere-house, Ross, Hereford-

shire.



XXVIII
Elected

1847 SlEVEKiNG, Edwaed H., M.D,, Physician to St. Mary's Hospital, 17

Manchester-square, W. (C, 1854-7. V.-P. 1864-5.)

1880 SiLCOCK, A. QuAEKT, M.B., B.S., University College Hospital.

O.M. Simon, Joun, C.B., D.C.L., F.R.S., Consulting Surgeon to St. Thomas's

Hospital, 40, Kensington-square, W. (C. 184G-8. V.-P. 1855-9.

Pres. 1867-8. V.-P. 1869-71.)

1866 Sims, Feancis MitNlEY Boldeeo, Assistant Surgeon to the Hospital for

Diseases of the Skin, and Surgeon to the St. George's Dispensary,

12, Hertford-street, May-fair, W.
1865 Sims, J. Maeion, M.D., 267, Madison-avenue, New York.

1877 Skinnee, William A., 45, Upper Belgrave-strcet, S.W.

1875 Smee, Alfeed Hutchinson, 7, Finsbury-circus, E.G.

1879 Smith, E. Noble, 24, Queen Anne-street, Cavendish-square.

1872 Smith, Gilbaet, M.B., Assistant Physician to the London Hospital, Phy-

sician to the Royal Hospital for Diseases of the Chest, City-road,

Visiting Physician to the Margaret-street Infirmary for Consumption,

68, Harley-street, Cavendish-square, W.
1875 Smith, Geoeoe John Malcolm, M.B., Hurstpierpoint, Sussex.

1863 Smith, Heney, Surgeon to, and Professor of Surgery at, King's College

Hospital, 82, Wimpole-street, Cavendish-square, W. (C. 1873-4.)

1866 Smith, Hetwood, M.D., Physician to the Hospital for Women, 2, Por-

tugal-street, Grosvenor-square, W.
Smith (P. H. Pye), see Pye-Smith.

1846 Smith, Peotheeoe, M.D., Physician to the Hospital for Women, 42, Park-

street, Grosvenor-square, W.
1873 Smith, Richaed T,, M.D., Physician to the St. Pancras Dispensary, 53,

Haverstock-hill, N.W.

1869 Smith, Robeet Shingleton, M.D., Lecturer on Physiology, Bristol

Medical School, 9, Richmond-hill, Clifton, Bristol.

1878 Smith, Heebeet Uemson, M.B., Cape Colony.

1879 Smith, Robeet, M.A., M.B., Assistant Physician to Charing Cross Hos-

pital, W.C.

1856 Smith, Thomas, Surgeon to St. Bartholomew's Hospital, 5, Stratford-

place, Oxford-street, W. (C. 1867-9. V.-P. 1877-8.)

1866 Smith, William, Melbourne, Australia.

1870 Smith, William Johnson (C), Surgeon, Seamen's Hospital, Greenwich,

S.E. (C. 1879-80.)

1869 Smith, William Wilbeefoece, M.D., 2, Eastbourne-terrace, Bishop's-

road, W.
1870 Snow, William Vicaey, M.D., Richmond Gardens, Bournemouth.

1868 Southey, Reginald, M.D., Physician to St. Bartholomew's Hospital, 6,

Harlcy-strcet, Cavendish-square, W.
1868 Spey, G. Feedeeick Hume, M.D., 2nd Life Guards, Army and Navy Club,

Pall-mall, S.W.

1856 Squibe, William, M.D., 6, Orchard-street, Portman-square, W. (C.

1870-2.)

I



XXIX

Elected

1861 Squiee, Alexander Balmanno, 24, Weymouth-street, Portland-place, W.
1876 Startin, James, 17, Suckville-strect, Piccadilly, W.
1854 Stewart, William Edward, 16, Harlcy-street, Cavendish-square, W.
1879 Stirling, Edward Charles, Lecturer on Physiology at St. George's

Hospital, 60, Great Cumberland-place, Hyde-park, W.

tl853 Steeatfeild, J. F., Surgeon to the Royal London Ophthalmic Hospital,

Moorfields, and Ophthalmic Surgeon to University College Hospital,

15, Upper Brook-street, W,

1875 Stuege, W. a., M.D., Assistant Physician to the Royal Free Hospital,

9, Wimpole-street, Cavendish-square, W.
1863 STXTEGE3, OCTAVIXJS, M.D., Physician to the Westminster Hospital, 85,

Wimpole-street, Cavendish-square, W.
1871 Sutherland, Henry, M.D., 6, Richmond-terrace, Whitehall, S.W.

1876 Suteo, Sigismfnd, M.D., Senior Physician to the German Hospital, 37a,

Finsbury-square, E.C.

1864 Sutton, Henry G., M.B., Physician to and Lecturer on Pathology at, the

London Hospital, Physician to the City of London Hospital for

Diseases of the Chest, 9, Finsbury-square, E.C. (C. 1875-6.)

J1867 Swain, William Paul, 20, Ker-street, Devonport.

:j:1857 Symonds, Frederick, Surgeon to the Radcliffe Infirmary, 35, Beaumont-
street, Oxford.

1870 Tait, Robert Lawson, Surgeon to the Birmingham and Midland Hos-

pital for Women, 7, Great Charles-street, Birmingham.

J1856 Tapp, W. Denning, Hillside-house, Hatherley-road, Cheltenham.

1864 Tatham, John, M.D., Physician to the Hospital for Consumption and
Diseases of the Chest, Brompton, 12, George-street, Hanover-

square, W.
1870 Tat, Waeen, Surgeon to, and Demonstrator of Practical Anatomy at, the

London Hospital, 4, Finsbury-square, E.C.

1871 Taylor, Frederick, M.D. (C), Assistant Physician to Guy's Hospital,

15, St. Thomas's-street, S.E. (C. 1879-80.)

1880 Taylor, Seymour, M.B., M.C., 140, South Lambeth-road.

1861 Teevan, William Frederic, Surgeon to the West London Hospital, 10,

Portman-square, W.
1879 Thin, George, M.D., 22, Queen Anne-street, Cavendish-square, W.
1870 Thomas, John Daties, M.B., University College Hospital (India).

1852 Thompson, Sie Henry, Knt., Emeritus Professor of Clinical Surgery in

University College, 35, Wimpole-street, Cavendish-square, W. (S.

1859-63. C. 1865-67. V.-P. 1868-70.)

1874 Thornton, John Knowsley, M.B., Surgeon to the Samaritan Free

Hospital for Women and Children, 83, Park-street, Grosvenor-square.

1872 Thoenton, William Pugin, Surgeon to the Hospital for Diseases of the

Throat, and to the St. Marylebone General Dispensary, 42, Devonshire-

street, Portland-place, W.
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1865 Thoeowgood, J. C, M.D., Lecturer on Materia Mcdlca at the Mid-

dlesex Hospital, Physician to the City of London Hospital for

Diseases of the Chest, 61, Welbeck-street, W. (C. 1876-78.)

1877 TiBBiTS, HEEBEBi, F.R.C.P. Ed., 68, Wirapole-street, W.

1880 TiEAED, Nestoe Isidobe (C), M.B.Lond., King's College Chambers,W.C.

1856 Tomes, J., F.R.S., Consulting Dental Surgeon to the Middlesex Hospital,

Upwood Gorse, Catcrham, Surrey. (C. 1867-9.)

1864 ToNGE, MoBEis, M.D., Harrow-on-the-hill, Jliddlesex.

1872 TowNSEND, TnoMAS Sutton, 68, Queen's Gate, South Kensington.

1851 Teottee, John VV., Surgeon-Major, Coldstream Guards, Bossall

Vicarage, York. (C. 1S65-9.)

1859 Teuman, Edwin Thomas, Surgeon-Dentist in Ordinary to Her Majesty's

Household, 23, Old Burlington-street, W.

1867 TUCKWELL, Heney Matthews, M.D., Physician to the Radcllfle In-

firmary, 64, High-street, Oxford.

1858 TuDOB, John, Dorchester, Dorset.

tl875 TuENEE, Fbanois Chaelewood, M.D., Physician to the London Hospital,

15, Finsbury-square, E.C.

1863 TuENEE, James Smith, Dental Surgeon to the Middlesex Hospital, 12,

George-street, Hanover-sqnare, W.
1858 TuETLE, Feedeeick, Clifton Lodge, Woodford, Essex.

1878 Tteeeii, Waltee.

1880 Ttson, William Joseph, M.B., 89, Sandgate-road, Folkstone.

1854 Vaset, Chaeles, 5, Cavendish-place, Cavendish-square, W.
1867 Venning, Edgcombe, late Surgeon, 1st Life Guards, 87, Sloane-street.

1868 Vincent, Osman, Surgeon to the National Orthopa>dic Hospital, 45,

Seymour-street, Portman-square, W.

tl867 Wagstaffe, William Waewick (C), B.A., Assistant Surgeon to St.

Thomas's Hospital, 2, Palace-road, Albert Embankment, S.E. (C.

1874, C. 1878-80. S. 1875-7.)

O.M. Waite, Chaeles D., M.D., Senior Physician to the Westminster General

Dispensary, 3, Old Burlington-street, W.
1873 Walsham, William J., M.B., CM., Demonstrator of Anatomy and

Operative Surgery at St. Bartholomew's Hospital, Surgeon to the

Metropolitan Free Hospital and to the Boyal Hospital for Diseases of

the Chest, 27, Weymouth-street, Portland-place.

1859 Waltbbs, John, M.B., Reigate, Surrey.

1847 Waed, T. Ooiee, M.D., 12, Place de la Mare, Caen. (C. 1851-3.)

1858 Wabdell, John Ricuaed, M.I)., Calverley-park, Tunbridge Wells.

1877 Waeneb, Fbancis, M.D., Assistant Pliysician to the Loudon Hospital

and to the East London Hr)spit:il for Children, 24, Harley-street.

1877 Wateuhocse, Chaeleb, M.B., M.C., Aigburth, Liverpool.

1879 Waters, John Hbnby, M.D., 101, Jermyu-etrcct, St. James's, S.W.
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1878 Watney, Heebert, M.D., Lecturer ou Materia Medlca at St. George's

Hospital, 1, Wilton-crescent, S.W.

1855 Watson, Sie Thomas, Bart., M.D., F.R.S., 16, Henrietta-street, Caven-

dish-square, W. {Pres. 1857-8. V.-P. 1859-63.)

1865 Watson, W. Spencee, Surgeon to the Great Northern Hospital,

Surgeon to the Royal South London Ophthalmic Hospital, 7, Hen-

rietta-street, Cavendish-square, W, (C. 1875-6.)

1860 Wat, John, M.D., 4, Eaton-square, S.W. (C. 1873-4.)

tl858 Weber, Hermann, M.D. (V.-P.), Physician to the German Hospital, 10,

Grosvenor-street, Grosvenor-square, W. (C. 1867-70. "V.-P. 1878-80.)

1876 Weir, Archibald, M.D., St. Mungho's, Great Malvern.

1864 Welch, Thomas Daties, M.D., Wilton Lodge, Queen's-road, Weyhridgc,

Surrey.

1853 Wells, Thomas Spencer, Surgeon to the Samaritan Free Hospital for

Women and Children, 3, Upper Grosvenor-street, W. (C. 1865-8.

V.-P. 1876-7.)

tl851 West, Charles, M.D., Consulting Physician to the Hospital for Sick

Children, Ascham House, Bournemouth. (C, 1856-7.)

1877 West, Samuel, M.B., Assistant Physician to the City of Loudon Hospital

for Diseases of the Chest, Victoria-park, Casualty Physician to

St. Bartholomew's Hospital, 15,Wimpole-street, Cavendish-square,W.
1878 Whaeton, Henet Thoenton, M.A., 39, St. George's-road, Kilburn.

1867 Whipham, Thomas Tillyee, M.D. (C), Physician to, and Lecturer on

Clinical Medicine at, St. George's Hospital, 37, Green-street, Gros-

venor-square, W. (C. 1880.)

1869 Whipple, John H. C, M.D., Assistant Surgeon, 1st Battalion Coldstream

Guards, Hospital, Vincent-square, Westminster, S.W.

1877 White, Charles Haydon, Brathay House, Tufnell-park, N.

J1868 Whitehead, Walter, 248, Oxford-road, Manchester.

1877 Whitmoee, William Tickle, 7, Arlington-street, S.W.

1870 Wicksteed, Francis William, Chester House, Weston-super-Mare.

1879 Wilcox, Henry, M.B., Hurst-villa, Lewisham High-road, S.E.

1867 Wilcox, Richaed Wilson, Temple-square, Aylesbury, Bucks.

1869 WiLEiN, John F., M.D., M.C., New Beckeuham, Kent.

1871 Wilkinson, J. Sebastian, Surgeon to the Central London Ophthalmic
Hospital, 83, Wimpole-street, W.

1864 WiLKS, Alfred G. P., M.A., M.B., Charlemont House, Spencer-road,

Ryde, Isle of Wight.

1855 WiLKS, Samuel, M.D., F.R.S., Physician to Guy's Hospital, 77, Grosvenor-

street, W. (C. 1857-60. V.-P. 1869-72.)

1879 WiLLCOCKS, Frederick, M.B., 52, Narsdale-villas, Kensington.

1869 Williams, Albert, M.D., 60, Kirkdale, Sydenham, S.E.

O.M. Williams, C. J. B., M.D., F.R.S., Consulting Physician to the Hospital

for Consumption and Diseases of the Chest, Bromptou [47, Upper
Brook-street, Grosvenor-square, W.]. {Pres. 1846-7. V.-P. 1848-52.

C. 1853-5. V.-P. 1858-61.)
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11858 W1ILIAM8, CnAELES, Surgeon to the Norfolk aud Norwich Hospital,

9, Prince of Walcs-road, Norwich.

1866 Williams, Chaeles Tiieodoee, M.D., Physician to the Hospital for

Consumption and Diseases of the Chest, Brompton, 47, Upper Brook-

street, Grosrenor-square, W. (C. 1875-8.)

1872 WlLLiAMg, John, M.D. (C), Assistant Obstetric Physician to University

College Hospital, 28, Harley-street,Cavendish-square,W. (C. 1878-80.)

1864 Williams, W. Rhys, M.D., Commissioner in Lunacy, 19, Whitehall-

place, S.W.

1876 Williamson, James Mann, M.D., Ventnor, Isle of Wight.

1863 Willis, Fbancis, M.D., Braceborough, Stamford.

1859 Wilson, Edwaed Thomas, M.B., Montpelier-terrace, Cheltenham.

1859 Wilson, Robeet James, F.R.C.P. Ed., 7, Warrior-square, St. Leonard'a-

on-Sea.

1863 Wiltshiee, Alfbed, M.D., Joint Lecturer on Midwifery at St. Mary's

Hospital, 57, Wimpole- street, Cavendish-Bquare, W.

$1861 WiNDSOE, Thomas, Surgeon to the Salford Royal Hospital, Woodcroft,

Dudley-road, Manchester.

1874 Wiseman, John Geeayes, Dearden-strcet, Ossett, Yorkshire.

1865 WiTHEEBY, William H., M.D., Pitt-place, Coombe, Croydon.

1850 Wood, John, F.R.S., Surgeon to, and Professor of Clinical Surgery at,

King's College Hospital, 68, Wimpole-street, W. (C. 1857-9. V.-P.

1872-4.)

1854 Wood, William, M.D., Physician to St. Luke's Hospital, 99, Harley-

street, W.

1870 Wood, William Edwaed Ramsdbn, M.A., M.B. Cantab., Bethlcm

Royal Hospital, St. George's-road, S.E.

1877 WoODHOUSE, Thomas James, M.D., 85, High-street, Fulham, S.W.

1879 Woodwaed, G. P. M., M.D., Deputy Surgeon General, Puckeridgc,

Hertfordshire.

1865 WoEKMAN, Chaeles John, M.D., Titherley, Teignmouth, Devon.

1863 WoELEY, William Chaeles, 43, De Bcauvoir-road, N.

1869 Wyman, W. S., M.D., Westlands, Upper Richmond-road, Putney, S.W.

1869 Yeo, J. BtTENET, M.D., Physician with Charge of Out-Patients to King's

College Hospital, and Assistant Physician to the Brompton Hospital

for Consumption, 44, Hertford-street, Jlayfair, W.

1872 YoTiNO, Henby, JI.B., Monte Video, South America.



ANNUAL EEPOET OE COUNCIL.

1879-80.

In presenting their Annual Eeport the Council are very glad to

be able to congratulate the members, as usual, on the continuance

of the Society's prosperity.

The total number of members is now 602 ; 28 new members

having been elected during the Session of 1878-9.

Nine members have resigned.

The Society has to regret the loss of ten members by death :

—

Hermann Beigel, Charles Murchison, Tilbury Fox, Charles F.

Maunder, Charles E. NicoU, Arthur Leared, G-eorge W. Callender,

Thomas Bell Hay (New Zealand), J. Soelberg Wells.

The names of many in this list will be recognised as those of

members who have contributed largely to the * Transactions,' and in

other ways have rendered important services to the Society ; but

all will feel that foremost stands that of Dr. Charles Murchison.

For a long time to come the loss of Dr. Murchison must seem

irreparable. He joined the Society in 1854, and the example which

he set for twenty-five years of industry which never flagged, of

extreme accuracy in clinical and pathological work, of bold and

unhesitating expression in word and deed of what he thought

right, must be reckoned of not less value than the more direct

services which he rendered as Hon. Secretary, Treasurer, and

President, and by nearly 150 contributions to the Society's ' Trans-

actions.'

c
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A report on Pysemia, Septicseraia, and allied diseases was received

at the end of the last Session of the Society from the Committee

appointed to investigate those subjects, and is signed by William

Smith Greenfield, M.D., Charles Henry Ealfe, M.D., Marcus Beck,

and Jeremiah McCarthy.

It will be found printed at length in the current volume of the

* Transactions.' The Council feel that the Society, while heartily

thanking those gentlemen who have taken upon themselves the

labour of the inquiry, may congratulate itself upon this valuable

contribution to its * Proceedings,' representing, as it does, a summary

of the knowledge now obtainable regarding those obscure affections

of which it treats. The Council confidently hope that the Grovern-

ment, which contributed £350 towards the cost of the inquiry, will,

by the result, feel strengthened in their efforts to promote the

public welfare by the encouragement of scientific pathological

research,

Lardaceous disease, in reference to its anatomical distribution

and pathological relations, formed the special subject of debate in

the last Session ; and the Council feel that the Society is much

indebted to Dr. Dickinson for the admirably clear and concise

manner in which he introduced it, and to those members who

brought forward illustrative specimens.

The record of the debate forms an important part of the current

volume of the Society's ' Transactions.'

At the suggestion of the President, a Committee was appointed

during the past Session to report to the Council on the advisa-

bility of permitting specimens to be shown without oral communi-

cation, and as a result, the Council determined on the adoption of

a Code of Regulations, which has been for some weeks now in the

hands of members of the Society. The plan has seemed, during

the short time in which it has been in operation, to work well

;

and the Council hope that it will prove of groat permanent value

by economising the too short time which the Society has at its

disposal for dealing with the large stores of pathological material

submitted to it.
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The income of the Society during the past year, excluding the

Government G-raut to the Pyaemia Committee, has amounted to

£622 6s. Od., of which the sum of £463 Is Od. was formed by

members' subscriptions and admission fees, and £61 Os. 3d. by

sale ofthe Society's ' Transactions.'

The total expenditure during the year has been £588 17s. 3d.,

of which the sum of £417 Is. Od. represents the cost to the Society

of the volume of ' Transactions.'

JONATHAN HUTCHINSON.

January 6th, 1880.
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LIST OF SPECIMENS AND EEPORTS

BROUGHT BEFORE THE SOCIETY DURING THE SESSION 1879-80.

I.~DISEASES, ETC., OF THE NERVOUS SYSTEM.

PAGE

1. Eamifying cyst in the brain, associated with a congenital

malformation of some of the cerebral vessels

By WlLLIAil EWART, M.B. 1

2. Spinal cord from a case of tetanus following ovariotomy

By ViNCEXT Haeeis, M.D., and Alban Doean 7

3. On degeneration and regeneration of the axis-cylinder in

non-traumatic nerve-lesions, with special reference to

gangrene of the cutaneous nerves

By Geoege Hoggai?-, M.B. 12

4. A case of supposed rupture of most of the roots of the

brachial plexus By Jonathan Hutchinson, F.E.C.S. 27

II.—DISEASES, ETC., OF OEOANS OF EESPIEATION.

1. Case of membranous inflammation of the larynx, trachea,

and bronchial tubes in an adult

By P. H. Pte-Smith, M.D. 30

2. Cases of necrosis of the cartilages of the larynx in

smallpox and enteric fever By Feedeeic S. Eve 83

3. Ulceration of the larynx due to congenital syphilis

Bv TV. Allen Sturge, M.D. 39
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PAGE

4. Two cases of congenital syphilis of the larynx

By Eelix Semon, M.D. 41

5. Laryngitis in congenital syphilis

By TnoMAS Baelow, M.D. 4G

C. Atelectasis of lungs with emphysematous cyst ; congenital

heart disease By Thomas Baelow, M.D. 48

7. Two cases of complete excavation of one lung, with death

in one case from exhaustion ; in the other from rup-

ture of an aneurysm of the pulmonary artery

By Samuel West, M.B. 50

8. Blood-casts of the bronchi By Samuel West, M.B. 53

9. Epithelioma of the larynx, leading to secondary deposits

in the neighbouring lymphatic glands, and to secondary

chondritis and perichondritis of the left wing of the

thyroid cartilage (Card specimen)

Exhibited by Eelix Semon, M.D. 55

10. Old syphilitic scars in the larynx, trachea, and bronchi

;

stricture of the bronchi, leading to chronic disease in

the lungs (Card specimen)

Exhibited by Wm. Ewabt, M.B. 57

III. DISEASES, ETC., OE THE ORGANS OE
CIRCULATION.

1. Case of malformation of the heart, with transposition of

the aorta and pulmonary artery

By David B. Lees, M.A., M.D. 58

2. Two cases of congenital malformation of the heart [With

Plate I] By Stephen Mackenzie, M.D. 63

3. A case of suppurative myocarditis with scarlatinal ne-

phritis By James E. Goodhabt, M.D. 70

4. A caao of fatty degeneration of the heart after haemor-

rhage in typhoid fever

By James F. Goodhaet, M.D. 71
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5. Case of rupture of right ventricle of the heart [With

Plate II]

By Dr. Peacock for Mr. Thomas Fishee (of Great

Eccleston, Lancashire) 72

6. Incompetency of the aortic valves produced by a strain

;

subsequent endocarditis and formation of a polypoid

body hanging into the left ventricle, and causing ulce-

ration of the ventricular septum and erosion of the

adjoining cusp of the valve

By Edwaed Heablam Geeenhow, M.D. 73

7. Fibroid patch of interventricular septum of heart ; blood-

clots in brachial, hepatic, and superior mesenteric

arteries
;
gangrene of portion of jejunum

By Henet T. Butlin 76

8. Aortic, mitral and tricuspid stenosis ; firm organised clot

in left auricle, leaving only a narrow channel for the

blood By J. Peaeson Ievine, M.D. 79

9. Aneurysm of aorta opening into right auricle

By NoEMAK MooEE, M.D. 82

10. Extra-pericardial aneurysm of the ascending aorta, with

an unusually small orifice ; leakage into the pericar-

dium without any visible perforation

By William Ewaet, M.B, 82

11. Aneurysm of the abdouiiual aorta and external iliac artery

opening into the vena cava

By P. H. Pte-Smith, M.D. 85

12. A case of so-called aneurysm by anastomosis of the ear

[With Plate III and Plate XVIII, fig. 3]

By Feedeeic S. Eve 88

13. Malformation of the heart ; stenosis of the pulmonary

artery; aorta communicating with both ventricles

(Card specimen)

Exhibited by T. B. Peacock, M.D.,

and T. Baelow, M.D. 91

14. Malformatiou of the heart ; absence of the pulmonary

artery (Card specimen)

Exhibited by T. B. Peacock, M.D.,

and W. Cash Eeed, M.B. 91



XL

15. Congeuital malformation of the heart in a girl, set. 13
;

transposition of the pulmonary artery and superior

cava ; incomplete septum ventriculorum ;
patent fora-

men ovale ; constriction of pulmonary artery and

mitral orifice. Aorta arises from the left ventricle,

but receives blood mainly from the right. Ductus

arteriosus is closed (Card specimen)

Exhibited by H. Eadcliffe Crocker, M.D. 92

16. Complete occlusion of aortic orifice by a fibrinous and

calcareous mass
;
perforation of one of the aortic valves

(Card specimen)

Exhibited by H. Eadcliffe Ckockee, M.D. 93

17. Fibro-cretaceous ring surrounding the heart in the situa-

tion of the auriculo-ventricular sulcus (Card spe-

cimen) Exhibited by W. Ewaet, M.B. 94

18. Intra-cardiac aneurysm at the root of the aorta, opening

into the right auricle (Card specimen)

Exhibited by W. Ewaet, M.B. 95

19. Aneurysm of mitral valve (two examples) (Card spe-

cimens) Exhibited by Noe^an Moore, M.D. 9G

20. Intra-pericardial aneurysm of the aorta, opening into the

left auricle (Card specimen)

Exhibited by Wm. Ewaet, M.B. 9G

21. Aneurysm and rupture of aortic valve (Card specimen)

Exhibited by H. G. Oelebae, M.D. 97

22. Aneurysm of aortic arch rupturing into trachea (Card

specimen) Exhibited by H. G. Oelebae, M.D. 98

23. Complete occlusion of the right division of the pulmonary

artery, the result of disease ; atheroma of the pul-

monary artery (Card specimen)

Exhibited by Wm. Ewaet, M.B. 99

24. Persistent left superior vena cava (Card specimen)

Exhibited by W. J. Walsham 09

IV. DISEASES, ETC., OF THE ORGANS OF DIGESTION.

1. Gumma of tongue in hereditary syphilis (living specimen)

By TuoMAS Baelow, M.D. 101
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2. Epithelioma of the pharynx involving the larynx, trachea,

and oesophagus By T. Gilbart Smith, M.D. 102

3. Ulcerations of stomach and duodenum

By Norman Moobe, M.D. 106

4. Yolvulus of the ileum By W. Harbison Cripps 111

5. Imperforate rectum By W. Harrison Cripps 112

6. Cancer of the sigmoid flexure
;
gangrene of the bowel

(transverse and descending colon)
;
peritonitis

By James P. Goodhart, M.D. 113

7. Congenital occlusion of the duodenum above the common
bile-duct

ByJAMES F. Goodhart, M.D., for George Eastes, M.B. 114

8. A case of acute atrophy of the liver

By Samuel West, M.D. 116

9. Cirrhosis of the liver in a child [TTith Plate IV]

By Frederick Taylor, M.D. 119

10. Primary carcinoma of the liver

By P. H. Pte-Smith, M.D. 125

11. Primary diffuse malignant growth in the liver, in which

the characters of sarcoma and carcinoma were appar-

ently combined ; rapid evolution of the disease, which

was of great extent, but limited to the liver

By Sidney Coupland, M.D. 130

Eeport. By J. F. Goodhart and H. T. Butlin, for

Committee o;^ Morhid Growths 185

12. Primary cancer (epithelioma) of the gall-bladder

By Sidney Coupland, M.D. 136

13. Case of cancer (probably primary) of the gall-bladder

By Norman Moore, M.D. 138

14. Description of a large gall-stone passed per anum, with

remarks on the structure and mode of formation of

biliary calculi By William M. Ord, M.D. 139

15. (Esophagus and stomach from a case of acute carbolic

acid poisoning (Card specimen)

Exhibited by Eobert Smith, M.D. 143

16. Acute fatty changes occurring in an enlarged liver

(acute hepatitis ?) (Card specimen)

Exhibited by C. H. Kalee, M.D. 144
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17. Volvulus of small intestine due to a complete Meckel's

diverticulum (Card specimen)

Exhibited by S. Coupland, M.D. 144

18. Carcinoma (medullary) of duodenum, just beyond pylorus,

occluding and invading hepatic duets (Card spe-

cimen) Exhibited by S. Coupland, M.D. 145

19. Hernia of ileum through a rent in the great omentum

(Card specimen) Exhibited by S. Coupland, M.D. 146

20. Hernia of some of the abdominal viscera into the left

pleura, probably congenital (Card specimen)

Exhibited by Wm. Ewaet, M.B. 146

21. Hernia into the vaginal process of peritoneum and unde-

scended testicle (Card specimen)

Exhibited by Feedeeic S. Eve 147

22. Patent vaginal process of peritoneum (Card specimen)

Exhibited by Feedeeic S. Eve 147

V. DISEASES, ETC., OF THE GENITO-URINAEY
ORQANS.

1. The histology of granular kidney [With Plates V and

VI] By RoBEET Saundby, M.D. 148

2. G-ranular contracted kidney [With Plate VII]

By W. S. Geeenfield, M.D. 157

3. Case of cystic degeneration of the kidneys

By Feedeeic S. Eve 164

4. Cystic kidney removed from a child

By W. H. Day, M.D,, and

J. Knotvsley TnoENTON, M.B., CM. 167

5. Three cases of sarcomatous growths invading both kidneys

from without By John Abeeceombie, M.D. 168

6. Papilloma of the Fallopian tube associated with ascites

and pleuritic efiusion. [With Plato VIII]

By Alban Doean 174

7. Ovarian cyst which had ruptured repeatedly during a

period of nine years prior to its removal

By W. A. Mebedith, M.B. 180
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8. Mixed calculus of cystine aud oxalate of lime

By Samuel Gt. Shattock 182

9. Calculus removed by supra-pubic lithotomy

By Paul Swain 184

10. Calculus from the kidney By William M. Oed, M.D. 185

11. Congeuital malposition aud cystic degeneration of the

left kidney (Card specimen)

Exhibited by William Ewakt, M.B. 187

12. Cystic degeneration of the left kidney and ureter during

intra-uterine life (Card specimen)

Exhibited by William Enyaet, M.B. 187

13. Two complete ureters on either side of the body (Card

specimen) Exhibited by William Etvaet, M.B. 188

14. Horseshoe kidney (Card specimen)

Exhibited by Noeman Mooee, M.D. 188

15. Kidneys united by a fibrous band (Card specimen)

Exhibited by H. A. Lediaed, M.D. 189

16. Branched renal calculus (Card specimen)

Exhibited by C. H. Ealpe, M.D. 189

17. Mucous membrane of the bladder showing miliary tuber-

cles ; absence of tubercle in other parts of the body

(Card specimen)

Exhibited by AVilliam Ewaet, M.B. 190

18. Syphilitic disease of testicle (Card specimen)

Exhibited by Feedeeic S. Eye 190

19. Persistent communication between the rectum and genito-

urinary track in a new-born male child (Card spe-

cimen) Exhibited by Samuel G. Shattock 191

20. Uterus septus cum vagina duplici (Card specimen)

Exhibited by W. J. Walsham 191

21. Dilatation of Fallopian tubes (Card specimen)

Exhibited by Alban Dokan 192

22. An alternating calculus, consisting of layers of lithates

and lithic acid, finally encrusted by oxalate of lime

(Card specimen) Exhibited by J. Hutchinson 192

23. Gumma of testis from a boy the subject of inherited
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REPORT.
SESSION 1879-80.

I. DISEASES, ETC., OF THE NERVOUS SYSTEM.

1. Ramifying cyst in the brain, associated ivith a conyenitat

malformation of some of the cerebral vessels.

By WiLLIAJI EWABT, M.B.

THE patient from whom the specimen was derived, a man, set. 30,

was admitted into St. Greorge's Hospital, under Dr. AVhipham'a

care, m July, IS 78. His previous health appears to have been un-

interruptedly good, but at the close of the year 1876 he was seized

with severe frontal headache and occasional vomiting. A similar

attack, complicated with diarrhoea, occurred in August, 1877. In

January, 1878, the symptoms returned, associated with constipation,

and early in February, signs of mental derangement were noted for

the first time ; the patient would tear his sheets, leave his bed and

wander about, talk incoherently, &c., but these paroxysms were

temporary, and passed away without leaving any trace of their

occurrence. The cephalalgia and vomiting persisted till the middle

of March. No note was made of the condition of the mind during

the interval that preceded the patient's admission. When admitted

into the hospital he was found to be suiFering, in addition to head-

ache and vomiting, from attacks of numbness in both hands ; there

was no other evidence pointing to loss of nerve power. The pulse

and respiration were normal and the general health good, but the

mind wandered occasionally. Slight turgidity of the retinal veins

was detected by the ophthalmoscope. Eapid deterioration occurred

1
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during the month of July, and tlie intellect became greatly obscured.

The patient grew very restless, and on August 2nd had to be re-

moved from the general ward. On the 17th he was readmitted,

being quieter in his manner. Occasional vomiting was again noted

on August 20th ; he became unconscious and comatose, and twitchings

of the mouth and face were observed. Two days later he had so

far improved as to recognise his wife and converse with her.

Consciousness was in abeyance on the 24th, but returned on the

2Gth. The mind became finally obscured on the 29th, drowsiness

supervened, and on September 3rd, after a slight convulsive fit,

he died.

The brain presented externally no striking abnormality. There

was a slight excess of fluid under the arachnoid, but the membranes

appeared natural and free from congestion. An incision made into

the right hemisphere brought into view a delicate cyst-membrane,

which was thought at the time to be a hydatid, but the specimen

appearing to possess more than ordinary interest was laid into

strong spirit and preserved for a complete examination by the

present reporter. This examination was not made until the brain

had become completely hardened by the alcohol. The consistence

of the brain matter was described as normal at the time of the

autopsy, excejiting in the neighbourhood of the cyst, where it

seemed rather soft. The following appearances were found on sub-

sequent inspection. The membranes were normal at the convexity

o£ the brain. The arachnoid was much thickened over the inter-

peduncular space ; the right fissure of Sylvius was closed by strong

adhesions, and a patch of tough membrane, slightly raised above

the normal surface, covered the posterior third of the olfactory

region of the right frontal lobe. A smaller patch of thickened

arachnoid was seen at the base of the left frontal lobe close to the

interpeduncular space. Both these patches were found to con-

stitute part of the boundary of the abnormal cavity, to bo further

described.

Nothing unusual was at first noticed in connection with the

vessels at the base, and the posterior segment of the circle of AVillis

was seen to be quite natural, but the anterior cerebral arteries and

their communicating branch wore entirely hidden from view. In

searching for these vessels one of the toughened patches of arach-

noid was incised, and from under its edge there bulged forward a

delicate membrane, which lay closely packed in a smooth-walled.
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shallow, depression of the brain surface. This cyst was empty, and
folded upon itself ; when unravelled it was found to extend back-

wards into the substance of the brain by means of a slender tubular

peduncle, contained within a narrow smooth-walled canal. A simi-

lar formation was discovered at the base of the other frontal lobe ;

the interpeduncular space also concealed cystic expansions. It was
noticed that when traction was made upon one of the terminal

cysts, a slight degree of movement was set up at a distance iu other

cyst membranes, deemed at first sight to be thoroughly indepen-

dent. In reality, there existed but one cyst possessing many
branches, which ramified by means of tunnels and foramina through

a portion of the brain, here and there expanding into membranous
bags. The cystic growths had taken place mainly along the right

Sylvian fissure, in the depths of which the brain was excavated.

Posteriorly the disease reached as far as a vertical plane drawn across

the posterior genu of the corpus callosum, whilst at the base it

occupied the interpeduncular space and the posterior extremity Oi

both frontal lobes, chiefly the right. The lateral ventricle was not

opened up by the excavation, and the grey central ganglia were
undisturbed, but the white substance intervening between the ven-

tricle and the lateral surface of the brain, and the cortical matter

of the Sylvian convolutions, and of the gyri operti were extensively

destroyed.

The ramifications of the cyst were contained within a continuous

cavity formed at the expense of the brain substance and moulded

for their reception. Numerous septa and pillars, of varying thick-

ness, but all very tough, subdivided the brain cavity into irregular

chambers, which were tightly packed with membranous pouches.

Some of the latter showed a tendency to the formation of secondary

outgrowths or digitations. The surface of the cavity was uneven,

but perfectly smooth ; its lining membrane was comparatively thick

and tough, and presented much analogy with the thickened lining

of the lateral ventricles in the same brain ; it could not be peeled

ofi" as a distinct elastic layer, but admitted of easy removal in the

shape of shreds and flakes from the subjacent brain tissue. The
walls were here and there marked by slightly projecting pillars

;

these, as well as the columns traversing the cavity, cousisted of

thick-walled vascular branches, a fact which gave the first clue

to the close inter-dependence of the vessels and of the ramifying

cyst.
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The anterior cerebral arteries took tbeir origin at a slightly

deeper level than normal, especially on the right side; their size

was rather in excess of the average. The left artery, instead ot

running straight forwards, traversed the middle line so as to lie

within the right frontal lobe. In this situation an anterior com-

munication was given off, which joined, at a considerable depth, the

short but stout right anterior cerebral. Both vessels were at this

8ta<^e invested in a thick membrane, and formed part of the wall ot

the^abnormal cavity. Their general aspect suggested that they had

been abnormally developed ; the absence of symmetry in their

course and the unevenness of their calibre pointed directly to this

conclusion. About half an inch in front of the communicating

branch a second communication took place between the two

vessels, and by this means an arterial ring was produced, m the

centre of which one of the saccular membranous expansions was

stowed away. The left anterior cerebral ended in a pointed extre-

mity, just beyond the second communicating branch. The right

anterior cerebral, continuing its course alone, assumed a vertical

direction parallel with the bend of the corpus callosum, and, after

ascending for a distance of rather more than half an inch, it ended

in a clumsy knob, from which arose several branches clothed with

shreddy membranes. The membranous investment was not, how-

ever, continued along the two largest divisions, which exactly resem-

bled' the normal terminations of the anterior cerebral arteries, and

ran backwards to be distributed to the pia mater behind the corpus

callosum.

The left middle cerebral was in every respect normal. Un the

right side the corresponding vessel was irregular in its distribution,

lar-er than normal, and, at its origin, more deeply situated. Its

course lay nearly entirely within the cavity previously described,

tlie accidents of which were mainly due to the peculiarities of the

arterial distribution. The branches were more numerous and

larger than those of a healthy Sylvian artery, and their calibre was

irregular ; thev traversed the cavity in every direction.

Under the ^nicroscope the abnormal vessels were found to be

possessed of a greatly thickened intima ;
their lumen was nearly

obliterated bv an irregular growth of flat cells, undergoing at the

periphery, near the fenestrated membrane, a distinct fibrillation.

The general outline of the vessels was uneven, and the transverse

section often not circular.
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The tough membrane investiDg the vessels and lining the cavities

consisted of a thick layer of minute round cells, showing but faint

indications o£ fibrillation, and, close to the surface, of a thin layer

of loosely arranged round cells with granular contents, not exceed-

ing red-blood cells in diameter. Owing to the prolonged maceration

in spirit which had preceded the microscopical examination, it could

not be determined with certainty whether the free surface was

formed by flattened cells or by a simple condensation of the struc-

tureless matrix. The appearances were in favour of the latter view.

The cyst was not dragged out completely from what might be

termed its shell ; this would have been impracticable, owing to the

small size of some of the passages through which its ramifications

were transmitted. In the extensive portion which came into view

the membrane was perfectly free, apparently a floating cyst. It

was evident however, from the presence within its thickness of

capillaries, that it must have posesssed some point of attachment.

It has already been stated that the cavity within which it ramified

did not communicate with the general ventricular space, and there

existed no connection between the membrane itself and the choroid

plexus.

Under the microscope the membrane presented very unusual

features. Viewed under a low power, which allowed a large

surface to come within the field, it showed externally a system of

minute mammillations contiguous to each other, all of spherical out-

line and of even size. These were thought to be the result of the

wrinkling of a delicate transparent superficial layer, beneath which

ramifying capillaries could be seen. Under a high power, the sec-

tion of the membrane presented a hyaline homogeneous aspect.

Numerous capillaries, some of which were very wide, ran a more

or less horizontal course in its deeper strata. Close to the surface

a double row of very delicate round cells, about as large as red

blood-cells, provided with a nucleus, marked the zone, beyond which

the capillaries did not extend. A clear zone of little thickness

intervened between the cells and the base of the mammillations.

The latter resembled hollow domes, and were formed by a mem-

brane closely analogous in its thinness and transparency with tbe

wall of a capillary, but devoid of any structure. No connection

could be traced between these formations and the capillaries of the

deeper layer.

Bemarks.—Putting aside parasitic cysts and cases of encysted
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hromorrhagic or inflammatory products, true cysts in the brain

are of extreme rarity. lu the few instances met with in reviewing

the literature of this subject, the cysts were the result of the acci-

dental separation from the body of the ventricle of a portion of the

ventricular space, and its conversion into a closed and indepen-

dent cavity. Sucli an interpretation is inapplicable to the present

specimen. The ventricles were normal and complete, and the dis-

ease was situated at a distance from them. The walls showed some

analogy, to the naked eye as well as microscopically, with the

ventricular lining, and the cyst-membrane coincided with the type

of a choroid plexus inasmuch as it contained capillaries and rami-

fied freely within a cavity. "With the latter structure it may have

possessed some functional resemblance, but in anatomical features

it was entirely different. That the disease was congenital is toler-

ably evident from the striking abnormality of some of the larger

vessels ; it would therefore appear most reasonable to look upon the

cyst as an integral part of a structural malformation dating from

an early stage of development. This view would afford a satisfac-

tory explanation for the extremely rare, if not unique, occurrence of

similar conditions. The ' Transactions ' of this Society and of the

Eoyal Medical and Cbirurgical Society, ' Virchow's Archiv,' the

works of Eokitansky and of von Ziemssen, contain no parallel in-

stance. Perhaps the early closure by adhesions of the right fissure

of Sylvius may have been the starting-point of the disturbance in

development. Even this supposition throws but little light upon

the process which led to the singular condition which has been

described.

To whatever cause it may have been due, the destruction of a

large tract of white matter, involving a considerable loss of cortex,

was borne up to the age of twenty-eight without any evil conse-

quences ; a similar condition, had it affected the left hemisphere,

might have resulted in congenital aphasia. The first onset of the

symptoms and their subsequent aggravation leading to death were

probably duo to a recrudescence in the growth of the membrane

and to pressure resulting from increasing secretion.

April 20th, 1880.



SPINAL CORD IN TETANUS.

2. Spinal cord from a case of tetanus following ovariotomy.

By Vincent Haekis, M.D., and Alban Doban.

ON November 28tb, 1879, Dr. Bantock removed a unilocular par-

ovarian cyst from a robust young countrywoman, {©t. 24, at

tbe Samaritan Hospital. The pedicle vras found to be twisted; it

was readily secured by a single ligature. The patient was removed,

on the fourtb day after the operation, to another ward, and placed in

a bed between a window and the fireplace. She progressed very

favorably until the morning of the seventh day, when she com-

plained of stiffness of the muscles of mastication on the side of the

face which was turned towards the window. Her bed was moved,

but undoubted symptoms o£ trismus and tetanic spasms of the

sterno-mastoids and trapezii developed themselves before nightfall.

By the next morning the attacks of trismus had become very fre-

quent, and added to them was very severe spasm of the inspiratory

muscles, so that during each paroxysm the thorax remained violently

expanded ; on the otlier hand, there was little opisthotonos, and the

muscles of the abdomen and lower extremities were hardly affected.

The patient died asphyxiated at the end of the second day of the

tetanic symptoms, and the eighth after ovariotomy. To alleviate

her suflerings, chloroform had been freely administered, and within

twelve hours of her death she had taken sixty grains of chloral and

two drachms of tincture of Indian hemp by enemata, as well as two

thirds of a grain of extract of Calabar bean hypodermically. The

effects produced by these drugs were very transient.

The case occurred during the intense cold of the past winter, and

the post-mortem examination was made twelve hours after death in a

room the temperature of which was 20° F. ; the body had lain

there for several hours. The cord was immediately removed, stripped

of its membranes, and notched by the scalpel at intervals of two or

three inches. It was then placed in Milller's fluid, and afterwards

hardened in chromic acid and spirit. In the cervical and uj^per

dorsal region the distinction between the grey and the white matter

did not appear so plain as in a normal specimen. The posterior

columns and the entire grey matter were here very red. There was

deep congestion of the pia mater between the origins of the pos-
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terior roots throughout the cord ; internally the lumbar region

appeared, to the naked eye, quite normal.

About forty sections of the cord were made by Dr. Harris

;

Williams' apparatus was employed for the purpose. They were

examined separately by us, together with sections of normal cord,

and on comparing notes we have agreed upon the following con-

clusions with regard to the appearances observed in these pre-

parations.

In the lumbar region the sections appear almost normal ; the

connective tissue and axis cylinders of the white columns show

distinctly; the ganglion cells of the grey matter are very

perfect and surrounded by a wide space. The central canal is

very wide in nearly all the sections, and lined with a distinct

layer of columnar epithelium, under which are great numbers of

nuclei, extending in some specimens for a considerable distance

along the grey commissure. In some examples these nuclei are so

abundant as to cause the epithelial lining of the canal to bulge pro-

minently into its lumen. Such nuclei are now admitted to be part

of the neuroglia, but in health)'- cords they are never found in such

numbers as in these specimens. ^ This great abundance denotes

morbid proliferation, especially when the still more evidently ab-

normal condition of the cervico-dorsal portion of the grey com-

missure comes to be considered. A proliferation is simulated when
the razor has detached more epithelial cells than actually belong to

the portion of the canal included in the section, the cells being torn

from an adjacent part of the canal. The tops of these displaced

cells are then seen projecting into the lumen of the canal or pressed

backwards against the surrounding tissue, so as to mingle with the

neuroglia nuclei, from which they can be so clearly distinguislied as

to prevent all fallacy ; moreover, in this case they do not lie in the

same focus as the nuclei. In some of the sections dilated vessels

can be detected, especially in the anterior columns, close to the

median Cssure.

The sections taken from the lower cervical, and still more
those from the upper dorsal region, are more evidently morbid.

They all appear more or less unsymmetrical. In none is there

any complete breaking down of grey or white matter; several

sections exhibit large patches of transparent homogeneous material,

which have not become stained ; they are apparently identical with

' See Klein and Noble Smitb, 'Atlas of Histology,' plate xix, fig. 3.
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Clarke's " transparent patches," ' Dickinson's " transparent exuda-

tion,"2 and Coats's " area, in wliieli the nerve-fibres and connective

tissue do not take on the carmine. "-^ An examination of another

tetanic cord sent to us by a distinguished surgeon confirms our
belief that these transparent patches are the result of partial de-

composition. This cord was sent to ua in a weak solution of spirit,

but the membranes had not been removed nor the cord notched. A
vain attempt was made to thoroughly harden this cord ; the few
sections that could be prepared all presented numerous transparent

blotches, which it was found impossible to colour by any medium.
Hence, in the ovarian case, the few sections where these patches

could be seen were probably from a part of the cord too far from
some of the notches made into it to allow perfect permeation of

the hardening medium.

The appearance of the grey commissure immediately surround-

ing the central canal in the upper dorsal region was as follows :

Here morbid changes are more advanced than in the lower part of

the cord. The want of symmetry seen in the entire section

extends to its central canal, across which there passe^ a band of

homogeneous yellowish material, apparently continuous with the

protoplasm of the epithelium, with which it is connected at both

ends. It bears three or four nuclei in its broader portion
; these

are probably derived from the epithelium. The neuroglia-nuclei

are, in most of the sections from the upper part of the cord, as ab-

normally abundant as in the lumbar region ; in the specimen here

figured they appear less conspicuously numerous. The band across

the canal was found in eleven sections, all from the upper dorc^al

region, and all free from transparent patches. It appears to be
exudation thrown off from the epithelium, and probably represents

an inflammatory condition, which was commencing to spread down
to the lumbar region when the patient died. The vessels in the

grey commissure posterior to the canal are much distended in all

specimens where the canal is traversed by the band above
referred to, and the lymph spaces round them appear wider than

usual.

In the cervico-dorsal sections the fine reticulated stroma of the

anterior columns shows irregular thickening of its interlacing fibre.''

1 ' Med.-Chir. Trans.,' vol. xlviii, pp. 258, 259.

2 Ibid., vol. li.

3 Ibitl, vol. Ixi, p. 82.
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most marked towards the cul-de-sac of the anterior median fissure,

where the stroma is in parts converted into a solid granular material

;

in this the nerve-fibres are imbedded ; some of them remain perfect,

but most are disintegrated. In several specimens a similar change

can be seen in the posterior columns close to the grey commissure.

The alteration in the stroma appears to commence by thickening of

the fibres, followed by exudation. The lateral columns remain

normal. In the anterior cornua the vessels are, in most specimens,

dilated, and leucocytes surround some of them in great numbers.

The ganglion cells are mostly well formed, and surrounded by wide

spaces, but in several cases they are shrunken, ill-defined, and not

separated from the stroma by any space. In the tractus intermcdio-

lateralis the cells are mostly distinct ; in the posterior cornua they

appear in many specimens altered, as in the anterior. This shrink-

ing of the ganglion cells has already been observed by Dr. Eoss, and

described in the thirtieth volume of the Society's * Transactions

'

(p. 217). The thickening of the stroma in the posterior columns

causes the fibres of the posterior roots of the spinal nerves to appear

very indistinct, or to disappear entirely, at the part where they

sweep round the posterior towards the inner asj)ect of the posterior

cornua.

At the post-mortem examination of this case the pedicle of the

tumour was found to be undergoing the normal changes which

follow complete intra-peritoneal ligature. The broad ligament was

split and dissected up as far as the ligature, but no bruised nor

enlarged nerves could be detected by the pocket-lens. The liga-

ture itself had been drawn very tightly, the distal and proximal

sides of the stump of tlie pedicle had bulged over the constricting

silk and become united by adhesions, which prevented sloughing of

the distal portion. Olshausen^ gives a table of twenty-four cases

of tetanus following ovariotomy, and we find that one operator

lost seven out of a total of twenty-nine cases from this deadly

complication. There is strong evidence that this high mortality

was due to irritation of the pedicle by retained harelip pins and to

its frequent disturbance, partly perhaps through the over-anxiety

of the surgeon, but in some cases through secondary ha;morrhage,

which indicates, according to Olshausen, an insufllcient tightness

' " Krankbcitcn der Ovarien," Pitba u. Billroth, ' Hnudbuch der nllgemeinen

u. specielleu Chirurgic,' Band iv, Lief. 6, p. 367.



SPINAL CORD IN TETANUS. 11

of tlie clamp, so tliat the nerves of the pedicle were not so thoroughly

crushed as to be rendered powerless in exerting morbid reflex action.

On the other hand, the pedicle had been very tightly ligatured in

the case from which these sections were taken. It is most probable

that the tetanus was not caused by irritation of the nerves of the

pedicle, but from the influence of a draught on the patient's cheek,

which induced inflammatory changes in the cord, partly as an inter-

stitial inflammation, partly as a kind of catarrh of the lining mem-
brane of the central canal.

That these changes may be found as the result of other diseases,

we have no doubt, nor shall we be surprised if many consider them

as artificially produced by media employed in hardening and stain-

ing the sections, or as the result of decomposition. The fact that

exudations, dilated vessels, and abnormal appearances about the

central canal are observed in aftections difi*ering from tetanus

does not of itself prove that similar conditions may not exist in

this disease. Indeed, its clinical symptoms do not encourage us in

the expectation of finding any specific change in the cord, which, on

the other hand, we feel must be the structure partly if not chiefly

at fault. As for artificial appearances, we fail to observe the above-

described changes in any of the numerous sections of normal cord

which we have prepared in precisely the same manner as these

specimens, whilst we have rejected all belief in the morbid nature

of the transparent patches seen in a few of the sections since we
have found such patches constant, and widely diff'used over sections

taken from a cord evidently decomposed. These alterations, the

source of which is so evident, are very different from those to which

we call attention, namely the dilated vessels, the interstitial exuda-

tion, and the singular changes around the central canal. Hence the

opinion that these changes are truly morbid seems far more

reasonable than the hypothesis that they are produced by chromic

acid, decomposition, or logwood. April OtJi, 1880.
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3. On degeneratio7i and regeneration of the axis-cylhider in

non-traumatic nerve lesions, with special reference to gan-

grene of the cutaneous nerves.

By Geokge Hoggan, M.B.

IN siibmittiDg to the Society pi-eparations sbowiDg the condition

of the axis-cylinder in degenerating and regenerating nerve-

fibres, we only profess to bring before it a part of a general research

into the changes of the nerves in a case of gangrene of the leg, but

that part constitutes what is by far the most important question in

the pathology and physiology of the nerve-fibre.

Up to the present time, as far as we are aware, all investigations

into the changes in the axis-cylinder have been made by means of

experimental lesions in the lower animals, and the results thus

obtained have been generally accepted as applying to lesions of the

same element in man. Until lately we also have been of this

opinion ; but as the result of certain investigations in non«traumatic

lesions, we have been led to recognise that the nature of the lesion

n)ay modify profoundly the characters and sequence of the changes,

more especially in regard to traumatic lesions. As the complete

history of the later investigations is given in Eanvier's recently

published classic work, 'Le9onssiirrhistologiedu systeme nerveux,'

it -may be considered sufficient, when we have to make a statement

with regard to previously ascertained fact, that we should merely

give the reference to it in that work, instead of explaining it at

length in this paper.

Hitlierto it has been the habit, when producing experimental

lesions in the lower animals, to inflict at the same time a wound

;

and although llanvier informs us that whether the lesion be effected

by cutting with the scalpel, or crushing with pincors, the results

are always the same (loc. cit. p. 28, vol. ii), yet it is always advis-

able to cause as little disturbance as possible. The greatest care,

however, that can be taken is equally successful wirh the greatest

disturbance in giving results differing from those found in non-

traumatic lesions. The gentle cut of a sharp scalpel, when it is

practised upon a healthy nerve, localizes the point of lesion oven to

the interannular segment through which it passes, and thus severs

the connection of a healthy peripheral portion of nerve from the
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healthy central portion, and permits the latter to begin at once its

efforts of regeneration, even although for the first few days these

may be microscopically imperceptible. In non-traumatic lesions in

general, as, for instance, in leprosy, we have no such localization ;

but in gangrene of the leg we have the nearest possible approach to

it, and it is for that reason that we specially bring the condition of

the axis-cylinders in this lesion before you.

The history of the present case may be stated in a few words. The

patient was an aged man in poor circumstances, the same medical

man had not treated him throughout his illness, and no notes had

been taken of the case. There was very distinct evidence of vege-

tations on the cardiac valves, justifying the belief that a portion of

these had become detached, and had formed an embolism in some
one of the arteries of the leg, thus causing the gangrene. In reply

to direct inquiry we learned from one of his medical attendants that

on several occasions a line of demarcation seemed about to form low

down in the leg, but on each occasion a relapse had occurred until

a healthy line had formed below the knee, and he was finally ad-

mitted into the Temperance Hospital, where amputation was per-

formed by our friend Dr. James Edmunds, to whose kindness -we

are indebted for the material we have investigated. We carefully

laid bare the internal and external cutaneous nerves, upon -which

the line of demarcation was as distinctly marked as upon the skin

of the leg ; we next placed two ligatures gently u]Don each nerve,

five millimeters above and below the line of ffansrene ; other lis;a-

tures were then placed ten millimeters below and fifteen above the

former ligatures, and the nerves having then been dissected out

without tension being applied, were placed respectively in osmic and

chromic acid solutions. When the desired reaction had taken place

they were placed for a fortnight in a carmine-staining solution.

Transverse sections were then made immediately below each of the

upper three ligatures, and the remaining portions were prepared as

teased specimens and preserved in glycerine and varnish.

In an experimental lesion, the cutting of the nerve leads to the

separate consideration of the elements in the central and peripheral

portions respectively, as well as of certain phenomena dependent on

the infliction of a wound. In gangrene no such distinct divisions

exist, but the healthy and degenerating portions of the nerve or

axis-cylinder may be considered separately, and held roughly to

represent the central and peripheral portions.
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Axis-cylinder in healthy portion of nerve.

To understand the difference between the appcaraucea we have

obtained and those obtained in experimental lesions, a short review

of the opposite opinions hold by different observers may be neces-

sary, the review, however, being confined to the history of the last

ten years since Eanvier first announced the discovery of the mono-

nucleated interannular segment. Of these opinions only two are

serious enough to require consideration. On the one hand, we
have Engelmann, Neumann, and others, who, consistently with their

theory that the axis-cylinder is formed of portions corresponding

in length to the interannular segments and joined together at the

annular constrictions (loc. cit,, p. 41, vol. ii), hold that, when the

knife has passed through the interannular segment, the portion o£

axis-cylinder between the point of section and the first constriction

on the central side breaks off and degenerates, as it degenerates in

the peripheral portion of the nerve (loc. cit., p. 40). Kanvier, on

the other hand, who believes that the axis-cylinder proceeds from

and is continuous with the nerve-cell in the nerve-centre, holds that

the portion of axis-cylinder between the point of section and the

first constriction on the central side not only undergoes no retrogres-

sion (loc. cit., p. 40), but, on the contraiy, becomes hypertrophied

and striated longitudinally (loc. cit., p. 37), as if formed of a bundle

of smaller fibrils (loc. cit., p. 36). However much these observers

may differ in the foregoing opinions, they all agree that the changes

in the axis-cylinder do not pass up beyond the first constriction.

Not only in the peculiar form of tlie termination, but also in its

not being limited to any special level, there is the utmost diversiity

from the above-mentioned conditions in the case before us. In

some fibres we have found the termination ten or twelve centi-

meters above the line of gangrene, and in other fibres the termi-

nations are found eight centimeters below the line of demarcation,

and actually disintegrating in the midst of the gangrenous blood

and tissue. Although the destructive agent may be supposed to

have encroached or mounted up the nerves on one level, there is

diversity between difierent nerves, difierent funiculi in the same

nerve, and the individual fibres in the same funiculus; and this

diversity is even better marked in the other elements of the nerve

fibre than it is in the termination of the axis-cylinders. In this
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respect, therefore, it may be fairly assumed that the conditions iu

traumatic and non-traumatic lesions are unlike.

In the form of the axis-cylinder termination an even greater

dissimilarity exists, for we there find an appearance for which it is

difficult to account. Perhaps, by way of explaining this, we may be

allowed to suggest the example of the stalk of the Vallis7ieria

spiralis, and the appearances it presents when it elongates and re-

tracts, as being simiLar to that shown by the end of the axis-cylinder

respectively in regeneration and degeneration.

It is not meant by this to hold that the cause of the similar

appearances is the same in each. That cause may really exist in

the movements of the inner layer of protoplasm of Mauthner, which

surrounds the axis-cylinder and lies between it and the myeline, and

which, by some peculiar form of contraction, may cause the termi-

nation of the axis-cylinder in retracting from the point of rupture

to assume the spiral form. Or the cause may exist in some ten-

dency of the axis-cylinder to retract as a spiral spring would

retract when, after being kept extended as a straight wire, it

returns into the spiral form when its connection with the extending

agent is broken. Either of these causes might produce the appear-

ance we refer to ; but although the latter may be reproduced to a

slight extent artifically by the act of teasing, it is more probable

that the spiral is due to the action of the surrounding protoplasm.

From a comparative study of numerous spiral terminations, we are

inclined to believe that the spiral is formed very gradually, being

at first no more complicated in appearance than an ordinary cork-

screw. Retraction may go on slowly through several interannular

segments without disturbing in any way their myeline or other

elements, the shortening being provided for by the coiling of the

axis in the spiral. This spiral, though at first comparatively open,

gradually closes up, until in many cases we only see a transverse or

slightly oblique striation as the evidence of the successive coils of

the axis-cylinder, and we generally notice also that the surrounding

elements or sheaths become bulged out by the coil within them.

It some cases it is seen that, in the interannular segment im-

mediately below the one containing the spiral coil, the myeline and
segmental nuclei have undergone the usual segmentation of degen-

erating nerves, but this condition is by no means invariable, for in

several instances two and even three interannular segments may be

seen with their elements intact beneath the one containing the spiral
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termiuatiou. Indeed, it would seem as if the destruction of the

other elements in an interannular segment may depend upon their

being left by the axis-cylinder, the f\ict that at one time there may
be two or three segments unaltered in myeline or nuclei, and that

at another time degeneration may have overtaken the segment next

to the one containing the axis-cylinder termination, being explained

by the interval of time elapsing between the period of retraction

and the period of examination.

In some cases we may find the long spiral coil occupying a large

portion of two contiguous interannular segments, and at the point

where the axis-cylinder passes from the one to the other it remains

straight for a short distance. At other times we may find two, or

it may be three, close spirals within a short distance o£ each other

in the same nerve-fibre. This may be due to synchronous retrac-

tion and formation of coils, or it may be the result of a second

retraction following upon incomplete regeneration, a process which

is very common and well marked in this case upon the other

elements of the interannular segment. It must, however, be

understood that the formation of a spiral depends upon the fact

that above the point of rupture of the axis-cylinder that element is

healthy and retains its normal properties. In several cases we find

some exceptional appearances where the termination of the axis-

cylinder has been encroached upon by the gangrenous fluids or

elements without causing subsequent rupture. In such cases the

termination may be bulbous or unchanged in shape from the rest

of the axis-cylinder, but it will generally be found to be granular,

presenting a decided contrast with the clear hyaline condition of

the axis-cylinder in the same fibre some distance further up.

In short, in such cases the axis-cylinder termination on the

central side is evidently undergoing the same peculiar changes

which it undergoes in the peripheral or degenerated portion of the

nerve-fibre, without becoming separated. This condition will be

explained when we come to speak of the destruction of the axis-

cylinder in that portion.

It will be understood from the foregoing that there is no resem-

blance between the spiral termination of the axis-cylinder in

non-traumatic lesions on the central side of the nerve, and the

descriptions or hypotheses given by other observers in experimental

lesions. The fact that in no case liave the terminations any definite

relations with the annular constrictions independently of their spiral
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condition, excludes any comparison with the opinion of Engel-

mann. AVith the opinions of Eanvier it has equally nothing

in common, for that observer noticed that the axis-cylinder between

the point of lesion and the nearest constriction not only underwent

no retrogression, but had hypertrophied and become fissured

longitudinally.

The existence of the distinct spiral termination having been

clearly demonstrated and admitted, one may be fairly met by the

suggestion that such appearances were fost-mortem ones, and due

perhaps to the mechanical action of the teasing needles. So legiti-

mate an objection has been anticipated, and I may therefore detail

the precaution taken to meet it. For investigating the condition

of the axis-cylinder in nerves, it is necessary that these should be

fixed in solutions of chromic acid, or of the chromates, and the axis-

cylinder and nuclei stained with carmine. The individual fibres

have then to be carefully separated by teasing needles, and finally

clarified by essential oils (for here glycerine is of no use, owing to

the opacity of the myeliue), and mounted in varnish. These

various steps entail a perfect host of distortions and damages to the

nerve-fibres, with which all working histologists are only too well

acquainted. How far, then, may these have affected the elements

in question ? It is well know that chromates have the eff"ect of

fixing and hardening the axis-cylinder in an especial manner, so

that if it possesses any peculiar form when placed within it, it is

certain to retain the same form afterwards. This is seen con-

tinually in the kind of preparation referred to, where the teasing

needles often break off" the protoplasm and myeline sheaths from

the axis-cylinder, leaving that element naked and straight as a cane,

with portions of the aforementioned sheaths still adhering to it. In

the present case the needles have in many instances broken in upon

the spiral endings, and ruptured or drawn them out of the en-

sheathing elements. But in such cases the spiral axis-cylinders

still retain the spiral form, showing that they had been fixed in that

condition, and that they had existed before being placed in the

cliromic acid solution. At the same time it must bo admitted that

in nerve-fibres which are known to be perfectly normal, belonging,

in fact, to the lower animals, this tendency to form loose spirals is

constantly seen. These loose spirals (and sometimes dilated por-

tions of the axis-cylinder) are apparently due to contraction of the

protoplasm of the surrounding interannular segments, which forces

2
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the comparatively rigid axis-cylinder to adapt itself to changes in

their length. "We are, therefore, of opinion that the tendency to

form a spiral is a natural one in normal nerves, and that the patho-

logical coils we have described are merely exaggerations of a

natural tendency.

Tlie next serious question is how far the mechanical injuries

inflicted by the teasing needles may account for these appearances.

This question may be fully met in two ways. In the first place,

we have made sections across such nerves with the razor, and found

it pass in some places through such spirals, examples of wliicli are

shown under the microscope. In the second place, we show ex-

amples of such spirals within nerves still undisturbed in the bundle

where they lie with several other unaffected nerves, so that, accord-

ing to these facts, we may fairly claim that no undue tension or

action of the teasing needles has led to the formation of spirals.

The action of the needles, however, in causing mere breaks or end-

ings in the axis-cylinder is a very common one. The longer the

axis-cylinders have been exposed to the fixing agent, the greater is

the number of the broken axis-cylinders that one has to expect in

such preparations, and undoubtedly there are many cases where it

is difficult to decide whether the breaks are natural or artificial

ones ; but it is in full consciousness of the foregoing objection that

wo offer the spiral termination as the natural condition in non-

traumatic lesions.

II. Megeneration of the axis-cylinder.

According to Eanvier, and consistently with the hypertrophied

and fibrillated condition which he describes in the terminal portion

of the axis-cylinder on the central side intervening between the

point of lesion and the first annular constriction, the regene-

rating axis-cylinder, or rather cylinders, are formed from the

fibrillated portion, in which the longitudinal strife are supposed

to deepen until they end by dividing the original axis-cylinder

into separate fibrillse or axis-cylinders, around each of which a new

medullary sheath is supposed to form (loc. cit., p. 71, vol. ii).

Beyond the fact that Eanvier has found a leash of young segments

growing from the extreme constriction on the central portion of the

nerve, we fail to find any direct observation of the axis-cylinders in

Buch cases (as, for example, in a chromic acid preparation), which
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would warrant the assertion or assumption that the old axis-

cylinder splits up into several young axis-cylinders.

Even were such the case in experimental lesions, it cannot apply

to non-traumatic lesions, for although we have found and examined

several hundreds of instances of regeneration in nerve-fibres in

non-traumatic lesions in man, we have never yet met with a single

case where two or more young interannular segments proceeded

from the same constriction. In all cases the young or new seg-

ments were either interposed between the normal segments on the

healthy or central part of the nerve-fibre, or, when added peripher-

ally, a considerable distance or break generally existed between the

young or newly developed segments ; both conditions being, there-

fore, incompatible with Eanvier's hypothesis, however applicable it

might be to traumatic lesions.

It is also to be borne in mind that, in regenerating nerves pre-

pared with osmic acid, carmine, and glycerine, although the myeline

in the very smallest young segments may be made abundantly

evident, it is impossible to observe the axis-cylinder. On the other

hand, in such nerves prepared with chromic acid, carmine, and

varnish, it is with great difiiculty that the axis-cylinder is made
evident, and it is almost an impossibility to detect the myeline of a

newly forming segment as it lies within the contorted sheath of the

formerly degenerated segment. These conditions show that, in our

present state of histological processes, it is almost impossible to

give a precise opinion on the various conditions of axis-cylinder

regeneration.

Nevertheless, certain appearances seem to warrant us in stating

that the process of regeneration is a very simple one, being merely

the reversal of the movement of retraction into a coil ; that is to

say, when regeneration is about to take place from a healthy ter-

mination, the lower part of the spiral uncoils itself, and in doing so

naturally elongates itself in the peripheral direction, and thus passes

into and through the regenerating segments which may have been

developed peripherally in the irregular manner already described.

Such an example is seen under one of the microscopes, and the

likeliest interpretation that can be placed upon the wavy fibre

passing down from the long spiral coil is that it is elongating itself

peripherally. It may be said, for the sake of argument, that where

we have the termination of an axis -cylinder equally exposed to

degeneration and regeneration, it is impossible to state with
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certainty whether the long tail-like fibre, such as is seen in that

example, is in the act of retraction or elongation. Such an objec-

tion is quite admissible, and one is really forced to rely to a great

extent upon one's judgment to decide the matter. In the present

case, however, independently of the support that similar fibres, in

more or less advanced conditions, of the same kind lend to the

hypothesis, more especially when the tailed spiral is followed by a

slender regenerating segment, we continually observe that in spiral

endings, such as that seen in another specimen to be lying within

the gangrenous zone, and therefore not likely to regenerate, the

termination is truncated or abrupt. The same abrupt termination

as a spiral without the tail is seen in many other specimens in the

healthy portion of the nerve trunk ; and this condition, therefore,

we hold to represent the retraction of degeneration before it begins

to show the elongation of regeneration. We, therefore, offer the

tailed spiral specimen as a typical example of regeneration of the

axis-cylinder, that regeneration by peripheral elongation being

entirely in accord with the development of nerves as studied in the

tail of the tadpole, &c. The whole process of retraction of the axis-

cylinder from a considerable length of nerve-fibre, and coiling itself

up as a spiral, which acts as a reserve magazine, appears to be a

beneficent provision in anticipation o£ subsequent regeneration.

We have not entered into the question of regeneration of other

elements of the nerve-fibres in this research, but under the micro,

scope some specimens of medullated interannular segments in the

act of regeneration, as well as some regenerating segments undergoing

the normal form of degeneration before they had completed regene-

ration, amply testify to the irregular conditions of regeneration and

degeneration which characterise the nerves in the present case of

gangrene. This same appearance of degeneration supervening upon

regeneration, and regeneration taking place in degenerated axis-

cylinders is also seen in two of our specimens, one of these axis-

cylinders being in an entirely newly regenerated fibre, as shown by

the peculiar elongated form of the segmental nucleus, the other being

a small portion of a very slender regenerated axis-cylinder adhering

to the older and larger axis cylinder, at the ends of both of which

degeneration, or rather disintegration, is going on at the same time.

The termination here, however, is unlike the form already described,

being modified by the altered circumstances which will be explained

under the third head.



DEGENEBATION OF AXlS-CiLINEER. 2^

III. Axis-cylindev in degenerating portion of nerve.

If the termination of the axis-cylinder on the healthy side be of

most importance, on account of its relation to regeneration, its

condition on the degenerated side is interesting as involving the

process of disappearance or absorption, a process which has not yet

been explained by any one.

It is scarcely necessary at the present day to invoke the opinions

of Eemak, Schiff, and others (loc. cit., p. 325 vol. i.), that the axis-

cylinder persists indefinitely in the peripheral portion of a cut

nerve
;
for it is now generally admitted that the axis-cylinder breaks

up into portions of a greater or less size, but beyond this fact

nothing further seems to be known of its final disappearance. The
manner in which it breaks up is supposed by Eanvier to be due to

swelling of the protoplasm (loc. cit., p. 323) immediately surround-

ing the segmental nucleus ; while, according to Engelmann's theory,

it first breaks up at the annular constriction by a kind of unsolder-

ing or disjointing of itself into its primary portions, each of these

portions being supposed by both observers to break up afterwards

into smaller pieces. It may be mentioned here that the great irre-

gularity found to exist in the length of the broken portions, and the

absence of any regular relationship to either annular constriction or

segmental nucleus in the case under consideration, makes it evident

that neither view nor the Umitation to any one locality can be

invariably correct.

The first question of importance to be settled is the distance that

may intervene between the central and peripheral termination of a

broken axis-cylinder. jSTo one, to our knowledge, even refers to

this question, although the respective theories could not admit in

any case of more than the length of the one interannular segment.

We have found, as already mentioned, greater distances than this

intervening, so great a distance, indeed, that the two terminations

are not often to be seen in the one preparation of nerve. Under

the microscope, however, we have placed a specimen which shows

both termination and their character at the distance of about' three

millimeters from each other.

The peripheral portion in that case appears to have retracted in

an irregular spiral, or rather zigzag, like the central portion, and it

may also be remarked that that peripheral termination bears a close

resemblance to the peripheral portion in an experimental lesion, as
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figured by Eanvier. This particular form of peripheral termination

only seems to take place in healthy elements, where the axis-cylinder

may have preserved its elasticity, or the protoplasm its contractile

power ; for when we examine the condition of the axis-cylinder in

portions of the nerve invaded by the gangrenous fluids, we find

altogether dissimilar appearances or conditions in existence.

"While, in what are commonly called degenerating nerves, the

changes undergone by all the elements are really embi-yonic and

not morbific, in the present case we have true death supervening

in them all, and this death is best marked in the axis-cylinder.

In examining the many diverse forms assumed by the perishing

axis-cyliuder, the first thing which makes itself prominent is the

evidence of the existence of a cavity or canal within that element.

This may be considered only another form of expressing the views

of certain authors (loc. cit., p. 88, vol. i), that the axis-cylinder

possesses an enveloping membrane. "We, however, hold it to be

entirely distinct, as shown by its pathological consequences. It

appears to exist in the centre of the axis-cylinder, and when death

approaches in this element, we find the external portion becoming

finely granular in consistence and the central element clear. That

central element begins to swell, forming great bulgings or dilata-

tions at difierent parts of the axis-cylinder, and almost invariably

at the termination (or ends of the broken, portion, when such exist).

These dilatations may be either globular, oval, or most commonly

elongated upon the axis-cylinder, and bearing apparently the same

relation to that element as the receptaculum chyli does to the

thoracic duct.

"When such swellings exist we commonly observe that not only

is the granular matter compressed on the periphery, but at many
places it does not seem to have sufiBced to occupy the whole of

the periphery, but leaves large clear spaces, which look like windows,

in the granular wall, an appearance which may really be due to

the existence of a membrane in addition to an axile canal. This

appearance is shown in several of our specimens.

After a certain time these dilatations may burst like vacuolated

cells, and then we may observe a torn or lacerated condition of the

wall in certain specimens which have burst ; this condition, moreover,

is seen to exist in the terminations of axis-cylinders whose connec-

tion with the nervous central system appears to be unbroken, as

if the unbroken axis-cylinder was undergoing destruction without
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previous separation, iu the same way that the fingers of a living

beiug might be charred and burnt. At other times the elongated

dilatation may become contorted or bent round like a shepherd's

crook, as shown in one specimen.

This appearance is probably due to the irregular action of the

protoplasm surrounding it, but this action is perhaps better shown

in the fragments of axis-cylinder that have been cut off from the

parent stem. In these smaller portions the subsequent history of

the disintegration of the axis-cyliuder may be traced, for in many
of the specimens not a single stage is awanting. The axis-cylinder

may be broken up before the bulging takes place, and then we may
observe the vacuolation or bulging taking place iu the separated por-

tions; and, when they burst, the granular material which distinguishes

even their debris may be observed mixing with and becoming lost

amongst the debris of the other elements constituting a nerve-fibre.

In the present case the line of demarcation, and at least six cen-

timeters below it, merely represented staining by blood-pigments and

not distinct death ; below that interval, however, distinct death ex-

isted, and innumerable pus-cells were to be found both between and

within the degenerated fibres, as shown in the specimens. Large

numbers of altered blood-corpuscles also lay between the fibres, but

not distinctly within them, and the nutrient blood-vessels of the

nerves in this locality were distended by them. It will, of course,

be understood that for the present the conditions we are describing

are only given as applicable to gangrene, and not to other non-

traumatic lesions. The appearance of the spiral terminations is,

however, common to other non-traumatic lesions, as, for example, in

the nerves of anaesthetic leprosy.

It is also of consequence to inquire into the relation between the

spiral endings in healthy axis-cylinders and the multiform termina-

tions found within the gangrenous zone. Luckily enough, certain

connecting links exist where a spiral ending is seen to be under-

going the same granular disintegration that characterises the

broken-up portions of disintegrating axis-cylinder iu the completely

degenerated nerve. These granular spiral terminations are found

a little way up to be continuous with perfectly healthy segments

and hyaline axis-cylinder, proving indubitably that a healthy spiral

termination had formed, at that point, subsequent to separation of

the axis-cylinder further down the nerve at a time when the

g.ingrene had not extended up to its final line of demarcation.
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When, however, that extension had taken place upwards, it had

enveloped the spiral without causing subsequent separation
;
gran-

ular disintegration followed in due course, and thus the partially

disintegrated spiral attached to a healthy axis-cylinder remained as

a link connecting the one process (the spiral ending) with the other

(the granular distension), and showing that that spiral ending had

existed for a long period, it might be many days, or even weeks,

before the nerve while still alive was taken by us from the patient's

limb. This, therefore, formed a third proof, and one even more con-

vincing than the spiral shown in transverse section, and also those

shown in an undisturbed nerve bundle, as evidence that the spiral

form of termination was neither due to reagents nor mechanical

injury, but was truly an ante-mortem, and therefore natural,

appearance.

While, in the gangrenous zone, the presence of a granular and

disintegrating termination of an unbroken but unhealthy axis-

cylinder enabled one to establish the connection between it and

the round or oval fragments of broken-up axis-cylinder which were

also granular and as if vacuolating, the information thus given,

when applied to the nerve-tubes destitute of axis-cylinder, enabled

us to discover the vestiges of the remains of that axis-cylinder in

elements that would certainly not have been recognised as such at

first sight. It can also be understood that the wide internal left

between the spiral termination of healthy (?) axis-cylinder of both

central and peripheral portions is so great that only by the rarest

chance can they be observable in the same preparation. The con-

sequence of this has been that the final changes in the broken-up

and disintegrating axis-cjlinder have not hitherto been recognised.

The information we have just referred to has enabled us to under-

stand what takes place in such peripheral portions of healthy (?)

axis-cylinder. It breaks up into portions which retract into shorter

lengths along the whole line of axis-cylinder ; these in turn may
again subdivide until they appear oval or globular, and finally

become granular or pseudo-vacuolated, and as they refuse to take

any colour stain they arc only to be recognised as transparent

vacuoles. These, when treated with osmic acid in excess, appear as

balls of black granular matter within the tubes. These granular balls

have long been recognised, but no one knew precisely what their

origin was, just as they did not know how the axis-cylinder dis-

appeared, the answer of the one being the answer to the other.
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It is perhaps of little use here to enumerate the various theories

of their origin ;—whether they were granules developing in proto-

plasm or evidence of duality in the composition of myeline, as

Rauvierhas endeavoured to prove (loc. cit., p. 9, vol. ii). The inter-

pretation we give may suflSce. But the manner in which the axis-

cylinder breaks up and disappears gives valuable evidence on two

most important points. lu one of the nerve-fibres under the micro-

scope the axis-cylinder is seen to terminate, and the fragments

which have broken ofi" from it are seen to occur at intervals along

the nerve for a distance of at least three interannular segments,

and these fragments have become globular and granular ; they are

indeed, dead and disintegrating. It is also evident that in the three

interannular segments containing the disintegrating fragments of

axis-cylinder none of their elements have undergone any change,

the segmental nuclei being remarkably distinct and showing no ten-

dency to proliferate. This may be held to prove that the axis-

cylinder may degenerate independently of any change in the elements

of the interannular segment, and that, in opposition to the school

represented by Engelmann, the axis-cylinder within an interannular

segment has no biological connection with it.

It is further evident that, when portions break off an axis-cylinder

in connection with its nerve centre, they evidently die and disin-

tegrate when in the same fibre, or in similar conditions the elements

of the interannular segment merely undergo the embryonic degene-

ration of inflammation. This fact gives the strongest possible

support to the hypothesis emitted by Waller and Eanvier (loc. cit.,

p. 73, vol. ii), that the axis-cylinder is merely a portion or prolonga-

tion from the nerve-cell in the nerve-centre ; the portions broken off

being like portions broken off" a living cell, they die but do not pro-

liferate. This behaviour is also incompatible with the view that

the axis-cylinder is made up of independent elements corresponding

to the interannular segments, as held by Engelmann (loc. cit., p. 128,

vol. i), for in that case, even when separated from the nerve-cell in

the nerve-centre, they ought to possess independent life and action,

as do the interannular segments when separated from the rest of

the nerve.

Conclusions.

The conclusions arrived at in the foregoing pages are the

following

:

1. In non-traumatic lesion or break in the healthy axis-cylinder,
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both extremities retract in the form of a more or less irregular

spiral, the interval between them increasing gradually up to an

uncertain limit, which may include several interanuular segments.

2. There is no regularity as to the level at which separation in a

healthy axis-cylinder may take place, and this irregularity holds

good, not merely as regards different nerves at the same level, but

in different funiculi of the same nerve and the different individual

fibres within the same nerve-funiculus. In the case of gangrene,

the irregularities were seen beyond a range of five centimeters.

The same irregularity holds good in degeneration of the segmental

elements.

3. In general, withdrawal or retraction of the axis-cylinder

termination precedes the changes in other elements of the forsaken

interanuular segments, segmental nuclei unaltered being detectable

at and beyond the central spiral termination.

4. In regeneration of the axis-cylinder the central spiral ending

seems to have acted as a reserve, and its termination uncoils, so as

to push as a straight fibre towards the periphery, and it receives no

aid from the peripheral portion of the axis -cylinder.

5. When the new or young interanuular segments are added at

the extremity of the central portion of the nerve, the axis-cylinder

seems to push into and through them. When, however, they are

interposed between the already existing healthy segments, the axis-

cylinder is seen to be even thicker within such half-grown segments

than within the more peripherally placed normal segments.

6. In the peripheral or degenerated portion of the nerve (in

gangrene) the axis-cylinder breaks up very irregularly into pieces

of greatly varying size. After it breaks, or before it breaks,

granular disintegration and pseudo-vacuolation of the whole or

portions of the axis-cylinder take place. These pseudo-vacuolations

burst, and their debris becomes absorbed or mixed with the debris

of the other elements of the degenerated nerve-fibre.

7. The fragments which break oft' the axis-cylinder undergo

morbid degeneration, although the elements of the interanuular

segments within which they lie remain unchanged, proving tliat

there is no biological connection between segment and axis-

cylinder.

8. As the above-mentioned fragments undergo morbid degenera-

tion, when in similar circumstances the elements of the inter-

annular eegraentg undergo the embryonic degeneration of inflam-

I

I



SUPPOSED RUPTURE OF BRACHIAL PLEXUS. 27

mation, it is clear that the former are not independent entities

like the latter, but are probably, as supposed by Waller and

Eauvier, in dependent continuation with the central nerve-cell.

9, The behaviour and appearances in the axis-cylinder that we
have described differ in almost every particular from those seen in

experimental lesions in the lower animals. Assuming the latter

observations to be correct, the difference is probably due to the

irritation and destruction of the segmental elements by the action

of the knife or pincers employed to cause the lesion.

10. The granular balls seen in advanced degeneration of nerves

in osmic acid preparations are in most cases the degenerated debris

of fragments of axis-cylinder. 2nd March, 1880.

4. A case of supposed rupture of most of the roots of the

brachial plexus.

By Jonathan Hutchinson, F.E.C.S.

THE subject of this case was a young sailor named Little. His

injury was received in a fall from the rigging, a height of

thirty feet or more. It could not be ascertained that his arm was

caught in any way, but it is probable that he fell on his shoulder.

He recovered quickly from the stunning, and as soon as he had

done so it was found that his arm was paralysed. He could

neither move it, nor had he any sensation below the elbow.

It was about four months after the accident that J. Little came

under my observation as an in-patient at the London Hospital.

In addition to the above facts, I was told that five weeks after the

accident a surgeon was believed to have reduced a dislocation at

the shoulder. I much doubt, however, whether the man had been

correctly informed on this matter, for he said that the surgeon had

no assistance and was only a few seconds about it. The condition

of the arm when the man came to me was such as to suggest the

diagnosis of rupture of the four lower roots of the brachial plexus.

"With the exception of the triceps, brachialis anticus and coraco-

brachialis, the muscles of the upper extremity were wholly para-

lysed. The deltoid was also quite paralysed, as also the latissimus
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dorsi and the lower part of the great pectoral, whilst the upper

part of the latter and the rotators of the humerus arising from the

scapula had escaped. The forearm and hand hung helpless, but

the elbow could be flexed and the forearm supinated. There was

no sensation below the elbow, and it was very defective over most

of the upper arm and deltoid region. The hand was chilly and

dusky, its temperature and colour varying with the heat of the

ward. The muscles were much wasted, the girth of the arm being

only seven inches, whilst that of the injured one was nine and a

half. No lesions of nutrition had occurred excepting that the skin

generally was flabby, and the finger-ends a little tumid. The con-

dition of the eye was of great interest, and gave strong support to

the diagnosis. In strong light no great diff'erence could be observed

in the size of the pupils, but when shaded the right dilated much

more than the left. The palpebral fissure was distinctly narrower

than the other, and the eye had the appearance of being smaller

(due to slight retraction). The pulse at the wrist of the paralysed

arm was extremely feeble, contrasting very greatly with that of the

other side.

Amongst the reasons which incline me to believe that in this

case the lower roots of the brachial plexus have been torn, are the

following

:

1. Both sensation and motion are involved in the paralysis.

2. There w^ere no cerebral or spinal symptoms at any time.

3. The paralysis in the parts involved is complete.

4. The sympathetic trunk of the neck, which takes its origin from

the brachial tract, is in part involved.

5. The parts which have escaped are mainly those which are

supplied by the first root of the plexus.^

6. The case is very similar to others which have been recorded.

My conjecture is that, in falling, the arm was probably caught

and dragged away from the side in a direction obliquely upwards,

and that the nerve-roots were dragged away from their attachments

to the cord. I have never had an opportunity for dissecting such a

lesion, but have seen several cases in which this diagnosis was the

only one which explained the facts. That laceration at this point

may occur when the arm is forcibly dragged away from the body

was proved by post-mortem examination in a case recorded in Paris,

' I ara aware of a few minor points in anatomy which may leem unexplained,

but I do not think that they really arc so,
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in which brachial paralysis resulted from the efforts used to reduce

a dislocated humerus.

The patient whose case is here narrated was exhibited to the

Society. He still remains under my observation, and I purpose at

some future time to record the sequel.^

1 See a case published by Sir James Paget, ' Med. Times and Gazette/ March

26th, 1864 ; also one by Dr. Weir Mitchell, on ' Gunshot Injuries of Nerves,'

p. 43 i and a case of my own, ' Illustrations of Clinical Surgery,' vol. i, p. 206.
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II. DISEASES, ETC., OE ORGANS OE RESPIRATION.

1. Case of membranous inflammation of the larynx, trachea,

and bronchial tubes in an adult.

By P. H. Pye-Smith, M.D.

HAEEiET G-— , a married wornaB, set. 24, was admitted into

Guy's Hospital, under my care, on the evening of December

28th, 1879.

She was advanced in pregnancy, but had been well until four

days before, when, after increasing a slight cold by sitting in a

room with lineu drying, she went out of doors and was exposed to

the severe weather of Christmas eve. Next day she shivered and

vomited, and on the 26th brought up two thick pieces of mem-
brane from an inch to two inches long. Dr. Shadwell of Wal-

thamstow, saw her then and found moderate pyrexia, pain referred

to the larynx, and the fauces perfectly free from membrane. " It

was " he says " certainly not diphtheria, but what in a child I

should have called a typical case of croup." On the fourth day of

her illness she threw up a complete cast of the trachea, with both

bronchi and their ramifications. She came up to the hospital that

evening, and brought this cast as now exhibited, spread out and

dried upon paper like a piece of seaweed.

On admission, the house physician found her suffering from

great dyspnoea and moderate fever. There was mucus upon both

tonsils, but he could see no false membrane. The urine was free

from albumen.

When I saw her next day the fauces were perfectly clear, but

there was muco-purulent secretion covering the back of the

pharynx. She was in great distress from orthopncea, but the pulse

was not soft, and there was no prostration ; lier voice also was

unaffected in character, though weak from diflBculty in expiration.
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Temperature this morning 102-2°, having fallen from 102'8° last

night.

Next day she was delivered and lost but little blood. In the

afternoon I found the throat quite clear. Temp. 99°, pulse 140,

resp. 48. No dulness, but rales over both sides of the chest. Ex-

pectoration free and purulent ; no membrane has been coughed up.

The following day (Dec. 31st) the dyspnoea was rather dimin-

ished, but she was unable to swallow. Though this inability dis-

appeared in a few hours, she became steadily worse, and in spite of

stimulant treatment died early in the morning of the new year.

At the post-mortem examination the fauces were apparently

healthy, but on careful scrutiny we discovered a minute superficial

ulcer behind the left tonsil. There was no trace of membrane, and

the surface of the tousils, jjalate, and pharynx, was normal. There

was no ulceration or oedema of the glottis. From the edge of the

epiglottis downwards, and throughout both lungs, the mucous

membrane was red, mottled, and rough ; here and there covered

with tenacious secretion and spotted with numerous ecchymoses.

Only two small shreds of lymph could, however, be found in the

whole course of the trachea and bronchi. There was some frothy

muco-purulent fluid in the tubes. Both lungs were affected with

well-marked lobular broncho-pneumonia, and there was slight and

very recent left pleurisy.

The other organs were perfectly normal. There was no eechy-

mosis, the spleen was soft but not enlarged, the kidneys were

healthy, and the heart firmly contracted.

The doubt as to the nature of the case which I felt during life

was not resolved by the autopsy.

In some respects it resembled cases of plastic bronchitis rather

than diphtheria, but the decided affection of the mucous membrane,

the implication of the larynx and trachea, the fever, absence of

haemoptysis, acute course and fatal result, distinguish it from the

former disease.

I need scarcely say it was very different from cases of lobar,

so-called " croupous" pneumonia, in which the fibrinous exudation

is found going beyond the vesicles some distance up the tubes.

(Four cases of this kind are reported by Dr. Bristowe in the sixth

volume of our ' Transactions.') In such cases the casts never go

beyond the smallest tubes, and they are always secondary to lobar

vesicular pneumonia. In the present case the lobular broncho.
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pneumonia was obviously secondary to the plastic inflammation of

the larynx and trachea.

In several particulars the case differs from v^hat most patholo-

gists would recognise as diphtheria.

The general aspect and condition of the patient was decidedly

different. The muscular prostration, the feeble pulse, the

"typhoid" condition usually observed, were here absent, and were

replaced by the prominent dyspnoea and "sthenic" symptoms,

which are supposed to be characteristic of croup.

The fauces were little affected, there was no sloughing or false

membrane in this region, and no swelling of the neck or cervical

glands.

There was no infection, the house was well drained, and the

water had been twice ascertained to be pure.

Dr. Shadwell, who was attending another inmate of the same

house, tells me that there was no diphtheria, scarlatina, or fever in

the neighbourhood, no sore throat in the house, and no spread of

the disease among the children of the patient. I may add that the

infant, who died three days after its birth of bronchial catarrh,

showed no signs of diphtheria. Lastly, there was no albuminuria

throughout the illness.

It appears to me that the clinical aspect of the case, the absence

of faucial membrane and cervical oedema, the absence of infection

leading either to or from this case, all distinguish it from cases of

diphtheria ; and this view is corroborated by the firm consistence

and minute ramification of the cast, and by the conditions found at

the autopsy.

Whether, therefore, we choose to extend the meaning of diph-

theria to include all cases of membranous inflammation of the

throat and trachea, or whether we admit an acute membranous

laryngitis (distinct from diphtheria, on the one hand, and catarrhal

laryngitis, on the other), the present case seems to supply an

instance of what was sought by the Combiittce appointed last year

by the Medical and Chirurgical Society to investigate the relations

between membranous croup and diphtheria—a plastic inflammation

of the air passages apart from the ordinary features of diphtheria,

sporadic, idiopathic, sthenic, and killing by local, not by general,

disturbance.

The occurrence of the disease in an adult and in a pregnant

woman are additional points of interest.
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The case most nearly resembling this which I have been able to

find is one reported in the xxii vol. of our ' Transactions,' by the late

Dr. Murchison, as "a case of diphtheria vsrith extension of the

membrane to the bronchial tubes." There, however, the fauces

were affected, and albuminuria was present. Jan, 20th, 1880.

P.S.—From the curious condition in which the cast came into

my hands, I feared that there was little chance of histological

evidence throwing light on this case, and there was no other false

membrane found post mortem.

But after the exhibition of the specimen I succeeded, by carefully

soaking fragments of the dried-up cast until they were softened and

swollen up and then staining, in obtaining specimens which showed

unmistakably that it was composed of immense numbers of small,

granular, globular, colourless cells, which showed all the characters

of leucocytes ; with them were mingled short interlacing fibres, not

numerous enough to form a network. There were no blood-discs

or epithelial cells. A vertical section showed the same characters

throughout, except that the exudation cells appeared even more

numerous, and the stroma less abundant and more homogeneous.

The cells had all the same rounded shape, small size, relatively

larger nuclei, and good power of staining with logwood ; they were

most numerous on the surface of the membrane, which was com-

posed of nothing else. Scattered through the field of the micro-

scope in the needle preparations, and surrounding the edges of the

thin horizontal flakes torn off" from the membrane, were a multitude

of glistening, oval or rod-shaped bacteria. April 21st, 1880.

2. Cases of ?iecrosis of the cartilages of the larynx in smallpox

and enteric fever.

By Feedeeic S. Eve.

I. Case of necrosis of a portion of the cricoid and of the arytcenoid

cartilages during convalescencefrom smallpox.

I
AM indebted to Mr. Strugnall, Medical Officer of the Highgate

Smallpox Hospital, for the clinical notes of this case. He
3
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kindly presented the specimen to the museum of St. Bartholomew's

Hospital.

Hugh S— , £Bt. 26, a gardener, was admitted to the Highgate

Smallpox Hospital, with a severe attack of unmodified confluent

smallpox.

He had always heen a steady, healthy man. There was no

history of syphilis.

His illness followed the usual course until shortly after the sub-

sidence of the secondary fever, when laryngeal symptoms appeared.

On the twenty-fourth day of the attack (May 21st), Mr. Strugnall

made the following note :

—

For the last three days the patient has suffered from laryngeal

symptoms. His breathing has gradually been getting worse. This

morning the face is rather dusky, and the supra-clavicular spaces

are in-drawn on inspiration. Temp. 102"4°, pulse 128.

At about 8 p.m., as the breathing was clearly getting more

laboured, tracheotomy was performed. There was some little diffi-

culty in the operation, owing to engorgement of the veins. Chloro-

form was not used.

The patient was much relieved by the operation.

The following day (May 22nd), 11 a.m., pulse 152, stronger,

temp, 103"3°, resp. 48. Restless and delirious during night, at

times dusky. No hsemorrhage. He is quieter, but not quite

rational, this morning.

9 p.m.—Pulse 140, temp. 1038°, resp. 60. Still wandering;

slight subsultus at times. He takes nourishment well.

About 11 p.m. he became markedly worse. Breathing much

more laboured, with delirium and restlessness.

He died at 8 a.m. on the following morning, thirty-six hours

after the operation.

The larynx presented the following appearances :—The arytaeno-

epiglottidean folds were swollen, and their edges turned inwards.

The epiglottis was also swollen. The mucous membrane of the

larynx and trachea was injected.

Two small, oval, symmetrical, ulcerated apertures were seen

immediately behind the posterior attachments of the vocal chords.

They led into cavities, containing pus, and formed by the sepai*ated

perichondrium, within which the necrosed aryta^noid cartilages lay.

A considerable extent of the upper margin and posterior surface

of the cricoid cartilage around the crico-arytienoid articulation was
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also necrosed, and laid bare by the separation of the infiltrated and

discoloured perichondrium. The crico-arytaenoid articulation was

destroyed. The specimen is preserved in the museum of St. Bar-

tholomew's Hospital.^

II. Two eases of necrosis of the arytcenoid cartilages in typhoidfever.

Case 1.—Albert G— , set. 36, was admitted into St. Bartholo-

mew's Hospital, under the care of Dr. Southey, May 23rd, 1S79,

with typhoid fever.

He had been ill ten days before admission. During the early

period of the fever he had frequent melsena and on one occasion

slighb hismoptysig ; otherwise the disease followed the usual course.

The temperature did not rise above 103 6°.

June 8th, the 26th day.—The temperature was normal, and con-

tinued so for a fortnight, but the emaciation still progressed.

21st, the 39th day. — The temp, rose again to 101'2° in the

evening, and continued steadily rising until it reached 103° on the

27th inst. He was delirious at night. Yery prostrate, with a dry

brown tongue. Had a bed sore.

26th.—The motions were of a clayey-brown colour.

The exhaustion continued, and he died July 5th, the 53rd day

of his illness.

No laryngeal symptoms were observed.

Post-mortem examination.—Lungs oedematous. Intestines :—in

the upper part of the lower half of the ileum were numerous

partially healed ulcers, and near the ileo-caecal valve were several

large and very deep ulcers ; of these, one rested on the muscular

coat, another on the peritoneum.

Immediately behind the posterior attachments of each vocal cord

was an oval ulcerated aperture, leading into a cavity formed by the

separated perichondrium, and containing the necrosed arytsenoid

cartilage, bathed in pus. Immediately beneath the aperture de-

scribed on the left side, a prominent portion of the arytsenoid car-

tilage projected through the thinned mucous membrane.

The larynx presented no other abnormal appearances.

The specimen is preserved in the museum - of St. Bartholomew's

Hospital.

Case 2.—I have to thank Dr. Church for his kindness in

^ Series xxv, No. 51. ' Ibid., No. 52.
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allowing me to bring forward this case, and also for tbe use of his

clinical notes.

Eliza I— , set. 27, was admitted into Elizabeth Ward, July 28th,

1876.

History.—Five weeks ago she felt out of sorts, but was able to

do her work until a week before admission, when she had to take

to her bed, complaining of headache and sickness ; has been sick

every day during the last week ; had some looseness of the bowels

on the day before admission.

On admission there were numerous typhoid spots on the abdo-

men, but no iliac tenderness existed. Pulse 130, resp. 16, tem-

perature 103-6° Eahr. ; at 10 p.m., 104!-2°.

She went on fairly well until August 2nd, when the temperature

rose to 105°; pulse 148, resp, 44; at 4 p.m., the temperature had

risen to 108°. She was then placed in a bath at 95°, which was

cooled to 75°, and kept in it for twenty minutes ; by that time th^

temperature in the mouth had fallen to 1004°.

Between 4 o'clock, p.m. on August 2nd, and the same hour on

August 4th, she had five baths, which were administered on account

of repeated rises of temperature as high as 104° to 105°.

Although from this time there was a little cough, no pulmonary

affection was discovered, and there was no complaint of sore throat.

She appeared to progress fairly well until August 11th, when

huskiness of her voice was first noticed, but as no complaint of pain

about the larynx was made, little was thought of it.

On the 12th, her voice was more distinct ; she could take food

without pain, and it was not until the day preceding her death, the

13th, that she complained of pain in the throat.

Dyspnoea then came on, and death took place from exhaustion

on August 14th, seventeen days after her admission to the hospital,

and twenty-four days after that on which she took to her bed.

Post-mortem examination.—The larynx presented precisely the

same appearance as in tlie preceding case. The arytajuoid cartilages

were necrosed and lay in abscess cavities, which opened into the

larynx by two symmetrical apertures posterior to the true vocal

cords.

There was some oedema of the arytaeno-epiglottidean folds, and

the mucous membrane of the larynx was injected.

Intestines.—There were numerous well-marked ulcers in the

ca;cum and portions of ileum immediately adjoining it ; further up
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several of Pe^'er's patches were still shreddy from ulceration, aud

still higher, others appeared to have healed. The large intestine

was normal. The specimen is preserved in the Museum.^

RemarTcs.—The occurrence of necrosis of the larynx in the course

of typhoid fever is briefly mentioned by the majority of writers on
the subject. With one exception, they regard the necrosis as the

result of the extension of an ulceration down to the cartilage.

One of the latest, Liebermeister, in ' Ziemssen's Encyclopsedia,'^

states that laryngeal ulcers are commonly regarded at present as

the result of a circumscribed diphtheritic inflammation o£ the

mucous membrane, which occasionally leads to death by producing

perichondritis laryngea.

Sestier^ takes an opposite view, and believes that the necrosis is

produced by inflammation around the cartilages. He has collected

fourteen cases of laryngeal necrosis, twelve of which occurred during

convalescence from typhoid fever, one in an attack of variola following

pleuro-pneumonia, and one in glanders.

Of the twelve cases, all occurred during convalescence from

the fever; all the patients were males, whose ages ranged from

eighteen to twenty-seven.

The laryngeal symptoms appeared sometimes at the commence-

ment, at other times at an advanced period o£ convalescence, even

after the patient had been discharged from the hospital. (Edema

glottidis frequently resulted.

On account of the late occurrence of necrosis, he attributes it to

the tendency to abscess, gangrene, and necrosis, exhibited after

typhoid fever, and due to the profound debility of the conval-

escents.

The view, that necrosis of the laryngeal cartilages occurring

occasionally in typhoid fever and variola is generally due to inflam-

mation originating in the perichondrium, or possibly, in some cases,

in the submucous tissue of the larynx, and not usually to the ex-

tension of typhoid ulcers down to the cartilage, is, I think, clearly

indicated by the cases collected by Sestier, supported by the three

cases related, and various other considerations, as follows

:

In one case of typhoid the laryngeal symptoms appeared at a

late, in the other at an earlier, period of convalescence. In both

* Series xxv. No. 48.

' Vol. i, p. 166.

3 ' L'Angine Laryngee (Edemateuse,' 1852, p. 86.
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the fever was attended by special causes of exhaustion ; in one, for

some days a temperature which rose as higli as 108° Pahr. ; in the

other repeated and severe attacks of intestinal haemorrhage. The

case of smallpox was also of a very severe description.

In the three specimens described the margins of the ulcerated

apertures were undermined and slightly ragged, as if produced from

within outward, and not by ulceration from the surface extending

inwards.

In none of the twelve cases collected by Sestier was there ulcera-

tion at any other part of the larynx, and in this respect the three

cases related also agree with his.

The ordinary typhoid ulcers of the larynx are stated to occur

during an earlier period of the fever, and are regarded as one of the

specific effects. The same, of course, may be Said of the ordinary

variolous ulcers of the larynx.

The fact that precisely similar necroses of the cartilages to those

occurring in typhoid fever are also found during convalescence from

variola, and in glanders, indicates that necrosis of the larynx is

usually not a specific result, but one of the sequelae of exhausting

zymotic and contagious diseases.

Lastly, necrosis of the cartilages of the nose has been ob-

served by M. Henri Eoger^ during convalescence from typhoid

fever.

Trousseau- has drawn attention to necrosis of the cartilages of

the larynx in typhoid fever. In the first case he mentions, the

arytsenoid cartilages were entirely destroyed, and the inferior con-

strictor muscles of the pharynx sphacelated. In the second, the

patient had suffered before the onset of typhoid fever from hoarseness

and other laryngeal symptoms ; during convalescence from the fever

his laryngeal trouble increased. An abscess formed in connection

with the sterno- and crico-thyroid muscles, and on post-mortem

examination half the cricoid cartilage on the left side was found to

have disappeared.

Freudenburger^ has lately recorded a case of perichondritis

laryngea occurring during convalescence from typhoid, and he

describes the laryngoscopic appearances. Tracheotomy was per-

formed to save the patient's life.

> ' L'Uniou Mcdicale,' p. 471, 1860.

5 ' Clinique M^dlcalc,' vol. i, p. 200.

' ' London Med. Record,' Nov. X5tb, 1879, p. 4G5.
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Other cases on record indicate that typhoid ulcers of tlie larynx

do occasionahly penetrate deeply and expose the cartilage.

For instance, in a third case mentioned by Trousseau, the

arytasnoid cartilage was found exposed, though apparently not

necrosed, at the base of a slight ulceration.

Dr. Hilton Fagge^ relates a case of deeply penetrating ulcer of

the larynx.

In another case, by Dr. Wilks,^ the arytsenoid cartilage was

exposed beneath a slough.

Necrosis of the laryngeal cartilages complicating smallpox must
be of the rarest occurrence, since it is not mentioned by Marson ;^

and Mr. Strugnall informs me that he cannot find a case in the

clinical records of the Highgate Smallpox Hospital.

Curschmann, in 'Ziemssen's Encyclopredia,'^ mentions it among
the sequelae of smallpox.

There is a precisely similar specimen^ to that described in the

museum of St. Bartholomew's Hospital. It was also taken from a

patient who died with smallpox. March, 1880.

3. Ulceration of the larynx due to congenital syphilis.

By TV. Allen Stxtege, M.D.

CHARLES B—, set. 3|, was brought to the Royal Free Hospital on
August 12th, 1879, sufferiug from great dyspnoea, evidently

due to some obstruction in the larynx or upper part of the trachea.

The breathing was stridulous ; inspiration and expiration equally

difficult ; the voice was a harsh whisper ; the face flushed and
cyanotic.

It was ascertained by subsequent inquiry that the father had
contracted syphilis about two years before marriage, and had

suffered severely from secondary symptoms, one of the manifesta-

tions having been a bad attack of laryngitis, which for three months

1 ' Trans, of Path. Soc.,' vol. xxvii, p. 41.

2 ' Trans, of Path. Soc.,' vol. xi, p. 14.

2 ' Reynolds' System of Medicine.'

* Vol. ii, p, 38.

* Series xxv, No. 10.
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prevented him from speaking louder than in a whisper. No history

of syphilis in the mother could be ascertained. She had had four

children, of whom two were still living. Of the others, one had

died at the age of 18 months of inflammation and bronchitis ; the

other was born dead at the full term. Slie had never miscarried.

The present child suffered badly from snuffles when a baby, and he

had some sores about the body, for which he was prescribed a dark-

coloured ointment, which was to be rubbed into the arm-pits at

night. He apparently got quite well under this treatment, but

when about 12 months old he had an attack in which he lost his

voice for a short time. From this he recovered completely for a

time, but six months later he again lost his voice, and had difficulty

in breathing. He had never recovered from this condition.

The bridge of the child's nose was somewhat sunken, but there

were no other signs of syphilis at the time of his admission to the

Eoyal Free Hospital.

Inunction with Unguentum Hydrargyri was ordered, and it was

especially directed that some of the ointment should be rubbed into

the skin over the larynx and trachea.

Under the treatment the breathing became much easier. It

was less noisy, and the mother said that he slept much more

comfortably than before. Previously he frequently appeared at

night to be choking, but this had become much less marked. She

was bringing him up to the hospital on March 5th, 1880, when a

violent gust of wind seemed to take away his breath, and though

she carried him into a chemist's shop close by, he was dead before

any assistance could be rendered.

Post-mortem.—The mucous membrane covering the left half of

the epiglottis and the left aryta^no-epiglottidean fold were much
swollen, the swelling being sharply defined by the median line in

front, and extending downwards to the rima glottidis. The true

and false vocal chords on both sides were extensively ulcerated, the

superior being more diseased on the left than the right side, the

inferior more so on the right than the left side. The left inferior

cord was much swollen as well as ulcerated.

Extensive ulcerations extended both upwards and downwards

from the chords. The ulceration above the cords was apparently of

older date than that below them ; it was partly cicatrized, and had

given rise to deep fissures in the mucous membrane, the fissures

being symmetrical on the two sides. Tlie ulceration below the
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chords was more superficial, but at the same time more wide-spread

than that above them. There were fewer evidences of cicatrization,

but there were two moderately deep fissures opposite the cricoid

cartilage, and just below this point there was a slight contraction

of the upper end o£ the trachea.

Projecting from the ventricle, between the true and false chords

on each side of the larynx, was a smooth, white, opaque membrane-

like structure, which nearly filled up the ventricle. A sec-

tion across one ventricle proved that these bodies were solid,

and attached to the mucous membrane at the deepest part

of the ventricle ; they appeared to be outgrowths from the

mucous membrane. There was no sign of inversion of the ven-

tricles. The outgrowths, which were quite free from any connec-

tion with the vocal chords, passed from the posterior extremity of

the ventricles to the anterior commissure of the larynx, across

which they communicated with one another by a thin narrow band,

which presented a small, regularly shaped projecting tongue of

membrane at its central part. The outgrowths appeared to be the

result of congenital malformation rather than of the disease which

had caused the ulceration and cicatrisation of other parts of the

mucous membrane. Their regular shape, bilateral symmetry, com-

munication across the median line anteriorly by a firm, well-formed

membrane, and the mode in which they were connected with the

mucous membrane, all argued in favour of the former hypothesis.

April lOth, 1880.

4. Two cases of congenital syphilis of the larynx.

By Felix Semon, M.D.

I
AM in the very unusual position, much to my own regret, of

laying before the Society two specimens of congenital syphilis

of the larynx, removed within one fortnight from the bodies of two

brothers, who, as they had shown during their short lives almost

identical manifestations of the congenital afi'ection, died within

three weeks from each other from the same acute complication of

the primary disease, viz. from acute laryngeal oedema.
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The following is a short account of the clinical features and post-

mortem appearances in their cases.

George T—, set. 5|, and Eobert T— , a)t. 3^, came under my care

in the out-patient department in July, 1879. Their father, seven

years and a half ago, suftered from a chancre and suppurating

bubo, followed six months later by a secondary skin affection. He
was treated by internal remedies, and no symptoms have since

developed in his case. He married a year after the primary infec-

tion. His wife, who had been always healthy, had first a miscar-

riage at the third month, and subsequently suffered from condylo-

mata, a coppery rash, and ulcers about the mouth. She recovered,

however, completely under treatment in St. Thomas's Hospital.

Eleven months after the abortion the elder of the two boys, who

are the subjects of this communication, was born. A few days

after his birth large condylomata were observed about the anus, and

at the end of the first month he became the subject of syphilitic

coryza and of shortness of breath, from which he always has suf-

fered since. The mother then again aborted at the fifth month.

A year and a half later the younger boy, whose larynx is also

before the Society, was born. He showed very similar symptoms to

the elder one, only in a-somewhat milder form, but with the addi-

tion o£ a coppery rash. Since then a full-time stillborn child, and

a child who only lived three days with symptoms of dyspnoea, and

died with aggravation of these, have appeared, and finally, eight

mouths ago a full-time child was born, who is at the present time

healthy. This completes the family history.

The boys were brought to me suffering from hoarseness and

marked stridulous breathing, which, however, apparently did not

trouble them much. They were both fairly healthy looking and

well developed for their respective ages. On examination tlierc

was in both cases evidence of syphilitic coryza, the septum narium

especially being much eroded and showing several small ulcers

covered with ichorous pus ; excoriations were also visible (especi-

ally in the older boy) between the nostrils and the upper lip. In

both cases the mucous membrane of the lips, hard and soft palates,

and posterior wall of the pharynx, presented irregular ulcerations

with clean cut edges, which bled easily on being touched, and there

were numerous fissures on the tongues. The uvula of the older

boy was thickened and congested.

Laryngoscopic examination was in both cases exceedingly diffi-
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cult, owing to the state of the parts and to the restlessness of the

little patients, and I may state, that I only once succeeded in get-

ting a satisfactory view of the visible parts in either case. In the

case of the elder boy, George, the epiglottis a2)peared as a mass

made up of two sausage-like bodies, applied closely to each other,

grey in colour, semitransparent, and tense, and here and there super-

ficially ulcerated. As the arytoBuo-epiglottidean folds also showed a

similar change, the view into the larynx was completely obstructed.

Only this much was made out, that the upper aperture of the

larynx was narrowed to an extreme degree. Thus this stenosis

accounted satisfactorily for the stridor, but at the same time no
satisfactory explanation could be arrived at for the strangely deep,

rough, and hoarse voice of the child, on account of the impossibility

of examining the lower parts of the larynx. The laryngoscopic

appearances in the case of the second child were very much like

those described in his brothers' case ; the epiglottis was similarly

curled up, though not so thick as in the first case ; the arytasno-epi-

glottidean, and especially the inter-arytsenoid folds, were much
swollen ; the view into the larynx completely obstructed.

In the first case a slight increase in the liver dulness and some
redness about the anus were noticed as the only bodily symptoms

;

in both cases percussion was normal over the chest ; the results of

auscultation could not be made use of, the noisy laryngeal stridor

being conveyed to the upper parts of the lungs and completely

masking the breath sounds.

In the second case there was marked swelling of the cervical

lymphatic glands, and several round ulcers coming and going on
the forearms.

The treatment consisted in the use of mercury and iodide of

potassium, with immediate improvement of almost all the symptoms
in both cases ; but the person who brought the children was very

irregular in her attendance. I could not get to see the mother or

father, nor were they told (as I afterwards made out) of my wish

to take the boys into the hospital, where I could have used more
regular and efficient treatment. Thus, changes for the better and

for the worse followed each other constantly. I saw the children

on the 10th of November, 1879, when not much change was to be

noticed ; on the 16th of December, when I saw them next, my
notes say that the elder boy was much better, the stridor being

much diminished ; but it was impossible to make a good laryngo-
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scopic investigation. On the 5tb of January, when the elder boy

alone was brought and seen for the next and last time, the stridor

was worse, but not alarming; the iodide was increased to five grains

three times a day, and the Liq. Hydrarg. to six minims. I have

since been told by the parents, that on the 7th he was worse, on

the 8th there was increased dyspnoea ; on the 9th a doctor was

called in, who said the child was suffering from bronchitis and was

evidently sinking, and on the morning of the 10th the boy died

with symptoms o£ dyspnoea.

With much difficulty I got leave to remove the larynx, but a

thorough examination of the body was refused. The specimen is

on the table before you, and the following is a short description

of it:

The tongue is fissured, and there are numerous small ulcers at

its base and on the glosso-epiglottidean ligaments. The epiglottis

is curled up in the way described above.

The entire larynx shows a general hyperplastic change, and is at

the same time superficially ulcerated, especially its anterior wall.

The hyperplastic change is especially marked in the epiglottis,

the arytseno-epiglottidean folds, and in the inter-aryta^noid fold.

There is at the same time acute oedema of the epiglottis and arytseno-

epiglottidean folds.

In consequence, therefore, of the chronic thickening and of the

acute oedema, the opening into the larynx is so narrowed as

scarcely to admit the tip of a lead pencil.

The vocal cords and ventricular bands especially are destroyed

by ragged ulcerations.

The trachea shows small superficial fresh ulcers and numerous

scars of old ones, but no stricture.

The diagnosis I offer in this case is : Congenital hyperplastic

syphilis of the larynx, with acute oedema of the epiglottis and arytano-

epiglottidean folds.

It was only after the death of this boy that I could get the

parents to realise the serious nature of the affection in the younger

boy. He was brought to my house by his mother on Monday,
January 24tb, when his state seemed to be much the same as on

December 16th, when I had last seen him. A regular inunction

treatment, after Zeissl's plan, was instituted, and minute written

instructions were given as to its management. He was to see me
again on Monday, February 2nd. On Friday night, however, the
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father came to fetch me, as the boy had shown ou the previous

evening almost the same symptoms of dyspnosa as his late brother,

only both more severe and more rapidly increasing. When I

arrived at the house I found the boy with considerable dyspnoea.

There was loud stridor, the face was flushed, the lips slightly

cyanotic, pulse and respiration much hurried, the chest-walls and

the epigastrium much drawn inwards. The child was at once

removed to the hospital, and crico-tracheotomy performed, but

it sank immediately after the operation, in spite of long- continued

efi'orts at artificial respiration.

As in the former case, I was only permitted to take out the

larynx, which was done shortly after death. The specimen ia an

interesting variation of the first ; whilst in the former the obstruc-

tion concerned nearly exclusively the upper aperture of the larynx,

in this instance the middle compartment of the larynx is pre-

eminently occluded. I have cut the crico-thyroid membrane hori-

zontally on both sides, but not opened the middle compartment at

all, in order to show the parts in situ. It will be seen that the

lumen of the larynx is completely occluded between the ventricular

bands above and the lower edge of the thyroid cartilage below, in

onsequeuce of intense acute oedematous infiltration of the ventri-

cular bauds, vocal chords, and internal thyro-arytsenoid muscles, and

still more of the inter-arytsenoid folds. The aryteeno-epiglottidean

folds are less infiltrated, and the epiglottis itself has nearly entirely

escaped. Besides, there is marked oedema of the posterior wall of

the cricoid cartilage. In this case, as well as in the former, there

are numerous shallow ulcerations of the mucous membrane in the

interior of the larynx, but on the whole the clironic changes are

much less, the acute ones much more developed than in the former.

Diagnosis.— Congenital ulcerative sypMlitic laryngitis, loith some

hyperplasia and intense acute oedema of the inter-arytcenoid fold, ven-

tricular bands, vocal chords, and internal crico-arytosnoid muscles.

Remarks.—The interest of these cases seems to lie in the follow-

ing facts

:

1. Deep lesions of the larynx in cases of congenital syphilis are

very rare, though a simple laryngeal catarrh frequently accompanies

congenital syphilis. Eauchfuss says, in his excellent treatise on
' Congenital Syphilis of the Larynx and Trachea,'^ that, on the

whole, observations on the eff"ects of congenital syphilis in the

' Gerhardt, ' Handbucb der Kiuderkraukheiten,' vo 1. iii, zweite Autlage, p. 252.
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larynx aud trachea are yet too few to warrant us in drawing any

definite conclusioDs. As hia very complete references extend down

to 1878, I think these cases are worthy of record.

2. The interest of these cases is certainly enhanced by the fact

that, deeper laryngeal affections in congenital syphilis being evi-

dently so rare, in this family two certainly, if not three, children

suffered and perished from this rare form of manifestation of the

disease.

3. The most important featui'e, however, seems to be the fact

of the congenital syphilis manifesting itself (especially in the case

of the older boy) iu the form of hyperj)lasia. As a rule, deeper

syphilitic lesions of the larynx occur either in the form of extensive

ulceration, with subsequent cicatrization and stenosis, or in the form

of deep ulceration with following perichondritis, caries and necrosis

of the cartilages, or finally, in the form of gummatous deposits.

The hyperplastic thickening, however, seen especially in the case of

the older boy, is rare in adults, and not yet described to my know-

ledge in the case of children.

4. Acute oedema as a complication of syphilis of the laryux is

by no means rare, but it is certainly remarkable that this afiection

should have occasioned in this instance the death of both the

children within so short a time. "Whether the general domestic

and sanitary arrangements played any part in the production of

this complication, I am unable to say.

5. Although I cannot establish the absence of an acute bron-

chitis, as pronounced in the first case, yet I think that a single

look at this specimen shows that the child's death was due to this

oedema. Possibly in this iustance tracheotomy at the onset of the

acute symptoms might have saved the child's life.

Fehriiari/ 3rfZ, 1880.

5. Laryngitis in congenital syphilis.

By TnoMAs Bahlow, M.D.

fT^nis specimen showed, when fresh, the following characters:

—

JL Some oedema of the aryt.Tno-epiglottidean folds, slight erosion

of the mucous membrane of the larynx above the false chords and
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below the true chords, fiuall}'', some scanty, thin, closely adherent

lamiuoe of false membrane in the ventricles and below the true

chords.

Other lesions found were a greatly enlarged spleen, showing

thickening of capsule, and under the microscope somewhat enlarged

Malpighian bodies, which in the centre had undergone fibroid trans-

formation ; an enlarged liver with extensive interlobular infiltra-

tion of fibro-nuclear growth ; an enlarged heart with some thicken-

ing of the endocardium and fibroid change in the walls, but no

gumma and no valvular disease.

The specimen was taken from a female child, who was eleven

months old when she died, and whom I had had under observation at

various intervals from when she was four months old. The child was

brought as a living specimen to the Society in January, 1877, on

account of her spleen and heart, and a note of her case will

be found in vol. xxviii, p. 353, of the 'Transactions.' I will

refer now to her laryngeal symptoms. It was first noticed that

her voice was altered when she was five months old. It was

simply rather weak and hoarse, and this was most manifest when
she cried. She had at times a rather hoarse cough, but she had never,

when I saw her, any recession of chest walls or laryngeal dyspnoea.

Her laryngeal condition varied a great deal. On one or two occasions

I have a note that the child cried well, but she kept getting relapses,

perhaps catarrhal, which made her repeatedly hoarse. Mercury

appeared to do her more good than iodide of potassium, but she

never fairly got over her cachexia.

She lived at Enfield, and had not been brought for several weeks

when one day her mother came to inform me that the child had

died suddenly, after three or four days' illness, with difiiculty of

breathing.

I presume, from the history and the specimen, that the child's

death was due to the supervention of membranous inflammation

(whether diphtheritic or not I cannot tell) upon a chronic laryn-

gitis. It ought to be mentioned that there were was no implication

of the pharynx and no enlargement of glands.

RemarTcs.—I have brought this specimen (which has been in my
possession more than two years) as a rider to Dr. Semen's cases

shown a few weeks ago, and in which the changes were more ex-

tensive and better marked than in this. I do not think this disease

is so rare as the scanty reference to it in the medical literature to
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which Dr. Semon referred might lead one to suppose. This is the

only specimen which I have obtained post mortem, but I think the

following clinical sequence is not uncommon :—Amongst the early-

manifestations in extreme cases of inherited syphilis a weak cry is

very frequent. As the child recovers, this symptom may quite dis-

appear, but in a certain number of cases the voice remains altered

in quality for several months. Sometimes, although the child is

nearly well in other respects, he is almost voiceless. The dyspnoea

may be slight in amount, or nil, but there is a liability to sudden

attacks in which tracheotomy seems almost indicated, but where

steam and mercurial inunction will effect wonders if promptly and

effectively applied. The cases which I have seen have been too

young for laryngoscopy, but I presume that there may be such a

condition as existed in the present instance, viz.—a chronic smoulder-

ing laryngitis, or at least an unstable damaged mucous membrane,

ready to inflame and swell on the slightest provocation, and

perhaps easily receptive of diphtheritic poison ; or otherwise stated,

prone to take on membranous inflammation.

I may mention that in the last edition of Bumstead's book on
' Syphilis', edited by Dr. Taylor, there are references to hitherto un-

published cases of congenital syphilis of the larynx, and that an

American physician, Dr. John Mackenzie, has informed me of his

possessing notes of a large number of cases of congenital syphilis

in which, during life, he had been able to establish the existence of

extensive changes in the larynx. April Gth, 1880,

I

6. Atelectasis oflu7igs toith emphysematous cyst ; cofigenital

heart disease.

By Thomas Baelow, M.D.

LILIAN AV— , a female child, ict. 3 months, was brought to the

Children's Hospital, Great Oruiond Street, in July, 1879.

Her parents were both weakly. She was the only child. The

mother said she had cried well at her birth, and nothing special had

been noticed about her then. She was brought because she did not

make flesh, and bad a cough.
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"When seen the breathing was not at all laboured ; there was no

wheezing and no blueness. The chest was rounded in front and

symmetrical, with a little drawing in at the ensiform and below it.

Nothing remarkable was heard on ausculting the lungs, but the

heart sounds were found much more audible on the right than on

the left side of the sternum, and some impulse was felt to the right,

whilst there was none to the left, and the cardiac dulness was some-

what masked to the left.

The liver was evidently on the right side, and for this reason it was

considered that the situation of the heart was not due to transposi-

tion of viscera, but to some contraction of lung. The child was

small and feeble, and died in ten days after it was brought.

At the post-mortem examination it was found that the heart lay

mostly to the right of the middle line, and that the right lung and

the lower lobe of the left lung were in a state of atelectasis.

Occupying most of the space exposed by the usual incision

through the costal cartilages on the two sides was the greater part

of the left upper lobe, which was emphysematous to an extreme

degree. The tongue-like process at the anterior base of the left

upper lobe was, however, collapsed. Just above this process, and

corresponding with the anterior axillary line, was a cyst, as big as a

Spanish chestnut. It contained air, and had a smooth continuous

lining throughout, without any trabeculae. The peripheral part of

the wall of the cyst, although exceedingly thin, was found to be

composed of condensed lung alveoli. Thus, the cyst was quite un-

like a large subpleural emphysematous bulla. To the naked eye

it was, indeed, much like a retention cyst in a glandular organ.

No communication with bronchi could be detected.

From the extreme smoothness of the wall and the absence of any

inflammatory material—although, I presume, formed after birth

—

this cyst must have taken its rise at a very early period in the infant's

life.

The heart was bifid at the apex, the conus arteriosus unduly

large, and the ductus arteriosus quite patent. The abdominal

viscera were natural. December 16th, 1879.
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7. Two cases of complete excavation of one lung, with death

in one case from exhaustion ; in the other from rupture

of an aneurysm of the pulmonary artery.

By Samuel "West, M.B.

ALFRED S— , set. 39, was admitted " urgent" into the Chest

Hospital, Victoria Park, on the supposition that he had

localised pyopneumothorax. On account of the dyspnoea paracen-

tesis was performed, with the evacuation of about eight ounces of

pus and much air, to his temporary relief.

The physical signs remained as they were, the side being coii-

tracted, slightly tympanitic to percussion ; vocal vibrations and

vocal resonance not increased ; amphoric breathing over whole 8ide>

with the bell sound on percussion with coins.

The patient was tapped two or three times, and ultimately a

valvular trocar was inserted, with the view of giving permanent

relief ; but the patient died of exhaustion a few days later.

Post mortem.—Body anaemic, though not much emaciated ; slight

oedema of both ankles and left hand.

Bight lung.—Considerably emphysematous, encroaching on left

mediastinum, at base much congested, and in part granular and

airless. On section, due to patch of recent pneumonia.

One or two hard nodules scattered throughout the upper lobe,

firm, yellow, and dry. At apex a long pear-shaped cavity with thick

walls, and lined by what appears to be a pyogenic membrane. This

cavity is clearly stationary. Several nodules, over which the pleura

is retracted, scattered throughout the lobe. The tissue is firm, pig-

mented, and containing, here and there, small yellow nodules,

which would have been called healed tubercles.

Left lung.—The pericardium drawn over to the left side ; the

pleura universally adherent and much thickened, forming the

dense walls of what is really one large cavity, formed by the excava-

tion of the whole lung. A few coarse trabccula) only are left to

mark the division between the lobes and tlie remains of the large

vessels, &c. Most of the bronchi are completely obliterated, but

some of the larger bronchi communicated with the cavity by small

orifices.
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The puncture made led, of course, directly into the cavity.

Liver, spleen, and kidneys congested.

The pericardium contains about two ounces of clear serous fluid

;

the whole posterior and left surface is considerably roughened by

recent inflammatory exudation, which in places forms easily broken-

down adhesions ; the inflammation is less marked in front over the

right ventricle and to right side. Scattered over both layers of peri-

cardium are punctate haemorrhages, most numerous where inflam-

mation is most intense, and behind, the largest being posteriorly

over the pulmonary artery.

The pericarditis is evidently due to the spreading of inflammation

from the left pleura.

Case 2.—John H— , set. 38, was admitted into the Chest Hospital,

at Victoria Park, for cough and dyspnoea. He dated his illness from

two years back, when he was attacked by cough, shortness of breath,

and pains in the chest ; never laid up entirely at any time. The

cough had been worst during the winter, when he had had a little

streaky haemoptysis. Had lost flesh a little lately, but had never

suffered from sleep sweats. His father and two brothers died from

phthisis, and one brother was living, but was weak at the chest.

Physical examination showed slight contraction of the left side,

which was impaired to percussion; the vocal vibrations were absent

in front and at the side, but feebly felt behind. Amphoric resonance

at the apex on coughing, and bell-sound here with coins.

After he had been in the hospital five weeks, and had improved

considerably, he was suddenly seized with haemoptysis, and expecto-

rated about a pint of blood daily for six days, and on the seventh

had a fresh and more profuse attack, in which he died suddenly.

Post mortem.—Thin, but not emaciated ; rigor mortis well marked
j

left side contracted ; pericardium displaced to left.

Right lung extends (opposite fourth rib) nearly two inches to^

left of middle line of sternum.

Lung considerably emphysematous and oedematous, but beyond

one or two small nodules here and there, probably around the

bronchi, no change noticeable.

Left pleural cavity completely obliterated, the two layers united,

forming the thick wall of one large cavity produced by the complete

excavation of the whole of one lung, a few coarse ridges only remain-

ing over the course of the great vessels at the root of the lung.
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Upon the largest of one of these ridges is a hemispherical egg-cup.

like swelling, about the size of half a cherry (half an iuch in diameter).

On looking into it a longitudinal slit, about three eighths of an inch

long, is seen. This is an opening leading directly into one of the

main branches of the pulmonary artery. The other half of this

aneurysm has been torn away by the force of the blood, and can

only be traced by some irregular remains upon the distal portions

of the artery. The division of the aneurism is as sharp as if it had

been cut with a knife.

The walls of the cavity present the ordinary appearance of a

chronic pulmonary cavity. No other changes of importance in the

other viscera.

Cavities of large size in the lungs are not altogether rare, but

they do not commonly extend beyond the confines of one lobe ; it

may be the upper, which is the more usual seat, I believe, or the

lower. Such excavation as is seen in the two preparations exhibited

is of the greatest rarity ; so much so, that in many works on phthisis

no mention is even made of them. There are no recorded cases of

the kind in the 'Transactions' of this Society, nor is there any

descriptions of such preparations in the ' Catalogue of the Museum
of the Eoyal College of Surgeons.' The only account of a similar

case, I have succeeded in finding, is in Eokitansky's ' Pathology'

(vol. iii, p. 95). The preparation was taken from a woman, sat. 32.

The excavation had involved the upper lobe and part of the lower

lobe, death resulting from rupture of an aneurysm of the pulmonary

artery, a piece of which was completely torn away, as in the second

of these cases.

I have also at the present time under my care a patient in whom,
I believe, from the physical signs, the same condition of parts

exists.

The feature of these cases which is clinically of the greatest

interest and importance is that these large excavations are so often

latent, the patients being themselves frequently quite unaware that

they are suffering from any marked disease of the chest, making no

complaint beyond, it may be, of slight winter cough and expectora-

tion, and presenting none of the ordinary constitutional signs of

phthisis ; nor is it possible frequently to get any history of illness

from them or their friends. Further, the other lung is often found

on post-mortem examination healthy, or presenting but trifling evi-

dence of disease. All these arc facts which would seem to place
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such cases of large excavation of the lung in a class by themselves,

and separate them sharply from the ordinary forms of phthisis.

May Uh, 1880.

8. Blood-casts of the bronchi.

By Samuel West, M.B.

THE specimens I bring before the Society to-night are of consider-

able pathological interest and rarity. They are blood-casts, or

casts of bronchial tubes in coagulated blood, not taken from the lungs

fost-mortem, but expectorated by a patient who is still living, more

than twelve months after the haemoptysis which produced them.

The patient was a man, set. 48, a beer bottler, who came to the

City of London Hospital for Diseases of the Chest, complaining o£

shortness of breath and pain in his left side. He stated that for

the last four months he had been losing flesh, and had occasionally,

after coughing, suflFered with streaky haemoptysis. Beyond this he

had been healthy, with the exception of a winter cough for the last

four or five years. He was one of six children, all of whom were

healthy, but his father, he said, had died of a " broken blood-

vessel."

Examination of his chest showed some slight consolidation at the

left apex, with some softening. For two months he went on fairly

well, but was then attacked by severe haemoptysis, and on examina-

tion I found that while the apex signs remained the same the base

of that side had become dull, with fine crepitation and feeble respira-

tion. I thought that the haemorrhage had come from the apex, and

that the new dulness at the base was due to the accumulation of

blood which had gravitated there. The haemorrhage ceased, and in

a short time the base had completely recovered itself. Two months

later he was seized with a similar attack of haemoptysis, and he

brought me some " lumps," which he said he had expectorated

with great difficulty, though with considerable relief to his dyspnoea.

Two days later he brought me some more, and it is these " lumps "

which I place now before the Society.

He was admitted into the hospital, and found to have again the
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same dulness at the left base, while the apex signs remained much
as before. He rapidly improved, and this dulness again cleared up.

On my last examination of him, about six months after his hemo-
ptysis, I found a slight increase of the apex mischief, but the base

was completely healthy. This is of interest, as bearing upon the

question of phthisis ex hamoptoe.

Of the four casts shown three are nearly the same in size, about

two inches long and a quarter of an inch in diameter at the thickest

part of the stem. Two of these are much branched ; the fourth cast

is very much larger, being of the size and shape of a little finger,

one and a half inches long and half-an-inch in diameter ; this is not

branched.

Both naked-eye and microscopical examination alike showed these

casts to consist of nothing but blood-coagulum.

In writing on the subject of bronchial casts^ Drs. Cheyne and

Michaelis speak of two kinds : the one croupous or fibrinous, of in-

flammatory origin, such as are common in plastic bronchitis, and

of which many specimens have been brought before the Society
;

the other, blood-casts, non-inflammatory, due to the coagulation

of blood in the bronchial tubes. These are rare, and I have not

been able to find any specimens of the kind recorded as exhibited

in the Society's 'Transactions.' Indeed, Dr. Peacock, in his

resumS of this question, in the fifth volume, denies their existence,

and states that, in his opinion, there is but one kind, fibrinous,

due always to inflammation, and that where casts look like blood-

clot this is due to the staining of the fibrinous casts by imbibition.

Dr. Cheyne, on the other kind, speaks confidently of the existence

of true blood-casts just as my specimen shows, though he affirms

that they are rare, and usually the precursor of fatal haemoptysis.^

In illustration, he quotes the case of a man who was attacked by

severe dyspnoea after haemoptysis and expectorated a blood-clot with

great relief. The next day he expectorated a similar clot, but died

very soon afterwards from uncontrollable haemoptysis.

This case is of interest, not only on account of the nature of the

cast expectorated, but from the fact that the patient is still living,

more than twelve months from the date of his haemoptysis.

February 17th, 1880.

' Cheyne, ' Pathology of the Membrane of the Larynx and Bronchi,' 1809.

* ' London Medical Record,' 1785.
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9. Epithelioma of the larynx, leading to secondary deposits in

the neighbouring lymphatic glands, and to secondary chon-

dritis and perichondritis of the left loing of the thyroid

cartilage. {Card specimen.

Y

Exhibited by Felix Semon, M.D.

TONGUE and oesophagus quite healthy. Epiglottis healthy in the

upper part, but below the cushion cancerous ulceration and
thickening is seen. The larynx on its anterior surface presents a

ragged ulcer as large as a sixpence ; at its base is an opening lead-

ing, by a fistulous communication through the substance of the left

half of the thyroid cartilage upwards into the left pharyngo-laryn-

geal sinus ; on the other hand, there is no communication between
the ulcer and the interior of the larynx proper. The interior of

the larynx showed in the fresh specimen, from the cushion of the

epiglottis downwards into the trachea, a dark greenish discolor-

ation, and was filled with green stinking pus. The entire left

lateral ala of the thyroid cartilage shows extensive cancerous
change, the mucous membrane is universally ulcerated, and the
entire thickness o£ the cartilage is increased in consequence of a
secondary perichondritic process ; the result is, that the lumen of

the larynx is a good deal narrowed. The left vocal cord and ven-
tricular band have been completely eaten away by the ulcerative

process, while the left arytsenoid cartilage is thickened and partially

ulcerated. Just above the last-named cartilage there is a large,

well-defined cancerous nodule, dipping over the edge of the endo-
laryngeal framework and involving the pharyngeal surface. The
mucous membrane of the right half of the larynx is much swollen,

but the ulceration has only extended to the anterior third of the

right vocal cord and ventricular band. Microscopically a fragment
of the growth shows a fibroid stroma, enclosing nests, which
contain numerous large round and oval cells with one or two
nuclei.

Remarks.—The specimen was removed from the body of a man,
set. 52. The disease had lasted only twelve months altogether.

The first symptoms were pain in the interior of the larynx, spread-

ing towards both ears, especially towards the left, and gradual but

1 By a recent regulation of the Society, specimens may, in order to save time
at the meetings, be exhibited if desired, without oral communication, but with a

short written description on a card. Such specimens are placed on a table in the

meeting-room for the inspection of members, and are, equally with others, subject

to criticism and discussion. In order to distinguish them they arc here printed

in somewhat closer type, and the words (card specimen) appended.
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increasing loss of voice, Five months later a tumour was noticed

just in front of the neck, which, quickly increasing, extended aboA'e

to the crico-thyroid ligament, and below reached nearly to the

supra-sternal notch. One month later a second tumour appeared on
the left side of the neck, in front of the trapezius muscle, which
increased at first quickly to the size of a walnut, and then remained
stationary. Both tumours were tender and painful. Two months
later the first formed tumour broke and quickly resulted in aa
ulcer as large as half a crown, and discharging an ichorous pus.

At the same time quickly increasing dyspnoea, pain and difficulty

in swallowing, especially oi fluid substances, and general cachexia

followed.

The patient now applied to the hospital, when, besides the

tumours mentioned and appearances above described, it was
noticed that the cervical lymphatic glands on hoth sides tvere much
enlarged. The laryngoscopic appearances were—(1) Epiglottis

healthy looking
; (2) entire posterior wall of larynx, especially on

the left side, much swollen and ulcerated ; (3) left arytsenoid car-

tilage changed into an irregular tumour and superficially ulcer-

ated
; (4) left vocal cord and ventricular band hardly to be distin-

guished
; (5) anterior commissure and anterior third of right vocal

cord also much ulcerated and disfigured
; (6) the whole of the

interior of a dirty yellowish-grey colour and constantly filled with
a white, glazy phlegm

; (7) the lumen of the larynx much reduced.

Extirpation of the larynx was at first contemplated, on account
of the increasing dyspnoea and of the impossibility of performing
tracheotomy, owing to the jDosition of the tumour in front of the

trachea. The idea was however soon given up, on account of the

secondary changes already present in the glands, and especially

because from a certain time (about one month after the patient

came under observation) the difficulty of breathing did not in-

crease, but remained stationary. The patient died, exactly twelve
months after the commencement of his disease, from exhaustion.

The case is put on record

:

1. On account of the comparative rarity of endolaryngeal cancer
in general.

2. On account of the unusually early secondary implication of
the neighbouring lymphatic glands. Most likely this was due to

the fact, that the growth on the left side spread soon beyond the
cartilaginous framework, and thus the opportunity for infection of

the glands was given to the pharyngeal lymphatics at an unusually
early period.

3. In spite of the almost certain early recurrence indicated by
the infection already present, extirpation of the larynx might have
become necessary in this case to fave the patient from imminent
suffocation, had the dyspnoea advanced pari passtl with the cachexia.

February I7lh, 18«0.
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10. Old syphilitic scars in the larynx, trachea, and hronchi;

stricture of the hronchi, leading to chronic disease in the

lungs, {Card specimen.)

Exhibited by Wm. Ewart, M.B.

THE patient, a married woman, set. 38, had suffered from a

cutaneous eruption in her childhood and presented scars of

apparently rupial origin. She had been submitted, at the age of

seventeen, to the operation of laryngotomy, for the relief of laryn-

gitis. For many years previous to her death she had suffered

from chronic bronchitis. She was admitted into St. G-eorge's

Hospital, with cough and dyspnoea, and she gradually sank under
the combined influence of renal and of pulmonary disease.

After death, additional evidence of syphilis was found in the

existence of old cicatrices of the liver, of lardaceoua disease of the

spleen, and of atheroma of the vessels.

The specimen shows nearly total destruction of the epiglottis,

considerable scarring of the larynx [where a permanent aerial

fistula has remained], a longitudinal scar, beginning an inch below
the larynx and extending into the left bronchus, and several

smaller scars in both bronchi, occurring chiefly at their divisions.

The orifice of the left bronchus was reduced to the size of a goose-

quill. Below this chief constriction the calibre of the bronchus
was very uneven ; there was also some unevenness in the calibre of

the right bronchus. The secondary changes in the lung were most
marked on the left side. The left lung was reduced to half its

normal size ; the pulmonary tissue was coarse in aspect and tough.

The divisions of the bronchi were greatly thickened and surrounded

with a zone of condensed and pigmented lung tissue. In addition,

the lower lobe was sodden and much softened, and could not bo

detached entire from its pleural connections,

February Srd, 1880.
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III. DISEASES, ETC., OE THE ORGANS OF
CIRCULATION.

] . Case of malformation of the heart, with transposition of the

aorta and pulmonary artery.

By David B. Lees, M.A., M.D.

THE heart now exhibited to the Society was taken from a male

infant, seven months old, who was under my care at the Hos-

pital for Sick Children, Great Ormond Street, during the last four

months of his life. The child had suffered from cyanosis and short-

ness of breath ever since its birth. When I first saw it I found it

intensely cyanosed in the head and upper limbs, decidedly less so in

the trunk and lower limbs. There was, however, not the least trace

of clubbing ; the fingers tapered quite naturally. The heart was

evidently large, and it was beating rapidly (168 in the minute)
;

the second sound at the base was accentuated, but there was no

bruit whatever. The chest in general was hyper-resonant, even

down to the bases of the lungs posteriorly.

This condition continued for two months. When he was five

months old a bruit became developed. It was systolic, and was best

heard at the left base of the heart and towards the left clavicle, also

behind in the upper interscapular region. Before the child's death,

however, it became much less audible, and at times seemed to have

vanished.

At the autopsy it was found that two parallel vessels arose from

the base of the heart. The vessel on the right side was connected

with the right ventricle, and proved to be the aorta ; it gave off the

coronary arteries, and, passing upwards, gave origin normally to

the innominate, left carotid, and left subclavian. It then became

narrowed, and joined the ductus arteriosus to form the descending

aorta. The vessel on the left side, taking origin from the left ven-

tricle, was the pulinonury artery. It was considerably larger than

the aorta. It divided normally into the two branches for the lungs.
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and gave oif a patent ductus arteriosus. Judging from the size of

the pulmonary artery and from the contraction of the aorta, it would

seem that the two vessels had contributed about equally to the

supply of the descending aorta. The right auricle received the

systemic veins, whilst the pulmonary veins were emptied into the

left auricle. The foramen ovale was practically closed, only a very

small oblique opening remaining. There was a considerable defi-

ciency in the septum of the ventricles, and the pulmonary artery

was so placed that its entrance was above this opening ; it had no

doubt received blood from both ventricles. The eight ventricle was

hypertrophied, its walls being as thick as those of the left. The
various valves were normally formed and placed, only the mitral

showed some slight but distinct thickenings. The effect on the

circulation must have been that the head and upper limbs received

only venous blood, whilst the trunk and lower limbs received blood

partly arterialised. The pulmonary artery and veins must have

contained almost wholly arterial blood. This peculiar circulation

seems to account for the distribution of the cyanosis, and also for

the dyspnoea, the respiratory centre in the medulla oblongata being

furnished with none but venous blood. As to the etiology of the

case, the mother stated that when about six weeks pregnant she

was bathing at Hastings with three other women, when two of them

suddenly sank, and were rescued with great difiB.culty. She was

much frightened, and was ill the same day with repeated vomiting,

followed by diarrhoea. Whether this be considered in any way

causal of the child's condition or not, it seems, at all events, certain

that a strong impression was made on the abdominal ganglia of the

mother at the time of the formation of the septa of the heart, which

embryologists assign as the sixth, seventh, and eighth weeks.

This case seems to throw light on the debated question of the

causation of cyanosis. It was at one time the received opinion that

cyanosis was due to the intermixture of venous and arterial blood,

owing to abnormal communications between the two sides of the

heart. Stille, however, showed—1st, that cyanosis may exist with-

out the intermixture of the currents of blood ; 2ndly, that there

is no just proportion between the intensity of the cyanosis and the

amount of venous blood which enters the systemic vessels ; Srdly,

that complete intermixture may take place without cyanosis being

produced ; and, 4thly, that the variations in the extent, depth, and

duration of the discoloration are inexplicable by the doctrine of the
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intermixture of the currents. He therefore falls back upon the

tlieory that cyanosis is due to congestion of the venous system, and

points out that in fifty-three cases out of sixty-two there was

obstruction or contraction of tbe pulmonary artery.

Dr. Peacock, in his well-known work on malformations of the

heart, after a careful discussion of the causation of cyanosis comes

to the same conclusion. He points out, on the one hand, that

cyanosis may occur without any communication between the two

sides of the heart, instancing especially the case of a cyanotic girl

in whom there wa"^ an abnormal partition in the right ventricle

without any other malformation, and, on tlie other hand, that

abnormal communications are often found, and those not merely

narrow, but widely open, in cases where there has been no cyanosis.

Especially remarkable are cases such as that of Valleix, where the

septum of the ventricles was so rudimentary that a complete

mixture of the two blood-currents must have occurred.

These observations appear to be decisive against the theory that

cyanosis is pathognomonic of the existence of abnormal openings in

the heart.

Are we, therefore, obliged to fall back, as Stillo and Peacock have

done, on the theory of venous congestion ? Tbe heart now
exhibited seems to be an answer to this question. In this case,

though there was intense cyanosis, there can have been no venous

congestion. The systemic blood was returned to the right auricle

and passed through a normal auriculo-ventricular opening into a

well-formed and rather hypertrophied right ventricle. From this

it had two means of exit, an aorta as large as an ordinary pul-

monary artery, and quite unobstructed, and in addition a wide

o])ening in the septum, which admitted it to probably quite one

third of a pulmonary artery as large as an ordinary aorta. The

lungs also were fully expanded. There can, therefore, have been no

venous congestion, and a proof of this is found in the fact that

there was an entire absence of clubbing.

Hence in this case the venous congestion theory breaks down.

Is there no third theoi*y which will account for all the cases?

I would suggest that cyanosis simply means deficient aeration of

blood, and that the amount of cyanosis is a measure of the amount
to which aeration of the blood has been hindered ? This is by no

means the abnormal communication theory in auother form, for one

may easily understand that oven a considerable intermixture of
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venous with arterial blood would reveal its presence if tlie whole

mass of the blood were fairly aerated, or would only cattse slight

occasional lividity when otlier difficulties to the circulation arose,

a3 has been the case in several recorded instances of widely patent

openings, &c., rudimentary septa. On the other hand, in such

cases as the one before us the circulation is perfectly free, but

aeration must have been very badly performed. The blood sup-

plied to the head and upper liraba had not passed through the

lungs at all, and some of that which passed from the right ventricle

into the pulmonary artery, and by the ductus arteriosus into the

descending aorta, must have been in the same condition.

Meantime, the aerated blood from the lungs was poured back

into the left auricle, and thence into the left ventricle," to pass

mainly into the branches of the pulmonary artery once more, being

thus chased continually through the pulmonary circulation without

much chance of improving by its admixture the general mass of

the blood.

This same theory, a deficiency in aeration, will I think explain

all cases of cyanosis. It will obviously explain all the cases in

which there has been contracted or obstructed pulmonary artery or

obstruction in the right ventricle, without abnormal communications,

that is to say, the cases which the venous congestion theory was in-

vented to explain. It is not the venous congestion pure and simple,

but the congestion of non-aiirated blood, that will account for them.

An objection might be brought that on this theory cyanosis

should exist in the cases of stenosis of the pulmonary valves in

adults, but its occasional absence here is explained by the com-

pensatory hypertrophy of the right ventricle.

This theory, I repeat, is not the intermixture theory in another

form ; indeed, in one point of view, it is quite opposed to it, for, in

Buch a case as the present, to increase intermixture of blood would

have been to improve the aeration of the whole mass, and hence to

diminish the cyanosis. That the complete intermixture takes place

in a single ventricle will matter comparatively little if each individual

blood-corpuscle has its turn of oxidation.

Out of Dr. Peacock's twenty-five cases there are only four in

which cyanosis was not present. One of these was a case of stenosed

pulmonary valves in an adult, which may not have been congenital.

Of the three others, one was a case of patent foramen ovale without

other defect ; the second had contraction of the aorta with patent
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ductus arteriosus ; whilst in the third both auricles opened into a

single ventricle, which supplied the pulmonary artery (the aorta

springing from an atrophied right ventricle).

In all these cases there can have been no obstacle to aeration,

and, accordingly, there was no cyanosis.

In one case of Dr. Peacock's the presence or absence of cyanosis

is not stated. All his other cases, twenty in number, were cyanotic,

and in all of thera there was some obstructive condition, either of

the pulmonary artery or of the right ventricle ; hence in all there

must have been imperfect aeration.

• These cases, therefore, completely support the theory above

advanced.

Cluhling of the fingers and toes is another symptom on which this

case throws light. There was an entire absence of clubbing,

although the cyanosis was intense. Is it not reasonable to connect

this fact with the absence of congestion of the venous system ?

To test this I have again analysed Dr. Peacock's twenty-five

cases. In fourteen of the twenty-five the question of clubbing is

not referred to. Out of the remaining eleven, seven are said to

have been decidedly clubbed, three slightly clubbed, and one pro-

bably not clubbed. In all the eleven there was obstruction on the

right side of the heart ; but whereas in all the seven clubbed cases

the foramen ovale was closed, in all the four cases slightly or not at

all clubbed the foramen ovale was open. This seems to indicate

pretty clearly that the clubbing is due to congestion of the systemic

veins in cases where the foramen ovale is closed, but that where

that passage is open the congestion is so much relieved that clubbing

does not result.

I will only add a reference, by way of confirmation, to Dr. Pye-

Smith's case of " Transposition of the Aorta and Pulmonary

Artery," recorded in a previous volume of the * Transactions,' (vol.

xxiii, p. 80), which much resembles my case, and in which also there

was cyanosis, but no clubbing, and to one reported by Dr. Crocker

last year, in which, again, there was cyanosis without clubbing, and

in which there was found tricuspid atresia, but the foramen ovale

was widely open.

I submit that it is thus fairly demonstrated that cyanosis is due

to defective aeration, and that clubbing is due to systemic venous

congestion.

January 20M, 1880.





DESCEIPTION OF PLATE I.

Plate 1 illustrates Dr. Stephen Mackenzie's Two Cases of Con-

genital Malformation of the Heart. (Page 63.)

Fig. 1.—Case 1

:

a. Pulmonary artery.

b. Probe iu supernumerary (right) ventricle, projecting from imperfect

septum between right and middle ventricles, and passing into pulmonary

artery.

c. Middle (ordinary right) ventricle given off.

d. Aorta.

e. Left ventricle. The probe passes from left to middle ventricle,

through imperfect septum.

/. Superior vena cava emptying itself into left auricle.

Fig. 2.—Case 2 :

a. Right ventricle, communicating with middle ventricle and giving off

aorta.

I. Middle ventricle, giving off pulmonary artery.

0. Probe passing from left ventricle, through imperfect left septum,

into middle ventricle ; and then by imperfect right septum into right

ventricle.

d. Superior aorta.

e. Pulmonary artery.

f. Ductus arteriosus, uniting with pulmonary artery to form descending

aorta.
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2. Two cases of congenital malformation of the heart.

By Stephen Mackenzie, M.D.

[With Plate I.]

Case 1. Contraction ofpulmonary artery, wMcTi Jiad only two valves

;

supernumerary septum in right ventricle; imperfect septum ven-

triculorum ; obliteration of right, and persistence of left superior,

vena cava ; foramen ovale closed.

EL. H— , female, set. 2| the second child of its parents. The

• mother suffered from the deformity produced by old hip-

joint disease. Tbe child was stated to have been blue from birth,

and throughout her lifetime suffered from frequent convulsive

seizures. During these fits and in attacks of coughing she became

exceedingly cyanotic. The patient first came under the notice of

the late Dr. Woodman, who, on my succeeding him as physician to

the London Dispensary, pointed my attention to tbe case as one of

congenital heart disease. The child remained under my observation

for about a couple of months, and was at all times markedly cyanotic,

but when she cried the face and nails became almost black. The end of

the fingers were clubbed. The heart's apex-beat in nearly its normal

position. There was always a systolic murmur heard all over the

cardiac area. Por about one week before its death the abdomen

became large, and the legs and hands oedematous. The patient died

in a convulsion on March 11th, 1875.

The necropsy was made the following day. On opening tbe

thorax and slitting up the pericardium the greater part of the heart

visible was the apparent right (middle) ventricle.

The interventricular septum and a small part of the left ventricle

could also be seen, and an arterial and venous trunk arising from

the base. On removal a more detailed examination showed that the

heart possessed two auricles and apparently three ventricles, and

that some of the systemic veins emptied themselves into the left

auricle. To describe the individual parts more fully :

The right auricle has a well-formed appendix. The foramen

ovale appeared closed, but a slit-like opening exists in the septum

by which the right auricle communicates with the left ; it appears

accidental. The right auricle has thi'ee openings.
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1. The opening of a vertical venous trunk, which passes behind

the aorta and opens in front of the auricular appendix.

2. The opening of the inferior vena cava in its usual position.

3. The right auriculo-ventricular opening.

Left auricle.—Appendix well formed. There are five openings

:

1, 2, 3. Openings of pulmonary veins.

4. A large thin-walled vessel, the superior vena cava, formed by

the union of the right and left brachio-cephalic trunks, opening into

the left auricle just behind the auricular appendix.

5. Left auriculo-ventricular orifice.

There is an appearance of three ventricles, the usual right

(middle) having a portion partitioned off. These may, for con-

venience, be designated right, middle, and left ventricles.

Right ventricle, being small, not entering into the formation of

the apex, and not communicating with the right auricle. The right

ventricle has small papillary muscles of its own. It has two

openings

:

1. An opening into the middle (usual right) ventricle, by means

of a very imperfect septum, partly muscular, partly tendinous.

2. The opening of a small arterial trunk—the pulmonary artery

—guarded by two semilunar valves.

Middle ventricle (ordinary right) thick, fleshy, with well-marked

papillary muscles, and a moderating band. It presents four

openings.

1. night auricular-ventriculo orifice, guarded by a tricuspid valve.

2. Large arterial trunk (aorta), guarded by the well-formed

semilunar valves.

3. An opening, the size of the end of the little finger, in the

septum separating this cavity from the left ventricle.

4. An opening, a quarter of an inch in diameter, in the very

imperfect septum separating this cavity from the right ventricle.

Left ventricle, about the same size and thickness as middle

ventricle ; walls fleshy, musculi papillares well marked. It has two

openings :

1. Left auriculo-ventricular orifice, guarded by a biscupid (mitral)

valve.

2. Opening in imperfect septum, by which the cavity communi-

cates with middle ventricle.

Vessels in connection with the heart

:

1. Very large aorta, with three well-marked semilunar valves,
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and two sinuses of Valsalva. It originates from the middle ventricle,

and communication from the left ventricle can only take place

through the defective left septum. It divides at the usual points

into innominate and left carotid and subclavian arteries.

2. A^ery small pulmonary artery, coming off from right (super-

numerary) ventricle, guarded by two small semilunar valves, and

dividing above into right and left branches.

3. A single vertical thin-walled vein, formed by the junction of

several branches opening into right auricle.

4. Inferior vena cava, pursuing its usual course and terminating in

its usual position.

5. Large venous trunk, formed by the union of the right and left

brachio-cephalic veins, constituting a superior vena cava, emptying

itself into the left instead of into the right auricle.

The relations of the parts at the roots of the lungs were as follows

:

JRight roof.—Erom above downwards : bronchus, artery, vein.

From before backwards : artery, bronchus, vein.

Left root.—Erom above downwards, and from before backwards :

artery, bronchus, vein.

No abnormalities existed in other parts of the body.

The course of the circulation must have been most irregular. The
right auricle received the blood from the lower half of the body, the

portal blood, and some blood from the upper half of the body. Erom
the right auricle the blood would pass into the middle ventricle

where it would mingle with the mixed venous and arterialised blood

coming from the left auricle, and be distributed through the aorta

to the systemic arteries ; a small portion of this blood would pass

through the imperfect septum between the middle and right ven-

tricle, and be distributed through the pulmonary artery to the

lungs. The blood received by the left auricle would be mixed, con-

sisting of the venous blood of the irregular superior vena cava and

the arterialised blood of the pulmonary veins ; it would pass into the

left ventricle, and fi'om thence through the imperfect ventricular sep-

tum into the middle ventricle, and be distributed by the aorta; a small

portion of this blood might reach the right ventricle through the im-

perfect right septum. The right ventricle could only receive blood

from the middle, and through this, indirectly from the left ventricle,

the blood would pass from it into the pulmonary artery and return

by the pulmonary veins to the left auricle. It is thus clear that all

the circulating blood must have been of a very mixed character.

5
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Case 2.

—

Supernumerary ventricle, or supernumerary septum in the

right ventricle ; imperfect septum ventricidorum ; a superior

aorta given off from supernumerary ventricle ; descending aorta

formed by pulmonary artery after receiviiig the ductus arteriosus

from the superior aorta ; patent foramen ovale and ductus

arteriosus.

E. L—, set. 39, was the fourth child of a family of uine. The

details of the family history presented no points of importance.

Prom her earliest recollection she had been blue. As a child she

had played and run about as well as her companions, but sometimes

she would get out of breath. She grew up to womanhood strong

and healthy, suffering a little occasionally, however, from palj)ita-

tion. The catamenia did not appear until she was twenty years of

age, and she had no menstrual flux the last five years of her life.

About 1868-69 she had typhoid fever, with which she was in bed

three months. She was never quite well afterwards. In 1870-71

she was an in-patient at the London Hospital for dropsy, and after

that was subject to swelling of the feet and legs on standing much.

She had worked hard and often lived badly. In 1875 she had what

appeared to be an epileptiform seizure, the only one she ever had-

In March, 1S75, she was admitted into the London Hospital under

my care.

She was then thirty-nine years of age. Her body was stunted,

and her weight only sis stone. She was extremely cyanotic, and

the ends of the fingers were markedly clubbed. Her chest was

somewhat deformed, there being a projection of the upper and a

depression of the lower part of the sternum. The chief cardiac

impulse was felt between the xiphoid cartilage and the left margin

of ribs. A very long and distinct presystolic thrill was felt between

the left margin of sternum and left axillary line, and at its conclusion

there was a circumscribed and forcible impulse in the fifth and sixth

left interspaces immediately external to the nipple. Simultaneously

with the presystolic thrill (as timed by carotid pulse) there was

recession of the fifth, sixth, seventh, and eighth left intercostal

spaces. In the eighth and ninth left interspaces, one inch to the

left of the axillary line, there was a well-marked impulse alternating

tritli retraction of the skin. About raidstemum was a harsh, blow-

ing, double murmur. There was also a superficial grating double

sound, GTidently pericardial. The patient was relieved for a time
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by treatment, but gradually sank with the usual signs of cardiac

failure, the cyanosis deepening as she became worse.

Necropsy, made hy Mr. McCarthy and Dr. Stephen Mackenzie.—
Pericardium extremely congested and everywhere adherent

;

mediastinal glands enlarged ; veins of neck much gorged, and their

walls thickened.

Heart, examined in situ, very large. The apex projected con-

siderably to the left. A single arterial trunk was seen to come off

from the heart, which divided above into innominate, left carotid,

and left subclavian arteries. On cutting off the apex of the heart,

the cavities o£ the seeming right and left ventricles were exposed,

and were found to communicate by an opening in the septum,

which would admit a finger. To the right of the seeming rio-ht

ventricle was a small cavity communicating with it, and giving off"

the arterial trunk.

On removing the heart and examining it more carefully, the

following were the conditions observed

:

Eight auricle large and thin walled ; the inter-auricular septum
very thin. Foramen ovale widely patent, admitting an adult finger

with ease. Annulus ovalis perforated by minute orifices in three

or four places. Eustachian valve well developed, but very thin.

Coronary valve normal ; appendix well formed. The right auriculo-

ventricular orifice, guarded by well-formed and competent valves,

opened into the middle (seeming) right ventricle.

Left auricle large and its walls thin, but slightly thicker than

those of right auricle. It presented the openings of the pulmonary
veins, the patent foramen ovale, and the left auriculo-ventricular

orifice.

There were three ventricles, right, middle (apparent right), and
left.

Biyhf ventricle.—Not one third the size of the other two ventri-

cles. It lay in front of the right segment of tricuspid valve. It

did not enter into the formation of the apex. It had papillary

muscles continuous with those of the middle ventricle. It pre-

sented two openings :

1. One by which it communicated with the middle ventricle, and
through this with the left ventricle.

2. The opening of an arterial trunk (ascending aorta) guarded
by semilunar valves.

Middle ve?itricle (ordinary right ventricle).—"U^alls of about
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equal thickness and cavity of nearly equal size with those of the

left ventricle. It presented four openings :

1. Eight auriculo -ventricular orifice guarded by tricuspid valve.

2. The orifice of a large thin-walled vessel with semilunar valves

(pulmonary artery).

3. Opening in imperfect left septum, by which it communicated

with left ventricle.

4. Opening in very imperfect right septum, by which it communi-

cated with right ventricle.

Left ventricle.—Formed, with the middle ventricle, the apex. It

presented two openings

:

1. Left auriculo-ventricular orifice guarded by bicuspid (mitral)

valve.

2. Opening in defective septum, by which it communicated with

the middle, and through this, probably, with the right ventricle.

Trunks given off from the heart

:

1. Pulmonary artery.—Large trunk given off from middle (usual

right) ventricle. Its walls exceedingly thin, and its entrance

guarded by three very attenuated semilunar valves of large size.

It first received a communicating branch from the aorta (ductus

arteriosus), about the size of a goose-quill, then gave ofi" right and

left pulmonary branches (not represented in the drawing), and

finally, was continued to form thoracic and abdominal aorta. The

pulmonary artery formed a complete arch, passing from before

backwards, and from right to left.

2. Superior aorta.—A trunk half the size of the preceding, given

off from the right ventricle. It was guarded by three well-formed

semilunar valves, and had the appearance and nearly the thickness

of an aorta. After ascending some distance it gave off— 1. An
innominate artery, which divided at the usual points into right

carotid and subclavian arteries. 2. The left carotid artery. 3.

Vertebral artery. 4. Left subclavian artery. It ended in a vessel

which communicated with the pulmonary artery (ductus arteriosus).

The vessels which brought the blood to the heart had a normal

arrangement.

The remainder of the body presented no points bearing on the

cardiac deformity.

Probable course of the blood.—The venous blood coming from the

cava) would be received by the right auricle, and from thence it

would pass into the middle ventricle (ordinary right ventricle)
;
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from thence it would pass mainly into the pulmonary artery and

lungs, and to the lower half of the body by the descending aorta
;

part of it, however, mixed with the arterialised blood from the left

ventricle, would pass into the right ventricle, and be distributed

by the superior aorta to head and upper part of body. The
arterialised blood coming from the lungs would collect in the left

auricle, and pass from thence, into the left ventricle. It could only

pass from thence, through the deficiency in the left septum, into

the middle ventricle ; from thence it would pass into the pulmonary

artery, and through the imperfect right septum into the superior

aorta. It is probable, however, from the position of the parts,

that the current of blood from the left ventricle passed directly

across the middle ventricle into the right ventricle, and in this

way was distributed to the head and upper extremities. In

this case two currents of blood would cross in the middle ven-

tricle. Under any circumstances the arterial and venous blood

must have beeu thoroughly commingled in the ventricular

chambers, and no part of the body could have been supplied by

pure arterial blood.

In Case 1 the condition of the pulmonary artery and ventricles

resembles that of several recorded cases. There was atrophy with

stenosis of the pulmonary artery and imperfection of the valves.

The infundij)ulum of the right ventricle was shut off from the

sinus by means of an imperfect, partly muscular, septum, an

exaggeration of the division of the muscular columns, to which the

folds of the tricuspid valve are attached. This cavity, very small,

had no communication with the right auricle, except through the

right (middle) ventricle. The ordinary interventricular septum

was imperfect indicating that the disease occurred moderately early

in intra-uterine life, before the separation of the ventricles was

complete. The aorta, as usual in such cases, was situated to the

right of its usual position, arising from the right (middle) ventricle.

The foramen ovale was closed, as occurs in a certain small propor-

tion of cases of this deformity when the communication between

the right and left heart (rendered necessary by the contraction of

the pulmonary artery) is free, by way of the imperfect ventricular

septum. The middle (right) and left ventricles are of about equal

thickness, showing that they shared the work of pumping on the

blood. It is greatly to be regretted that the condition of the

ductus arteriosus was not observed. From the small size of the
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pulmonary artery it would appear certain that there was some

supplemental blood supplied to the lungs.

The branches of the aorta, large at its commencement, were given

off as nsual. A second j^oint of great interest in the case is the

irregular termination of the superior vena cava. This, by persist-

ence of the left duct of Cuvier, and non-development of the right

superior cava, emptied itself into the~ left auricle. It is probable

that the vertical vein which emptied itself into the right auricle was

a vestige of the right duct of Cuvier.

In Case 2 the justification for regarding the divisions of the

ventricular cavity as three distinct ones is much clearer. Here the

extreme right ventricle, though very small and separated from the

middle ventricle by a very incomplete septum, could not be regarded

as the detached conus arteriosus of the right ventricle, as the vessel

it gave off was not the pulmonary artery, but the superior aorta.

As far as my search extends this form of abnormality is unrecorded.

May 18th, 1880.

3. A case of supjmraiive 7nyocarditis loith scarlatmal nephritis.

By James F. Goodhart, M.D.

A CHILD, a?t. 83-, was brought to the out-patient room of the

Evelina Hospital on May 23rd, 1879, for fits, which had come

on quite suddenly. These proved to be the precursors of a scarla-

tinal eruption, and I did not see it again till June 24th when it was

brought because dropsy had supervened.

It was then desquamating ; there was considerable oedema of the

face, hands, and feet, extreme pallor ; respiration was rapid ; there

was much coarse crepitation at the bases of both lungs, the heart's

action being galloping and distant, but without any bruit or

evident displacement of the apex. The urine contained abundant

albumen and some lithates.

Eeing on the look-out for cases of sudden dilatation of the heart

in scarlatinal nephritis, I thought that perhaps this might be such

a case, and accordingly admitted it. The subsequent notes state

that it vomited occasionally, and that it was ordered infusion of digi-
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talis 5^^? cx aqua 5ss, every six hours. It liad three doses of the

mediciue, aud appeared to become drowsy after the second. After

the third it began to wander and throw its arms about ; its breathing

became gasping and its extremities cold, and in this state it died

after some hours.

At the post-mortem the state of the heart at once attracted

attention. The pericardium was distended with ^iss of fluid, and

the left ventricle was peculiarly globular, and the vessels of the

surface turgid. Moreover, the wall had a peculiar mottled-yellow

appearance, very unusual. A section of the ventricle showed that

these appearances were due to a difliused suppuration in the

muscular wall. The ventricular cavity was rather dilated, but the

wall was very much thickened by a diffused infiltration of pus,

which extended from the front round the left aspect to the hinder

part, and was more extensive at the base of the ventricle round the

attachment of the auricles than at the actual apes. There was no

lymph on the surface of the valves or pericardium, and the right

side was healthy.

The kidneys weighed four ounces, and they were in the fatty

stage of tubal nephritis. There was no pus in any of the joints, and,

except a little fluid in each pleura, no other disease was found.

Novemler ISth, 1879.

4. A case offattij degeneration of the heart after Jtcemorrhage

in ttjpJioidfever.

By James F. Goodhaet, M,D.

A
BOY, set. 6, was admitted into Gruy's Hospital, under the care of

Dr. Pavy, on October 8tb, 1879. Seventeen days before he had

first appeared to be ill with headache and disinclination for exertion.

For three days before his admission he had had diarrhoea.

He was very ill with typhoid fever, and on the twenty-ninth day

there was extensive haemorrhage from the rectum. This recurred

on the thirty-first day, together with epistaxis, and he died on the

thirty-fifth day of his illness. The fluctuations in temperature were

considerable in the course of his illness, on the nineteenth and
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twenty-third day reaching 105° at night. It dropped to 100° on

the sixteenth day ; the general average was about 103°, The

hsomorrhages left him very blanched and exhausted, but the actual

terminatiou of the case was sudden.

At the inspection the heart weighed two ounces. The muscular

tissue of its walls v^as pale and the sub-endocardial muscle was

spotted all over with yellowish points, giving it the characteristic

appearances of the tabby striation of fatty degeneration. The left

ventricle was considerably dilated.

Under the microscope the muscular bundles were very granular

and full of small dark bodies like small fat globules.

The lungs were oedematous.

The interest of the case lies in the connection which may be

supposed to exist between the anaemia induced by the hsemorrhage

and the fatty degeneration of the heart. Some cases of degenera-

tion of the muscular structure of the heart can be attributed to

the febrile process itself. But such a marked tabby striation as

existed here is, I am inclined to think, more likely to be an acute

change dependent upon the haemorrhage.

I have seen three other such cases, and others have described similar

ones, although I do not think the condition of fatty degeneration as

dependent upon anaemia has yet obtained any general recognition.

Novemher 18fh, 1879.

5. Case of rupture of right ventricle of the heart.

By T. B. Peacock, M,D., for Thomas Fisuer, of Great Eccleston,

Garstaug, Lancashire.

[With Plate II.]

rpiiE subject of the accident was a man, ?et. 25, who had never had

X any disease to require medical aid, and who was noted as an

athlete and for his great sirength. On the 13th of September, after

a wrestling match, he took some drink and became partially intoxi-

cated, lie then began to fight with another man and received a blow

with the clenched fist in the epigastrium. He immediately fell down
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This Plate illustrates Dr. Peacock's Case of Eupture of the

Eight Ventricle of the Heart. (Page 72.)
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insensible and showed no signs of consciousness afterwards ; while

on the ground he was kicked. He was carried home dead, forty

minutes after receiving the blow.

There was a contused wound in the right temporal region and

the right eyeball was ruptured. In this situation there was a fracture

of the skull, but without any displacement of the bones, and the

dura mater and membranes of the brain were not injured, and there

was no clot internally. There was no external injury elsewhere.

On removing the sternum, the pericardium was noticed to be very

prominent, and on opening it, it was found to be filled with clotted

blood; a rupture, measuring three and a half inches in length, ex-

tended along the front of the right ventricle, from near the base

to beyond the apex, which, though valvular, penetrated into the

cavity. The ventricle was dilated, and its walls in the scat o£ the

rupture and elsewhere were pale coloured, and had in places under-

gone the fatty degeneration, while in other parts the muscular

structure was healthy. There was much fat on the surface of the

heart, but the valves were healthy and the large vessels free from

atheroma. There was a small quantity of fluid in one of the

pleural cavities ; the abdominal organs were healthy ; the urine

contained in the bladder was free from albumen.

Decemher IQth, 1879.

6. Incompetency of the aortic valves produced by a strai?i ;

subsequent endoca^-ditis and formation of a polypoid body

hanging into the left ventricle, and causing idceration of the

ventricular septum and erosion of the adjoining cusp of the

valve.

By Edward Headlam GrREE^fHow, M.D.

THE specimen exhibited to the Society was taken from the body

of G. C—, set. .39, a gardener by occupation, who was admitted

into the Middlesex Hospital, under my care, on July 2Sth, 1879.

He was a man of temperate habits, and his previous health had been

good. He had never suffered from rheumatism in any form. Three

months before admission to the hospital, whilst lifting a heavy

weight, he had felt as though something had given way in hia
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inside, and bad at the same time experienced a sudden pain right

thi'ough his body. AYhenever, subsequently, he attempted to lift

any weight lie again felt the same pain. Tor some time after the

accident he appears to have suffered no other inconvenience besides

this pain, and was able to continue at work. Some two months

later he began to suffer from palpitation and shortness of breath on

making any exertion, and, about a week before presenting himself

at the hospital, he observed that his feet and legs were swollen, and

that his urine was scanty and high coloured.

On admission he was free from fever
;
pulse IIG, collapsing

;

urine sp. gr. 1026, acid, not albuminous. He complained of pal-

pitation ; his feet and legs were oedematous, and he suffered from

constant orthopnoea. The heart's impulse was much diffused, and

the apex beat in the fifth intercostal space three quarters of an inch

outside the nipple line. A loud systolic and long diastolic murmur
were heard at the base of the heart and down the course of the

sternum. The systolic murmur was not audible at the point of the

left scapula. The percussion resonance was slightly impaired over

the posterior bases of the lungs, where also some osdematous crack-

ling was heard.

After a few days the patient lost the orthopnoea, and for a time

appeared much better, but in the course of a few weeks he again

began to suffer from orthopnoea and from violent retchings ; his

urine became albuminous, the lungs more oedematous, and he died

on September 15th.

Post-mortem examination.—On raising the sternum the heart was

seen to be much enlarged, so that it pressed aside the left lung;

the apex corresponded to the sixth rib in the anterior axillary

line ; it was rounded, and formed about equally by the two ven-

tricles. The right auricle was capacious, and distended with black

clot ; the auricular appendix was greatly developed, and its mus-

cular bands thick and prominent. The tricuspid orifice measured

five inches in circumference ; the valve was slightly opaque. The

right ventricle was large, and its walls thicker and firmer than

natural ; the muscular columns were also greatly developed. The

pulmonary valve was normal. The left auricle was capacious and

its lining membrane opaque. The mitral ori6ce measured four and

a quarter inches in circumference ; the mitral valve was noi-mal

and not thickened, and the chorda) tendinea) were quite natural.

The left ventricle was globular in shape and full of clot ; its in-

1
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terior was quite honeycombed by the great development and division

of the columnce caruero.

The aortic valves were freely incompetent ; the right and middle

cusps were puckered, thick, and attached to one another. A poly-

poid vegetation, half an inch iu length, semi-calci6ed, and witli

rounded margins, attached by its base to the right cusp, hung
loosely into the ventricle ; it measured a quarter of an inch iu

thickness, and its base, where attached to the cusp, measured

three eighths of an inch. Upon the wall of the ventricular septum,

opposite to the free end of this vegetation, was an ulcer, about the

size of a threepenny-piece, over which the endocardium was wanting

and the muscular fibres exposed ; but there was no thickening,

neither were there any vegetations around the ulcerated surface.

The central cusp of the valve was of fleshy consistence and much
deformed ; it was quite free from vegetations, but near its left

attachment its margin was interrupted by a V-shaped notch, sharply

cut, as if the valve had been split. The notch reached nearly to

the attached border of the cusp, and measured a quarter of an inch

in depth. The left cusp was also fleshy and free from vegetations,

but it presented a remarkable loss of substance, as if a considerable

portion of the valve had been gnawed away, leaving the free

border irregular and jagged. The aortic orifice measured two

and three quarter inches in circumference. No atheroma was

found. The wall of the left ventricle was soft and flabby. The

lungs, spleen, liver, and kidneys, were all of them rather tough.

Three haemorrhagic infarctions were found in the right and

two iu the left lung, but none were found either in the spleen or

kidneys.

Bemarhs.—When the patient came under observation there was

no doubt as to the existence of aortic obstruction and incom-

petence, and I inferred, from the history of the case, that these

conditions had originated in an injury to the aortic valves pro-

duced by the strain to which they had been subjected. I am still

of the same opinion ; because, except the erosion of the still healthy

valve-cusps, and the ulceration on the ventricular septum, produced

by the friction of the polypoid vegetation, the only certain evi-

dence of endocarditis was situated on the right and middle cusps.

I am inclined to think that, at the time of the strain, some injury

to the left, and perhaps also to the middle, cusp took place, which

excited endocarditis, and led to the fusing together of these cusps
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and the formation of the pendulous vegetation. At first, indeed,

T was disposed to believe that the V-shaped notch in the middle

cusp had been the original mischief, but the absence of vegetations

or thickening in the vicinity of the notch, and their presence on

the neighbouring right cusp appear opposed to that view. More-

over, in all the cases on record which I have read, in which valvular

disease o£ the aortic valves has arisen from injury, the injured cusp

has been detached very near its attachment to the wall of the artery,

whereas the notch in the present case was situated near the middle

of the cusp, and may very well have been caused, like the erosion

of the left cusp, by the friction of the pendulous polypus. The

view I have expressed accords well with the clinical history of the

case, for the man felt no great inconvenience until many weeks after

the injury. Probably at first there was little or no incompetency

of the valves, which only became developed after the polypoid

vegetation, adherent to the injured valve-cusp, had eroded the

adjoining cusps, and rendered them incompetent to prevent the

reflux of blood from the artery into the left ventricle,

Novemher 4ith, 1879.

7. Fibroid patch of iyiterventricidar septum of heart ; blood-

clots in brachial, hepatic, and superior mesenteric arteries ;

gangrene ofportion ofjejunum.

By Henry T. Butlin.

UNFOETUifATELT, the clinical portion of this case is not so com-

plete as it should be, but the interesting features were not

discovered till the death of the patient rendered it too late to supply

the deficiencies. He was an inmate of St. Bartholomew's Hospital

only for three or four days previous to his dcatli ; was admitted

to the hospital on account of gangrene of the tips of the

left index and middle fingers (thought to be due to exposure to

cold), and on account of occasional pains across the abdomen. No
urgent symptoms were noticed until Feb. 27th, 1879 (three
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days after admission), when he was very sick, and complained o£

intense abdominal pain. On the 28th he brought up a large

quantity of vomit (which contained no blood), exhibited signs of

collapse, and quickly died.

In recording the post-mortem examination I shall content myself

with describing only those parts in which disease was observed.

Occupying the lower part of the interventricular septum of the

heart and the posterior wall of the left ventricle was a whitish

plaque of circular shape, 1^ inch across and about ^ inch in thick-

ness, projecting into the left ventricle, but not apparent in the

right, for it was scarcely more than superficial in its relation to the

septum. This plaque was well defined, smooth at its border, but

roughened over most of its surface, and coated with decolorised and

ragged, friable clot. The endocardium for some distance round it

was white, opaque, and thicker than elsewhere, but with this ex-

ception the heart in all its parts was normal. Examined with the^.

microscope the little mass consisted of coarse fibrous tissue, with

which occurred a few round or elongated cells, or more rarely groups

of cells, like leucocytes. The left brachial artery was completely

obstructed from its commencement to its bifurcation by blood-clot,

which extended down the radial artery to the wrist, but along the

ulnar artery only so far as the common interosseous. The oldest

portion of the clot was evidently that which lay in the brachial

artery at the point where the anastomotica magna is given off;

there it was friable and decolorised, and resembled that in the left

ventricle, but elsewhere it was brown or black in colour, and soften-

ing in the centre. In each of the digital arteries to the gangrenous

fingers was a tiny, firm, colourless clot, about the size of a small

grain of rice ; the digital arteries supplying the other fingers were

completely pervious. The abdomen was the seat of general and

apparently quite recent peritonitis. Stercoraceous matter was

found in the peritoneal cavity, and had evidently escaped there from

the jejunum, a large portion of which was very soft, easily torn by

the slightest force, much discoloured, and, at its upper part, per-

forated at two points. The superior mesenteric artery and its

branches were plugged with blood-clot resembling that found in the

brachial. The hepatic artery was in a similar condition.

This case appears to deserve a place in the * Transactions ' of the

Society—first, on account of the aff'ection of the interventricular

septum ; second, because of the condition of the intestine and the
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mesenteric artery. The fibrous plaque within the heart may be

regarded either as a new growth or as an inflammatory (or speciiic)

formation. Tlie latter appears the more probable theory, for simple

fibrous tumours of the heart are rare, and this does not resemble in

its characters such growths as described by AVagstafi'e (' Trans.,'

xxii, p. 121) and Kothneier (' Virch. Arch.,' xxiii, s. 434), but is

more like those described in the ' Transactions,' vol. xxviii, p. 334,

and vol. xxvi, p. 58, by Dr. Pye Smith and Dr. Greenfield. There

is no evidence in the present instance of syphilis, but no history of

venereal disease was sought for.

The gangrenous condition and perforation of the jejunum is

chiefly of interest when considered in relation with certain other

cases of perforation and gangrene. Mr. Baker's case, for example

(' Trans.,' vol. xxvii, p. 165), of which I made the autopsy, but did

not sufiiciently examine the vessels of the intestine, may possibly

^be explained by the supposition of a similar but less extensive

arterial obstruction to that which occurred in the present instance.

And the case related by Mr. Howse (vol. xxix, p. 101), in which

portions of the bowel were perforated, and the superior mesenteric

artery was blocked with clot, appears to be of the same nature as

that now related. But whereas the cause of the arterial obstruc-

tion may in the present instance be traced without difficulty to

emboli from the clot in the left ventricle of the heart, Mr. Howse

attributes it in his case to the condition of the intestine, a theory

singularly opposed to those generally prevailing of the relation of

arterial obstruction to gangrene, and, 1 imagine, only indulged on

account of the difficulty of discovering a primary thrombus from

which emboli could be conveyed. It may, perhaps, be suggested

that the pneumonic condition of the lung mentioned by Mr. Howse

was a not unlikely cause of thrombi of the pulmonary veins, and

that from such a source as this emboli had been detached.
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8. Aortic, mitral, and tricuspid stenosis ; firm organized clot

in left auricle, leaving only a narrow channelfor the blood.

By J. Pearson Irvine, M.D.

A "WOMAN, set, 37, was admitted iu August, 1879, into Charing

Cross Hospital, and in the absence of my friend. Dr. G-reen,

was for some time under my care. She ^vas a housemaid and had

lived iu a healthy part of London, but from childhood she had

not enjoyed good health. She had always suffered from dyspnoea.

Menstruation began about the usual period, but she had frequently

required remedies to set herself right. Ten years before admission

she attended as an out-patient at Charing Cross Hospital, and five

years before admission I saw her in the out-patient room. She

then had many of the symptoms and signs of cardiac mischief given

below. Her family history was good. She had not had rheumatic

fever.

On admission she was found to be suffering from extraordinary

oedema of the lower extremities, from ascites, cardiac irregularity,

slight jaundice, and great dyspnoea. The urine was scanty and

contained bile. After a rest of a few days in hospital a careful

examination of the heart was made. Jaundice still persisted at

the time. The heart's apex was on the nipple line and in the fifth

space ; the general cardiac impulse was weak and wavy from the

apex towards the sternum and upwards. On auscultation the ven-

tricular contractions seemed to follow one another, and a double

systolic murmur could be heard at the apex, and then came a dias.

folic bruit (also at the apex), which did not run up to the first

sound. The first systolic bruit was heard best over the right ven-

tricle and towards the base, the second faintly at the base, and best

at the apex. The diastolic bruit was most distinct a little above

the apex, and was accompanied by a thrill. The pulse was irregular

and intermittent.

After the patient had been in hospital a few weeks the general

symptoms and physical signs varied considerably. The systolic mur-

mur became most prominent, and could be heard at apex, base, and

along the great vessels. The patient improved considerably under

general and varied treatment, and her dyspnoea, cedema, &c., were
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greatly relieved, but she had renewed attacks of dyspnoea and died

with all the symptoms of congestion of lungs, liver, and kidneys, as

in many cases of mitral mischief, only in an exaggerated degree.

On post-mortem examination, was found considerable hydro-

thorax, which had contributed much to the dyspnoea. In the lower

lobe of the right lung was a large infarct, two by three inches in

measurement on the surface. Smaller infarcts were found in the

left lung. But there were no signs of embolism in the spleen,

which, as well as the liver and kidneys, showed the ordinary ap-

pearances of severe chronic congestion. There was considerable

ascites, which was but a part of the general evidences of impedi-

ment to flow of blood through the heart and lungs—an impediment

which examination of the heart at once explained. The left ven-

tricle was moderately hypertrophied, and its walls were soft, flabby,

and fatty. The aortic flaps were contracted and roughened, and so

unyielding that they must have greatly opposed the blood current.

The same terms are applicable to the mitral valves, which were so

thickened and retracted that regurgitation and impediment must
have occurred. The left auricle presented the most peculiar ap-

pearances ; it was largely dilated, in fact, dilated into an aneurysmal

condition, its appendix forming a true aneurysm in short, which had

become filled up with a laminated clot, careful examination of which

proved that it had taken many months for its formation. This clot

had evidences of having been formed layer by layer, as in the case

of aneurysms, was consolidated and partially organized, and simply

left an extension of the pulmonary vessels through the auricle

to the left ventricle. It is cjuite in accordance with the jjost-

mortem appearances to say that the pulmonary vessels met in the

left auricle and followed a narrow vascular channel into the ven-

tricle through a constricted mitral oriGce. The right side of the

heart was also peculiar. The pulmonary artery and its valves were

healthy, but the right ventricle was dilated and the tricuspid valves

were, one and all, diseased. Each flap was thickened, shortened,

and inelastic ; and it was plain that obstruction had been great at

this orifice also. Both the superior and inferior ventc cava; were

much dilated, and, as has been said, all organs behind them declared

a vast impediment to flow of blood in the heart and lungs. The

right auricle was inudi dilated, mid in its appendix were found old

blood clots, which liad, no doubl, caused by embolism the infarc-

tions met with, especially in the right lung. It is worth noticing
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tbat though an immense dot was fouud iu the left auricle uo em-

bolic patches were met with in the spleen, kidney, &c. ; for this

fact indicates that this clot was more or less organised, and re-

sembled those met with in aneurysms.

The coexistence of aortic, mitral, and tricuspid stenosis is not a

common occurrence, and the case is of interest on this account.

The interest is increased by the fact of the formation of a clot

(exactly resembling an old aneurysmal clot) in the left auricle, and

simply leaving a channel for tlie passage of the blood. The left

auricle was to all intents and purposes aneurysmally dilated, and

its aneurysm had been protected exactly as in the case of arterial

aneurysm by laminated clot, for so firm was the clot that to some

it suggested the occurrence of new growth. The slowing of the

blood current, and the obstruction at the mitral and aortic orifices,

explains the causation of enlargement of the auricle, and the for-

mation of the organised clot. It is clear that cases of this kind

have a great bearing on the question of distal ligature iu aneurysm
;

and I think Dr. Moxon, two or three years ago, brought before the

notice of the Society, a case iu many respects similar to mine.

AYas the disease congenital or acquired ? Ko question is more

diflB.cult to answer. We mostly admit that mitral disease is not

uncommonly followed by tricuspid disease, for the mechanical con-

dition of things declare the likelihood of such contingencies. In

this case three orifices were obstructed, and it would be diflBcult to

explain tricuspid obstruction and aortic obstruction on the theory

of sequency of mitral mischief ; and after a consideration of the

history of this case, I am all but convinced that it is one of con-

genital disease. The patient's history points to this view ; in fact,

the clinical history and morbid anatomy explain each other ; and it

is quite unnecessary for me to take up further space in the discus-

sion of these points. I may venture to say that the description of

the morbid appearances taken with the bed-side history may help

in the settlement of the question of the corelations of the valvular

diseases of the heart. April 20th, 1880.
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9. Aneurysm of aorta opening into right auricle.

By Norman Moore, M.D.

THE aneurysm begins one eighth of an inch above the aortic valves,

and extends backwards and outwards along the upper edge of

the right auricle. At the uppermost part of the anterior wall of

the auricle the aneurysm has penetrated the muscular tissue form-

ing an orifice with a rounded edge a quarter of an inch in width.

This orifice had no doubt been in existence some time before

death. The aneurysm contained no fibrin.

The patient was a man aged forty-four, with well marked physical

signs of aneurysm, but no special physical signs or symptoms of

the communication, Fehruary, 1880.

10. Extra-pericardial aneitrysm of the ascending aorta, toith an

unusually small orifice ; leakage into the pericardium loithout

any visible perforation.

By William Ewart, M.B.

TUB specimen was removed from the body of a painter, xt. 33,

who died on October 13th, 1879. His health had been uninter-

ruptedly good, with tlic exception of an attack of rheumatic fever in

iScptember, 1878 ; he did not appear to have been the subject of

syphilis. In April, 1879, oedema supervened in the lower extre-

mitiea and rapidly increased ; a fortnight later tho hands also

swelled. Dyspnoea, cough, and palpitation commenced in July, and

persisted thenceforth. jNIoruing retching was first complained of

in the middle of 8eptcmber, and, at the end of the same month, the

face became puffy. This event was the precursor of the urgent

dyspnoea which necessitated his removal to St. George's Hospital on

October 4th, and caused his death a few days later. During his

stay in the wards the following observations were madc^ :—Tempera-

' For these and for tbc clinical notes of the case I am indebted to Dr.

Isauibiird Owou.
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lure ranging between 96° and 98° Falir., never reaching the normal

standard
;
pulse and respiivition accelerated, the former never below

115 per minute, the latter never below 32 ; the heart's apex was

felt in the sixth costal interspace at a point 1" external to the nipple

line ; a systolic murmur was audible, loudest at the base, and a faint

diastolic murmur, best heard at the apes, was also recorded. The

dyspnoea increased. On the night of October 12th cyanosis and

urgent distress supervened. The patient was bled the next

morning from the right external jugular vein to the extent of eight

ounces, but without i-elief, and he died in an hour and a half.

"When opened in the usual manner (twenty-seven hours after

death), the chest presented for inspection only what appeared to be

an enormously distended pericardium, reaching the level o£ the

sternal notch, and proportionately broad. By this the lungs were

pressed asunder, and they were further compressed by large pleural

effusions. The outline of the mass was slightly curved in the shape

of the figure 8 ; the constriction corresponded with the real superior

boundary of the pericardium. The pericardial cavity was much
enlarged and containing, in addition to a somewhat hypertrophied

heart, a large quantity of dark fluid blood. The source of this

haemorrhage was not discovered in spite of the most careful search.

The upper part of the mass was formed by a large irregularly

spherical aneurysm (longest diameter = 41", shortest diameter = 3t

inches) here and there lined with a spongy layer of fibrinous clot,

and containing a soft clot weighing 6 oz., and some bloody fluid.

The walls of the sac were tough and of even thickness, except at the

flooi', closely reseuibling at first sight the aortic membrane of which

they appeared to be a continuation, but differing from it in that they

could be slit up into lamellae and into an external fibrous covering,

the pleura. A single aperture existed at the lower third of the

posterior wall of the sac ; it was circular and measured l inch in

diameter ; its edges were smooth and its outlet perfectly clean, as

though it had been punched out in a healthy aorta. It opened into

the ascending aorta an inch above the point of reflection of the peri-

cardium. The aorta was the seat of soft atheroma ; its origin was

irregularly dilated and bvdged out into shallow depressions, none

of which, however, were notably thinned. In the remainder of its

course the aorta was of normal and perfectly even calibre. The

heart, which was found in a state of imperfect contraction, was

nearly empty. Considerable pressure had existed in the uiediastiua

;



84 ORGANS OF Circulation.

the veins were compressed and the superior vena cava so flattened

from stretching, as to be nearly impervious. The air-tubes did not

seriously suffer, but there existed a slight flattening of the aorta.

Three or four pints of fluid were found in the peritoneal cavity,

and, lastly, the kidneys were small and very granular. The
pericardium was examined with special care for laceration or per-

foration, and the dilated origin of the aorta for undue thinning of

its coats ; these conditions were not found. Decided thinning was

discovered at the floor of the aneurysm itself anteriorly ; two patches,

each about half an inch in diameter, were sufiiciently thin to allow

light to be seen through them, and the internal coating of the sac

in this situation was loose and friable.

Reviarks.—That an aneurysm of the size stated rising up to the

neck and lying immediately behind the sternum should have passed

unsuspected during life is amply explained by the anatomical con-

ditions present. Seeing how small was the orifice of communication

with the aorta, we doubt whether the tumour could have possessed

a pulsation of its own, and the pulsation transmitted to it from

behind v/as probably too weak to influence the sternum ; it is also

probable that no perceptible bruit was produced. The globular

shape of the aneurysm and the even thickness of its walls, which

obviously are not a 5>imple expansion of the coats of the aorta, point

to the conclusion that the tumour was of slow growth, and probably

existed at a period when the patient considered himself in health.

The symptoms described may be traced to the progressive loss of

cardiac power, to the pressure upon the aorta and the large venous

trunks, and to the final haemorrhage into the pericardium.

Viewed pathologically the specimen has twofold interest. So

small a month is a very uncommon feature in aortic aneurysm,

especially when cou|)led \v\i\\ so large a sac. In the second jilace,

although familiar with the occasional occurrence of very small so-

called " pin-hole " perforations in intra-pericardial aneurysms, the

author has foiled to discover any account of extensive intra-peri-

cardial hsemorrhage without visible solution of continuit}'^ of the

serous membrane. Among the cases collected by Dr. Peacock in

vol. xix of the Society's 'Transactions' no such instance occurs;

and in the twenty-five cases given in abstract by ]\Ir. WagstafTe ia

vol. xxviii, whenever mentioned at all, the perforation is described as

a palpable lesion. In the present instance the solution of continuity

must have been so small as to eHcai)c detection with the naked eye
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and with an ordinary lens ; more probably the haemorrhage was due

to a partial looseujng of the fibres allowing the blood to filter into

the pericardium. Two other alternatives suggested themselves

—

(1) that some of the large venous or cardiac venous trunks had

given way ; no such lesion, however, could be discovered
; (2) that a

surface haemorrhage had taken place from the visceral pericardium
;

this supposition was not supported by any evidence of blood change

elsewhere. In reality the pericardial and the aneurysmal cavities

were only separated by a thin and imperfectly organised fibrinous

layer and by a serous membrane, which had probably been stretched

to the utmost. The leakage occurred nnder high pressure both

direct and transmitted ; for the growth of the aneurysm increased

the intra-thoracic tension, whilst the situation and the small size

of its orifice precluded any rapid accommodation to the variations in

the size of the tumour. Similar considerations will help to explain

the size attained by the aneurysm in spite of the narrowness of its

feeding aperture, and the absence of any tendency to spontaneous

cure in spite of the relative smallness of the aortic lesion.

December 2nd, 1879.

Aneurysm of the abdominal aorta and external iliac artery

openiyig into the vena cava.

By P. H. Pte-Smith, M.D.

THE patient from whom this specimen was taken was a healthy

man, twenty-eight years old, a paperhanger by trade, who was

perfectly well until eight weeks before he came under my care in

Gruy's Hospital, January 2nd, 1880. He then looked like a man in

an advanced stage of cardiac disease—breathless, pallid, and drop-

sical ; but on auscultation the sounds of the heart were found to be

normal. His illness began with a cough, followed by dyspnoea and

abdominal pains. Next he began to vomit, and his legs swelled.

On admission there was marked orthopncea, frequent cough with

scanty mucous expectoration, occasional vomiting, and constant

pain (not of a severe character), referred to the epigastrium

and loins. His anasarca had increased, chiefly below the waist, with

moderate ascites. A remarkably loud and harsh systolic bruit was
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heard between the shoulders and down the back. There was a very

slight arterial murmur over the ascending aorta and arteries of the

neck ; it was somewhat louder iu the epigastrium, and in both

femorals it was as marked as in the back and loins. The heart

appeared to be healthy, except that the impulse was somewhat dis-

placed outwards and downwards. The pulse was full, strong, and

compressible, rapid and rather splashing in character. Pulsation

could be felt in the dorsal artery of both feet. There was slight

albuminuria. No abdominal tumotir could be felt, nor was there

any region of localised pulsation.

These symptoms seemed to point to narrowing of the descending

aorta, either by pressure of a tumour from outside or by disease

of its own tunics. I inclined to think that there was a tumour of

the posterior mediastinum pressing upon the thoracic aorta. But

when Dr. "Wilks (in whose absence I had taken charge of the ward)

resumed the care of his patients, he regarded the case as more likely

one of deep-seated aneurysm of the aorta, pressing upon the inferior

cava. By this time the dropsy of the legs had greatly increased,

especially of the right. They were repeatedly drained by acupunc-

ture, and twice by Dr. Southey's method of inserting a canula.

G-reat relief was thus obtained, but after the second tapping gan-

grenous inflammation ensued, and the gi'eater part of the right leg

mortified. Symptoms of acute pneumouia of one lung rapidly fol-

lowed, and the patient died on the 20th of April, eight days after

gangrene had appeared.

At the 2^ost-mo)'tem examination the heart and kidneys were found

free from disease. There was red hepatization of the base of the

right lung, and, probably still more recent acute peritonitis. The

superficial veins of the abdomen were greatly distended, and there

was excessive oedema of,' both legs, with fleshy, cedematous swelling

of the 'lymph-glands. The capsules of the liver and spleen were

thickened, and there was slight, apparently commencing, cirrhosis of

the former viscus. The aorta was perfectly normal as far as the

bifurcation, where its inner coat became suddenly opaque and scar-

like in appearance, without atheroma, and it dilated into a globular

aneurysmal sac, which involved the origin of the right common iliac

artery. The aneurysm was embedded in a mass of cedematous

lumbar lymph-glands, and had grown forward so as not to press

upon the vertebra behind, nor apparently upon the vena cava. It

measured nearly one and a half inches (35 mm.) in it« vertical
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diameter, by somewhat less (30 mm.) across. The opening into the

aorta was smootli and almost circular, with a diameter of just an

inch (25 mm.). Its walls were firm, thick, inelastic, and smooth.

It communicated with the inferior vena cava by an oval orifice,

10 mm. long and G mm. broad, with perfectly smooth margins and

no adherent clot. The cartilaginous thickening of the walls of the

aneurysm extended a very short distance into both iliac arteries, and

scarcely at all along the aorta.

The obstruction to return of blood through the vena cava was

not, I conceive, caused by pressure from the sac of the aneurysm,

but by the downward current of arterial blood being thrown sud-

denly into the slower ascendiog venous stream. From the same

considerations of the small size and forward direction of the

aneurysm it is probable that it produced little or no discomfort

until it opened freely into the vein, and that the beginning of the

patient's illness, five months before his death, marked the gradual

formation of the orifice between the two great vessels.

It is worthy of note that the manner of opening was like the slow

perforation of a mucous cavity by an aneurysm, and not like its

sudden rupture into a serous cavity.

The clinical interest of the case was great, but I bring it before

this Society as a pathological curiosity which it is well to put on re-

cord. The specimen is preserved in the museum of Guy's Hospital.

Aneurysms of the aorta below the coeliac axis are not common,

and, though many cases are on record of an aneurysm of the arch

opening into the pulmonary artery or one of the great veins, I have

not found one of an aneurysm opening into the inferior cava in our

own ' Transactions,' or elsewhere.^

With reference to the question of the origin of this aneurysm, I

may add that, although the patient had a chancre and suppurating

bubo seven years before his illness, there was no evidence of secon-

dary symptoms, and no signs of constitutional syphilis were found,

either during life or at the post-mortem examination. "We have

therefore, no means of accounting for the very circumscribed

arteritis which led to the fatal aneurysm. May ISth, 18S0.

1 Since writing the above, I liave found in tlie admirable Index Catalogue of the

Libi-ary of the Surgeon-General's Office (U.S.A.), so liberally distributed by the

American Government, two cases of rupture of an aneurysm into the vena cava

inferior. One was recorded by the late Prof. John Reid in 1840 (' Edin. Med. Jouru.,'

liv, p. 115), the other by Mr. R. Robinson in 1834 (' Lond, Mod. Gr.z.,' xiv, p. 462).
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12. A case of so-called aneurysm hy anastomosis of the ear.

By Feedeeic S. Eve.

(With Plate III and Plate XVIII, fig. 3.)

EVA B— , set. 21, was admitted to St. Bartholomew's Hospital,

March 13th, 1879, under the care of Mr. T. Smith, to whose

kindness I am indebted for permission to bring forward the case.

History.—The patient stated that there was a lump (probably a

npevus) on the upper part of her ear at birth. It grew very slowly,

but was always pulsatile.

Six years before her admission to the hospital, a prominent lump
on the upper part of the pinna was ligatured on account of its in-

creasing size.

Two years later two or three pins were passed beneath the

tumour on the posterior surface of the pinna and left in a fort-

night.

During the last year the vascular growth had extended very

rapidly.

Bleeding had occasionally taken place from its surface since

infancy, but had been more frequent and severe during the last

year or two. A fortnight before admission she lost a large quantity

of blood.

Description of ear.—The condition of the ear is well shown in

the drawing taken before removal (see Plate III).

The pinna was of a purplish or dull-red colour, enlarged in all

its dimensions, especially in thickness at the margin, and it stood

out unnaturally from the head. The whole of the auricle posterior

to the auditory meatus was involved in the vascular growth. The
concha was filled up by a largely lobulated projection, and the helix

and posterior surface of the pinna were finely lobulalcd; the lobu-

lations were not produced by large tortuous vessels, except at the

margin of the growth.

The ear was of doughy or spongy consistence, and in parts

elastic. There was distinct pulsation, not very forcible or dis-

tensile, which raised it at each systole. A distinct humming bruit

was heard on applying a stethoscope to the pinna; although hot, it

was neither tender nor painful.





DESCEIPTION OF PLATE III.

Illustrating Mr. Eve's case of (so-called) Aneurysm by Anasto-

mosis o£ the Ear.

This Plate represents the Pinna of the Eight Ear affected with

(so-called) Aneurysm by Anastomosis. (Page 88.)
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The posterior auricular and temporal arteries were much en-

larged and pulsated forcibly, but the morbid change did not extend

beneath the surrounding integument. The right common carotid

artery pulsated more forcibly than the left ; when it was com-

pressed the ear became paler, smaller, and hung down soft and flaccid.

The patient was fairly nourished, but pale. The pulse at the

wrist was small and feeble.

Operation.—The ear was removed by an incision around its

attachment, including a wide area of integument.

The supplying vessels were held by assistants, and very little blood

was lost.

The patient was able to get up on the eleventh day after the

operation.

I injected the auricle with carmine and gelatine by applying

ligatures along the cut surface after inserting canulse into the

largest arteries.

^

The supplying vessels were numerous and of large size, one of

the branches of the posterior auricular being nearly as large as the

radial; their walls were extremely thin. The vascular growth

involved both the skin and subcutaneous tissue.

Microscopic sections showed numerous arterioles of various sizes,

giving off capillaries which anastomosed and formed a close and more

or less uniform network throughout the tissue (see Plate XVIII,

fig. 3). The capillary network extended into the corium. The

walls of the arterioles were extremely thin in proportion to the size

of the vessels, and composed of endothelium, supported by a layer of

condensed connective tissue. The walls of the capillaries were com-

posed o£ endothelial cells, the nuclei of which were unusually

obvious, and in some instances of embryonic cells. In many places

a new formation of capillaries in the following manner was observed :

continuous with the endothelial cells of the capillary wall, delicate

filaments of protoplasm, containing at intervals spindle-shaped

nuclei, were seen extending between neighbouring capillaries.

Pine processes of protoplasm were also observed projecting from

the capillary walls. This mode of development of blood-vessels

agrees with the observations of Strieker and Arnold.

The connective tissue of the growth was loose, and contained

numerous round and some spindle-shaped cells.

' The specimen is preserved in the St. Bartholomew's Hospital Museum,

Series xxxv, No. 154.



00 ORGANS OF CIRCULATION.

The epithelium of the skin of the pinna waa increased in thick-

ness, and the inter-papiUaiy processes of the Malphigian layer

were generally much enlarged, in many places extending deeply

downwards as branched columns of epithelium. The sebaceous

glands were also much enlarged.

This hypertrophy of the skin was probably due to increased blood

supply.

Ji^marlcs.—The naked-eye and microscopic appearances indicate

that all the factors forming the circulation were increased in size

a-ud number, but the morbid process apparently depended on the

enlargement and multiplication of the minute arterioles, and espe-

cially the capillaries ; the enlargement of tlie supplying vessels

being probably due to the morbid growth of the smaller ones.^

Cases of aneurysm by anastomosis of the auricle are placed on

record by Sir J. Paget,^ Mr. Prescott Hewitt,^ B. Travers, junr. ;'*

and four cases are referred to by Dr. L. Gosselin.^

The case related agrees with the majority of these in the pre-

existence of a congenital tumour, probably nsevoid, and in the

period of life at which the disease became formidable.

1 have made sections of the ear described by Sir J. Paget, and

find that the morbid process depended principally on a dilatation

of the arterioles, which are seen as large sinus-like vessels ; the

capillary anastomosis in the sections I have cut is neither wide-

spread nor abundant. A portion of the tumour had, however, in

this case been ligatured.

Dr. Gosselin'^ states that, in the cases of vascular tumours ob-

served by him, which were preceded by a nrevus, this ultimately

disappeared ; and the growth he thought was formed by enlarged

arterioles in the subcutaneous tissue, the vessels of the corium being

unaffected.

The specimen, however, under consideration consisted essentially

of a close capillary anastoraosia, extending into the corium, which

not improbably was a direct growth from the nsevus.

April 20th, 1880.

' Vide Brodie, 'Mcd.-Chir. Trans.,' vol. xv, p. 177.

2 'Lectures on Surgical Pathology,' p. 581. Specimen preserved in the Mu-

seum of St. Bartholomew's Hospital.

3 ' Lancet,' 1857, vol. ii, p. 496.

» ' Lancet,' 1858, vol. i, p. 399.

5 ' Arch. Gen. de M6d.,' 1867, p. 641.

6 Op. cit.
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13. Malformation of the heart ; stenosis of thepulmonary arterij ;

aorta commu7iicating ivith hoth ventricles. {Card spcci-

7nen.)

Exhibited by T. B. Peacock, M.D., and T. Baeloav, M.D.

TUE subject of this case was a boy, under the care of Dr. Barlow, at

the Great Orinoud Street Hospital for Children. He was healthy

at the time of birth, but was observed soon after to be very
dark coloured when chilled. This darkness increased till he became
quite cyanotic. The parents and tliree other children vrere healthy,

but the mother had liad two attacks of rheumatic fever, the first of

which occurred about twelve years before the birth of the child.

When the child was a year add ten months old it was taken to Dr.
Peacock at the desire of Dr. Barlow. It was then decidedly cya-

notic, the extremities being very livid and the lips quite black. A
systolic whiff was heard on the left side of the upper part of the
sternum. The child died, when about three years old, of scarlet

fever.

The heart is of large size for the age of the subject. The sinus

of the right ventricle is large and its walls thick, the infundibular

portion of the ventricle is very small, and the orifice of the pul-

monary artery is decidedly constricted. There have been appa-
rently only two semilunar valves at the orifice of the pulmonary
artery. The left ventricle is natural, but there is a large deficiency

at the upper part of the septum of the ventricles, above which the
aorta arises, so that it communicates almost equally with the two
ventricles. The ascending portion of the aorta is large. The ductus
arteriosus is imjDervious and the foramen ovale is closed, except
that the fold is imperfect at the upper part, so as to leave a small

opening through which the cavities of the auricles may have
communicated. iVbi'. IStk, 1879.

14. Malformatio7i of the heart ; absence of the pulmonary
artery.

(
Card specimen.^

Exhibited by T. B. Peacock, M.D., and W. Cash Reed, M.B.

THE case occurred in the practice of Dr. F. C. Turner, at the

iS'orth-Eastern Hospital for Children.

"When first seen by Dr. Eeed,on May 11th, 1879, the child was
nine months old. It was then deeply cyanosed, had shortness of

breath, and the fingers were clubbed. He was stated to have been
blue from birth. Occasionally, at the end of inspiration, and in the
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interval before expiration, a distinct blowing murmur was heard,

and this continued to be sometimes audible during the remainder of

the child's life. On the 4th of September he was much worse than

he had been. His eyelids were oedematous, his lips parched and
cracked, and the tongue coated and dry, and there was some ulcera-

tion of the fauces. He died on the 10th of September, when some-

what less than thirteen months old.

The heart is large for the age of the child, the right ventricle

being especially large and its walls thick. The septum of the ven-

tricles is largely deficient at the upper part, and the aorta arises

above the deficiency, so as to communicate about equally with the

two ventricles. In the preparation there is no remains of the pul-

monary artery, and the aorta is cut off short, but in a portion of

the vessel, apparently the arch, removed separately, there is a large

trunk, which divides into two branches, and apparently represents

the ductus arteriosus, and was probably the means by which the

blood was transmitted to the lungs. The coronary arteries arise, as

usual, from the sinuses of Valsalva, and the vessels given oiF at the

arch are natural. The foramen ovale is closed.

November l^th, 1879.

15. Concjenital malformation of the heart in a girl cet. 13 ; trans-

positio7i of the pulmonai'y artery a7id superior cava; in-

complete septum ventriculorum ; ptatent foramen ovale ;

constriction of pulmonari/ artery and mitral orifice. Aorta
arises from the left ventricle, hut receives hlood mainlyfrom
the right. Ductus arteriosus is closed. {Card specimen.)

Exhibited by H. Eadcliffe Crockeii, M.D.

THE lieart.—The transverse diameter nearly equals the longitu-

dinal. T\\eforamen ovale is patent, allowing free communication

between the auricles. The tricuspid orifice is normal, but the

edges of tlie valve are slightly thickened. The cavity of the right ven-

tricle is large, about the size of an average hen's egg. The
wall varies from \ in. to ^in. thick. At the top, in the position of

the undefended space the septum ventriculorum was largely deficient,

and a large canal, one inch long, formed by the posterior walls of the

left auricle and ventricle, leads from the right ventricle to the

orifice of the aorta. The superior cava opens into the left auricle.

The mitral orifice is slightly constricted, measuring f^ in. in dia-

meter, 2 ^Q in. in circumference. The valve is thickened, but com-

petent ; the ventricular wall is i in. thick ; the cavity small, about

the size of half a walnut. The aorta measures 2-^^ in. in circum-

ference, and comes off at the left posterior part of the left ventricle,

and directly in front of it arises a constricted pulmonari/ artery 1-y'-

in. in circuuiference. In the left ventricle the pulmonary opening
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is separated from the aortic by a fleshy septum i in. thick, and the
orifice is constricted so as to just admit a No. 8 catheter. Looked
at from above, the valves can be seen to be united into a cone, and
there is a deep cul-de-sac all round it. The ductus arteriosus is closed,

but admits a probe for a short distance from the pulmonary artery.

Lungs.—Right consolidated throughout, but less in the posterior
part of the middle lobe. The upper lobe was completely excavated
by an anfractuous cavity, the lower oedematous, easily lacerable, and
studded with tubercles. Left similarly affected, but tlie pi'ocess

was less advanced ; there was a cavity the size of a walnut at the
apex ; caseous spots the size of a pea on the posterior surflxce of the
lower lobe. The rest of the lung was studded with tubercle, but
was not so airless as the right.

History.—Maud A— , an orphan, at. 13, was admitted into the
East London Hospital for Children, under Dr. Donkin, on October
23rd, 1879, and died on October 24th. She had been ill since

birth, had had several attacks of profuse haemoptysis, and had
frequently seemed on the point of death. She was, however, able
to walk into the ward looking pale and emaciated ; breath rather
short, and slight lividity. Although lying quietly in bed, the
dyspnoea and lividity increased rapidly after admission, and she
died within twenty-four hours. The physical signs in the lungs
were those of consolidation and cavities at both apices.

Heart.—The impulse was visible and palpable over the whole
cardiac area ; the lowest left limit of the impulse was in the
fifth space just below the nipple. The cardiac dulcess extended to

two inches to the right of the sternum, and this part of the cardiac
area was mapped out visibly by marked inspiratory recession of the
intercostal spaces, ceasing abruptly at the limit of caj-diac dulness.

Owing to the rales and the excited action of the heart precise
auscultation was impossible, but accentuation of the second sound
at the base, and a presystolic murmur heard inside the nipple line

were noted. Novemler ISth, 1879.

16. Co)npIete occlusion of aortic jorijicc hy a Jibrinous and cal-

careous mass i perforation of one of the aortic valves,

{Card specimen).

Exhibited by H. Eadclifpe Ceocker, M.D.

PosT-MOiiTKM.—Heart globular in shape. The left ventricle was
considerably hypertrophied. The tricuspid and mitral valves

were healthy. The aortic orifice was completely occluded by a
fibrinous and calcareous mass about the size of a hazel nut, whiu-h

adhered to tht; valves ; one of the valves had a perforation in it of

a quarter of an inch in diameter, by which alone the blood reached
the aorta. There was a line of atheroma above the valves. A
considerable quantity of fluid was present in the serous cavities.
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Lungs.—Lower lobe of left and half lower lobe of right collapsed.

Liver tough and enlarged.

Kidneys.—One had an infarct three quarters of an inch in

diameter at the base.

Spleen normal.

History.—Admitted to East London Hospital for Children under

Dr. Eustace Smith. Died on September 11th. Family history

good. Seven other children well.

Frevious Idstory.—Born healthy. AVhen fourteen months old

had measles and diarrhoea, witli frequent pain in abdomen, in epi-

gastric region. Has not suftered from cough, dyspnoea, or oedema.

On admission.—Eace pale, but no lividity or oedema. Superficial

veins full. Eingers clubbed. No cough, but frequently cries out
" Oh, my stomach," pressing her hand to epigastrium. Pulse

regular, 9G ; resp. regular ; temp. 100° E.

Fkysical siyus.—Heart's apex beats behind the fifth space three

quarters of an inch outside nipple line ; cardiac duluess extends up
to second rib at lower border. iVll over the cardiac region a very

high-pitched systolic murmur is heard, loudest at the base at mid-

sternum opposite third left costal articulation. The murmur dimi-

nishes in intensity and pitch towards the apex. There was also a

diastolic murmur in the same situation. There was visible pulsation

of the carotids in neck.

Lungs.—Some dulness at the left base with bronchophony.

On August 23rd (three days after admission) she had a fit.

Another on the 24th and 25th.

On 29th the diastolic murmur had become inaudible.

November I'Sth, 1879.

17. Fibi'o-cretaceous ring surrounding the heart in the situation

of the auriculo-ventricular sulcus. {Card S2)eci7ncn.)

Exhibited by William Ewaiit, M.B.

miiK specimen was removed frOm the body of a man, fct. G4, who

Jl died in St. George's Hospital from liepatic cirrhosis and chronic

pneumonia. He had suffered from rheumatic fever fi,fteeu years

previously.

The pericardial surfaces were found to be strongly adherent over

the middle zone of the heart, and in the thickness of the adhesions

a considerable amount of calcareous deposit was discovered. A
broad, rigid belt was thus formed around the heart ; the cii'cle was
complete with the exception of an interval of about lialf an inch

which was free from calcification, in the situation of the descending

branch of the left coronary artery. The width of the ring varied

between t]'' and 1 j" ; its thickness was slight at the margin, but

considerable in the middle. Thecxleiua) or jicricardial surface wa.s
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tolerably smooth aud clothed with fibrous tissue ; the internal or
cardiac surface of the deposit was very uneven aud tuberculated. The
heart-fibre was protected from this rough contact by a quantity of
soft fat, the greater part of which has been removed by dissection.

The heart was somewhat atrophied.

December IGtk, 1879.

18. Litra-cardiac aneurystn at the root of the aorta, openincj into

the right auricle.
(
Card specimen.)

Exhibited by William Ewart, M.B.

THE patient, set. 36, had served in India ; a first attack of rheuma-
tism ill 1873 left a liability to occasional cardiac pain aud to

palpitation and dyspnoea of exertion. These s^-mptoms became
constant at the beginning of 1877. At time of first admission into St.

George's, in Nov., 1877, the prsecordial dulness was greatly enlarged,

aud a rough systolic murmur was audible over a large area ; the

relief obtained from rest aud medication was temporary. When
readmitted in May, 1878, his symptoms were—epigastric fulness,

epigastric and interscapular pains, pulsation over the whole pra;-

cordium, a double murmur at the base of the heart, the systolic

murmur being audible as low as the abdominal aorta. The inter-

scapular pain became intense, and death occurred late in June, 1878,
from increasing dyspnoea and exhaustion.

Immediately below the point of junction of the two posterior

aortic flaps was found a circular opening nearly three quarters of an
inch in diameter, leading into the sac of an aneurysm. The
aneurysm expanded at once into a rounded, slightly elongated
cavity, extending as far as the right auricle, which was pushed
bodily backwards ; bulging upwards under the tip of the right auri-

cular appendix, which was separated at its base from the origin of
the large vessels ; and ending in a somewhat flattened projection

into the right auricle, half way between the orifice of the inferior

vena cava aud the auricular appendix. A small circular hole,

measuring less than one quarter inch in diameter, was found in the
centre of the intra-auricular bulging, setting up a communication
between the cavity of the aneurysm and that of the right auricle.

The posterior wall of the aorta at its origin will be seen to form a
somewhat moveable partition between the aneurysmal cavity aud
that of the aorta. The two posterior valve-flaps were probably
subject to the same movements, and, in addition, to a partial rise

and drop according as the orifice of the aneurysm was opened or

closed ; these two flaps were much larger than normal. The aorta

was very atheromatous and somewhat dilated at its root. The
heart weighed twenty-eight ounces ; its cavities were all consider-

ably dilated, especially the left ventricle, without notable hyper-
trophy of wall, Tlie auriculo-ventricular orifices were of large size.
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As miglit liave been surmised, the perforation of the aneurysm
into the right auricle did not lead to any important clinical

symptom. December 2nd, 1879.

19. Aneurysm of mitral valve [tioo examples). ( Card S2)ecimens)

Exhibited by Noeman Moore, M.D.

CASE 1.—A small rounded swelling on auricular surface of mitral

valve, the orifice on the ventricular surface. Advanced disease

of aortic Talves, from a young woman who had had acute rheu-

matism. (St. Ba,rth. Hosp. "Museum, No. 12-154.)

Case 2.—A swelling very near the edge of the mitral valve some-

what obscured by a large growth near it ; but there is a small hollow

sac partly filled with fibrin, and with opening on the side to which

it protrudes ; the ventricular. (St. Earth. Hosp. Museum, No.
12-156.) March 2nd, 1880.

^0. Intra-pericardial aneurysm of the aorta, opening into the

left auricle.
(
Card specimen)

.

Exhibited by William Ewaet, M.B.

BENJ. Lewis, set. 44, a carman, was admitted into St. George's

Hospital on Feb. 3rd, 1879, suffering from severe dyspnoea

and pra-cordial pain, and from the symptoms of bronchitis. He
had suftered from acute nephritis in ISCS, and his heart at that period

had been pronounced health}'. Since then, however, he had been
subject to a dry cough, to occasional palpitations and to lumbar
pains when lifting heavy weights. He had been able, nevertheless,

to carry on his work until the beginning of his last illness in

December, 1878. This was at first thought to be a slight bron-

chitic seizure ; but early in January severe symptoms appeared.

He became rapidly worse and died on Feb. 12th. During his stay

in the hospital a systolic murmur was audible over the whole chest,

culminating at the base.

At the 2>osf-7norfem examination, firm adhesions were found in

both pleurae. The lungs were large from general cmpliysema, con-

gested and slightly cedematous. The bronchi were greatly thick-

ened and congested. The pericardium contained about 6 oz. of

fluid. The heart, weighing about 18 oz., was slightly dilated and
hypertrophied on the left side. The mitral and aortic valves were
somewhat thickened at their free edge. Tlie firs^t part of the aorta

was evenly dilated towards the right, displacing the right auricle

backwards and outwards, but the left aortic wall was projected into

an aneurysmal cavity irregularly spherical, and capable of admit-

ting an ordinary Tangerine orange. The inner surface of the cavity
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was rendered extremely uneven owing to secondary depressions.

The growth of the aneurysm was chiefly in a direction to the left

and upwards, forcing the left auricle backwards and outwards, and
tilting upwards the bifurcation of the trachea. A small perforation

had taken place from the bottom of one of the secondary aneu-
rysms through the right wall of the left auricle. The endocardium
of the left auricle was much thickened, in a degree comparable to

the thickening of the mucous membrane of the bronchi. The
spleen and kidneys showed the usual results of chronic congestion.

The liver was superficially lobulated owing to irregular scars, but
beyond this no evidence of syphilitic taint was obtainable.

The pressure from the aneurysm had been chiefly expended upon
the left auricle and upon the air tubes; the symptoms as a result

were chiefly pulmonary, and did not become urgent until six weeks
prior to death. The giving way of the aneurysm into the left

auricle was not marked by any important clinical event.

December '2,nd, 1879.

21. A?ieurysm and rupture of aortic valve. [Card specimen.)

Exhibited by H. G-. Oklebae, M.D.

TAKEJf from a patient, set. 30, who died in Victoria Park Hospital.

He was a clerk. Family histoiy was good, with the exception

of mother, who suflered from severe rheumatism.
History of case.—Never had rheumatism. No symptoms until

four months before admission, when a severe cold was followed by
palpitation, dyspnoea, shoi-t hacking cough, and precordial pain.

On admission all these symptoms were present. Pulse was of the

water-hammer character. Urine contained no albumen. There
was no swelling of extremities. Cardiac dulness to right border of

sternum. Epigastric pulsation. Apex beat diffused. At mid-
sternum and base loud double murmur. Marked pulsation of

carotids. Progress made under treatment. About eight weeks after

admission cardiac symptoms recurred ; double pericardiac friction

heard. Thorax and extremities became oedematous, and patient

died suddenly of syncope.

Post-mortem examination of heart.—Aorta slightly dilated. Left

ventricle concentrically hypertrophied. Left aortic valve thin
;

sinus of Valsalva much distended. The right upper half of the

valve was perforated by a round opening, which led into a sac, the

walls of which being also perforated by several slit-like apertures.

The left half was also perforated by a round opening. The attach-

ment of this valve to right anterior one was much thickened.

Posterior valve thickened gradually towards the right anterior

one ; the frsenum being absent at its upper half, allowed the junction

7
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of these valves to fall over into or towards the ventricle. The right

anterior valve was also perforated by an opening semilunar in

shape. Novemler 1 8th, 1879.

22. Aneurysm of aortic arch rupturing into trachea. {Card

specime7i.)

Exhibited by H. G. Oelebae, M.D.

THE specimen was taken from a patient, a labourer, set. 6G, who
was under treatment at Victoria Park Hospital, under Dr.

Peacock. Patient was perfectly well up to six months before

admission, then began to suffer from pains under sternum and
dyspnoea
On ad7nission.—Tall, fine-looking man ; marked fulness of veins

of neck, face, and upper extremities ; slight cough, occasional

dyspnoea and difficulty in deglutition ; stammering in speech
;
pain

and fulness complained of behind manubrium sterni. Pulse 84,

normal in force and rhythm ; temp, normal ; urine, sp. gr. 1030, no
albumen.

F.S.—Slightly impaired resonance over and slightly to the left

of manubrium. Apex of heart beating in fifth interspace, in the

nipple line ; no murmur ; slight prolongation of first sound at base.

No difierence in radial pulses. Some deep-seated pulsation behind

right clavicle. No pulsation in episternal notch.

Patient died suddenly of suflfocative hcemoptysis one morning
soon after waking up.

Post-mortem report.—Valves of heart normal, with exception of

calcification of aortic. Just above aortic valves aorta commenced to

dilate ; at about two inches from them it expanded into a large sac

(size of a cricket ball), the walls of which were lined, here and there,

with partially decolorised laminated clot. At about one inch to left

of left subclavian artery the saccular character suddenly terminated,

the thoracic aorta forming a tubular aneurysm. The inner coats of

aorta markedly atheromatous. The innominate arose from right

anterior corner of sac, and left subclavian with left carotid from left

anterior corner. Several smaller pouches, found at back of sac, one
about the size of a walnut, j^rojected back between the junction of

the right and left innominate veins, the coats of the vein being

thickened by its pressure ; the end of this small diverticulum was
adherent to right pleura, just above the root of right lung. Another
smaller pouch pressed against the trachea, and from this smaller

pouch the rupture had taken place (between the sixth and seventh

ring, slightly to the left of the anterior surface), which had caused

the suffocative hfcmoptysis.

Tiio heart was normal, neither dilated nor hypertrophied. Lungs
cmjihysematous. Kidneys slightly granular. May 4:th, 1880.
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23. Complete occlusion of the right division of the pulmonarii
artery, the result of disease ; atheroma of the pidmonanj
artery,

(
Card specimen.)

Exhibited by Wm. Ewaet, M.B.

MATILDA Brooks, set. 38, was admitted into St. George's Hos-
pital on January 13tb, 1879. Two years previously she had
suffered, for a period of about three months, from pain in the

right side and palpitatioo, and for about a year previous to the ap-

pearance of these symptoms pain had been experienced about the
right clavicle and at the side of the head, and she had complained of

cough, dyspnoea, and palpitation ever since. She was stout and the

subject of anasarca when admitted ; the pulse was 106, the respira-

tions 28 ; a loud systolic murmur was audible over the heart's area

and at the angle of the left scapula. The dyspnoea increased, but
no fresh symptom was recorded during her stay in the hospital.

On March 25th cyanosis supervened, and the patient gradually sank
until the 29th when she died.

Autopsy.—The right pleural cavity was filled with orange-yellow
fluid, and the lung was adherent by a few bands to the chest- wall

;

its tissue was very oedematous and much toughened in texture.

The heart (14 oz.) showed hypertrophy and dilatation of its right

ventricle ; the left ventricle had soft and rather thin walls. There
existed some dilatation of the valvular orifices, and slight thicken-

ing of the tricuspid flaps, but in other respects the valves were
normal. The pulmonai*y artery at its origin was somewhat dilated

and much roughened by atheroma; its walls were noticeably

thickened. A depression resembling a contracting scar marked the

situation normally occupied by the orifice of the right division ; but
a mass of fibrous tissue had replaced the origin of this vessel. For
a distance of one inch the channel was completely sealed by a tough
fibrous plug, and buried in hardened tissue. Beyond this point the

calibre and the distribution of the vessel were absolutely normal,

but the fibrous plug protruded into the healthy channel for a short

distance. A specimen taken from the dense mass which filled uj) the

angle between the pulmonary artery, its right division, and the base

of the heart, was seen under the microscope to consist of thick fibres

and of groups of small fibroid cells. Por an analogous instance, see
' Path. Soc. Trans.,' vol. xiii, p. 60. December \Qth, 1879.

24:. Persistent left superior vena cava. {Card specitnoi.')

Exhibited by W. J. Walsham.

Tuis specimen was taken from the body of an adult male which

was brought to St. Bartholomew's Hospital for dissection. The
heart is about the normal size. The ri^hi vena cava is smaller
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than natural but pursues its accustomed course to the right auricle.

The internal jugular and subclavian veins on the left side unite, not

to form the left innominate vein as usual, but to form a large vein

—the so-called persistent vena cava—which opens directly into the

right auricle. A small transverse branch stretches across, and in

front of the great vessels at the root of the neck in nearly the usual

situation of the left innominate vein, and unites the two venae cavse.

The left vena cava passes downwards and in front of the arch of the

aorta and the root of the left lung, and piercing the fibrous layer

of the pericardium crosses in front of the pulmonary vessels, and
reaches the side of the left auricle immediately in front of the

appendix. Then turning backwards under the left lowermost pul-

monary vein, it runs obliquely in close contact with the left

auricle along the left auriculo-ventricular groove, and opens by a

wide orifice into the right auricle a little behind and to the left of

the opening of the inferior vena cava, i. e. in the usual situation of

the opening of the coronary sinus. A slight ridge, formed by a

reduplication of the lining membrane, exists at the entrance of the

vciu into the auricle, but there is no distinct valve. Above the

transverse branch the left cava received the vertebral, internal

mammary, and deep cervical veins, all of which were guarded by
semi-lunar valves. The transverse branch received the inferior

thyroid veins. Just above the reflection of the pericardium the left

cava received a large branch which collected the blood from the

five upper intercostal spaces, and communicated below with the

third azygos vein.

"Within the pericardium it received the great coronary and pos-

terior cardiac veins.

The specimen is of interest, not because it throws any new light

on the development of the great anterior veins, but because it is per-

haps one of the most perfect examples of the malformation that has

hitherto been recorded. May 18M, 18S0.
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IV. DISEASES, ETC., OF THE ORGANS OF DIGESTION.

1. Gumma of tongue in hereditary si/philis {living specimen).

By Thomas Baklow, M.D.

ELIZA G., set. 64, is brought to the Society for exainiuation on

account of a deep linear ulcer situated to the left of the

middle line o£ the tongue in its middle third. The ulcer is now
cicatrizing. Parallel to it and between it and the raphe is an ill-

defined mass of deep induration about three-quarters of an inch

long by a quarter of an inch broad.

Other noteworthy points about the child are deep linear scars

around the mouth extending through the skin and mucous mem-
brane, ulceration of the left half of the soft palate with some loss

of substance, and extensive congestion of the epiglottis and false

cords.

She has also some old linear scars extending backwards from the

anus. The eyes now are normal and there are no signs of ^-isceral

or bone disease.

The history obtained is briefly that the child was born with

" snuffles," and when fourteen days old had a rash which affected

the feet, face, trunk and nates.

She began to suffer from her eyes when four and a hall years

old, and I have ascertained that at that period she attended Mr.

Higgens, at Guy's, for three months with interstitial keratitis.

The "back of her throat" was first noticed wrong when she was

six years old, and two months afterwards, i.e. four months ago, it

was found that her tongue was sore. She lost her voice a few days

ago.

With respect to other pregnancies, it is stated that the child

before this was born dead at seven months, that this child was suc-

ceeded by a miscarriage, and that a subsequent child developed a
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general rash soon after birth, which specially affected the hands,

feet, aud face, and left cracks of the lips.

jRemarJc.—Deep ulceration of the soft palate is occasionally met

with in hereditary syphilis, but I have never before seen in that

disease deep ulceration of the tongue accompanied with what I

presume is a gumma of the tongue.

The reason for giving so many collateral details as to the history

is to establish that the case is one of inherited and not of acquired

syphilis. May 18th, 1880.

2. JSpithelioma of thepharynx involving the larynx, trachea, and

oesophagus.

By T. GiLBART Smith, M.D.

mHE patient from whose body this specimen was taken was a

X married woman, set. 55. She first came under my care in

March, 1879, when she stated that for some eight or nine years

she had been, on and oflf, troubled with pain about the throat, and

that latterly this had much increased, especially toward the left

side. She also complained of pain, which she described as rheu-

matic, about the back of the neck and shoulders. Her voice was

hoarse, there was much cough with some expectoration, and slight

pain on swallowing solids.

The fauces and larynx were congested, and on examination with

the finger nothing was felt, but tenderness was present at the left

side, where the tonsil was small and atrophied. No other abnormal

physical signs were found, and her personal and family history

revealed nothing specific.

For a time she apparently improved under treatment, but sud-

denly, in May, the above symptoms again returned with increased

force ; she began to lose flesh, aud from this period she gradually

grew weaker and more wasted.

For three days, in July, the secretion was for the first time tinged

with blood, after which the throat felt more swollen.

She spent the summer months in the country, returning to

Loudon in October, when I again saw her, and found, for the first
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time, an enlarged cervical gland lying beneath the left sterno-

mastoid muscle. The hoarseness was great—aphonia almost com-

plete. She suficred from increased diUiculty in swallowing solid

food, and the secretion, which she said "ran from her mouth," gave

her much trouble night and day.

The tenderness on the left side of the pharynx wa3 increased, and

at the floor of the mouth, on that side, some induration could be

felt.

On Oct. 11th she complained of several severe attacks of dyspnoea,

and brought up blood "freely" with the secretion, which seemed to

relieve her much. With considerable difficulty, owing to this

secretion, which welled up and covered the mirror, an examination

with the laryngoscope was made, and a growth was revealed, which

appeared to push forward above the vocal cords, and conceal the

greater part of the left cord. The origin of this could not be

ascertained.

The breathing being stridulous and the attacks of dyspnoea

urgent, tracheotomy was recommended as a necessity to obviate

death from asphyxia, and as an essential factor in any subsequent

operative treatment that might be deemed advisable. She was

accordingly admitted into the Eoyal Hospital for Diseases of the

Chest on October 13th, when by the aid of the laryngoscope a swollen

cedematous-looking mass was observed on the left side, smaller than

before, extending half way across the opening of the glottis, and

completely hiding the left vocal cord ; in addition there was an

irregular-shaped, flattened, movable tumour, somewhat resembling a

second epiglottis, lying beneath the epiglottis and the tumour to

the left ; it presented an irregular and ulcerated surface, and appa-

rently blocked the larynx, while now and then it rose up and revealed

the right vocal cord beneath.

On October 14th Mr. "Walsham performed tracheotomy without

chloroform ; it was borne well and gave great ease.

Mr. Pugin Thornton, at my request, kindly made the following

note:

" On October 20th.— Cancerous mass arising from the left ary-epi-

glottic fold and arytenoid cartilage passing over to the right side, so

that, with the larynx at rest, the right vocal cord is partially

covered. On vocalisation the tumour, which presents at its right

extremity the appearance of a horn, is raised, and the two vocal

cords are seen. The right and left corners of the tumour are ulcer-
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ated, also there is a speck of ulceration on the left of the epiglottis

There is ulceration external to tlie left ary-epiglottic fold."

At Mr. Walsham's request Mr. Laugtou kiudly saw the patient

with him, and after due deliberation they considered that it was not

a ease suitable for operative interference.

Gradually she grew weaker, and a short attack of dry pleurisy of

the right side still further enfeebled her. The larynx became

swollen externally and thickened and tender to the touch about the

thyroid bone, while on several occasions the food returned through

the tracheotomy tube, showing the progress of the ulceration. The

dysphagia, pain, secretion, and aphonia increased until her death,

on December the 12th, which occurred at her home a few days after

leaving the hospital, at her own wish.

At the autopsy, which was made by Dr. Hamilton Bland, per-

mission only was given to examine the parts affected, and these are

now exhibited.

At the termination of the pharynx and commencement of the

oesophagus a large ulcerated cavity was found occupying the left

side, and extending anteriorly to the right arytenoid cartilage,

above and beyond the median line ;
posteriorly it encroached con-

siderably upon the posterior pharyngeal wall. Above it was

bounded by the ary-epiglottic fold, which was much ulcerated, and

below its inverted edges were beneath the level of the cricoid. Its

floor was deep, and contained the carious remains of the left wing

of the thyroid bone and the cricoid cartilage, a third of the latter

having disappeared, as also part of the left arytenoid cartilage.

The ulceration had eaten its way into the larynx, communicating

with it through a small opening leading into the left sacculus, and

also at the level of the cricoid cartilage it had worked a passage

into the trachea. These openings were small, and surrounded by

thickened everted edges. TI)C parts covering the right arjtenoid

cartilage and the right half of the posterior laryngeal wall were

involved in what was, without doubt, that part of the original growth

which had not been overtaken with the process of self-destruction

tliat was elsewhere at work.

This portion impinged upon the calibre of the pharynx forcing the

food to pass to its right, and lower down at the commencement of

the oesophagus there was considerable narrowing, indeed the stenosis

was almost complete.

There was some thinning of the wall of the common carotid
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artery, as it lay close to tlie outer side of the ulceration ; no

nerve cbanges were noted, nor was tbe enlarged gland in the neck

examined.

My friend, Dr. Gabbett, has been good enough to make a micro-

scopical examination, and he reports as follows :

" Sections vertical to the floor of the ulcer showed complete

degeneration of the superficial part, which consisted wholly of

dt%'is, among which no distinct cell-forms could be recognised.

Deeper, there was a layer o£ some thickness, made up of closely-

packed small cells, in the midst of which a few scattered muscular

fibres were seen to pass ; and here and there were numerous collec-

tions of squamous epithelium, some of which formed characteristic

' nests ' or ' globes.' Deeper still, in the part examined, there was

a distinct floor of fibrous tissue. An enlarged lymphatic gland from

the neighbourhood of the right common carotid was examined, and

found to contain no epithelial elements. The mucous membrane of

the tongue was healthy."

This specimen is exhibited, not as showing a rare form of disease?

but as a good example of epitheliomatous ulceration in the lower

pharynx, and as possessing some points of interest relative to the

history of the illness, the position of the lesion, audits bearing upon

the question of the removal of similar growths.

As recorded above, there had existed for many years some source

of irritation in the throat giving rise to diflSculty in swallowing with

neuralgic pains about the neck. It is difiicult to believe that this

was from the first of a cancerous nature. It is far more probable

that what had originally been some simple superficial inflammatory

process, ulceration or perichondritis, finally became the seat of

malignant growth. If so this change would appear to be of com-

paratively recent date, inasmuch as the most careful search, re-

peated on several occasions, revealed no evidence of any abnormal

growth until a few months prior to her decease. The sudden

onset of such tumours, their rapid increase in volume, and their

quickly following self-destroying properties, are well illustrated by

this case.

The marked symptoms of pressure, viz. the dysphagia and dyspnoea,

which at one time were extreme, seem to be inconsistent with the

present appearance of the parts ; indeed, ulceration has done its

work so well that but little remains of the original tumour.

Here is seen another instance of the preference shown by
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epithelioma as well as otlier morbid growths to spread in the

pharynx rather than invade the larynx or trachea.

Notwithstanding that large portions of the cartilages had been

destroyed; that disease had eaten its way into the larynx and

trachea, and had obliterated the left ary-epiglottic fold, yet the air-

passages remained comparatively untouched. The explanation of

this is to found in the fact that the arrangement of areolar tissue,

blood-veesels and lymphatics, with which the pharynx is supplied,

presents a soil highly favorable to the spread of cell-infiltration.

In the larynx, on the contrary, the mucous membrane with its

abundant elastic fibres, its separate lymphatic system and scanty

vessels, render it but ill suited for the rapid advance of abnormal

cell growth. And here it is noteworthy that the communicating

sinuses above mentioned occur at points occupied by considerable

masses of glands, adapted, therefore, to the invasion of the growth,

viz. the sacculus laryngis, and the posterior wall of the larynx at

the level of the cricoid cartilage.

That part of the tumour which had been observed encroaching on

the glottis and concealing the cords has disappeared, and the larynx

is only narrowed by the side pressure from without of the neighbour-

ing lesion. To the right of the epiglottis the pharynx is dilated to

allow of an enlarged channel on this side for food, but lower down,

at the commencement of the oesophagus, this passage becomes

narrowed and almost completely blocked by the growth as it

presses from the left side, thus fully accounting for the difficulty in

swallowing, which continued to the last.

February Vlth, 1880.

3. Ulcerations of stomach and duodenum.

By NoEMAN Moore, M.D.

1. Simple ulcer of the stomach.

npHE ulcer is on the posterior surface and lesser curvature of the

stomach. It measures one inch and a half by two-thirds of

an inch. The edge is thickened and overhanging, and the floor
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irregular. Part of the floor is actually formed by tlie paucreas

and ou this part when fresh, two slightly raised blood-stained

points were visible. On section these were found to be clots

adherent in eroded points of the pancreatic artery. Except near

these erosions, and in one other small spot, the surface of the ulcer

is smooth, and healing seems to have taken place. The consequent

contraction had constricted the stomach at the level of the ulcer so

that an opening only just admitting the little finger was formed, the

cavity of the stomach being thus divided into a small pyloric and a

large cardiac part, each part of which when the body was opened

was filled by a firm blood clot. The base of the ulcer was examined

and showed no evidence of malignant disease.

Death was due to the hsomorrhage.

The patient was a woman, aet. 54, who was in St. Bartholomew's

Hospital, under the care of Dr. Andrew. A year ago she had

some pain in the abdomen after eating but recovered from it.

For about four months before her death she had had uneasi-

ness in the abdomen and gradually increasing pain after eating-

She lost flesh slightly for a time and rapidly during the last few

weeks of her life.

She frequently vomited her food, and three weeks before her

death about half a pint of blood. At noon while sitting up in bed

she suddenly gasped and fell back in a faint. She recovered

sufficiently to speak but soon became weaker and died fourteen

hours after her fainting.

2. Simple idcer of the stomach.

The ulcer is on the anterior wall of the stomach, about one inch

and a half from the pylorus : it extends across the lesser curvature,

is almost circular, and measures nearly two inches across. The

stomach is adherent to the pancreas, which, however, nowhere forms

the base of the ulcer. The edges are thick and slightly over-

hanging. There is a smaller, shallow, and apparently healed ulcer

of the same general character nearer the pylorus on the lesser cur-

vature. The ulcer had caused a slight narrowing of the cavity of

the stomach. The larger ulcer has two irregular openings with

clean cut edges at the lower part of the base.

These were recent perforations, and death was due to consequent

acute peritonitis.
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The patient was a man, a?t. 57, who was a patient in St. Bar-

tholomew's Hospital, under the care of Dr. Southey. He had

chronic pleurisy, and had suffered from vomiting for fifteen months

before admission. He was greatly emaciated. He died suddenly

after an attack of severe pain.

Shortly before these cases there was a third example of gastric

ulcer at St. Bartholomew's which deserves mention with them.

The patient was a man, set. 35, under the care of Dr. Andrew, for

chronic jDeritonitis.

Post-mortem.—I found on the posterior wall of the stomach,

close to the cardiac orifice, a healed ulcer one inch by one inch

and a half.

This ulcer was firmly adherent to all the tissues behind the

stomach. Its edges were thickened, and there was some fibrous

tissue between its floor and the pancreas and spleen, but it was, no

doubt, the origin of the chronic peritonitis which ultimately killed

the patient by exhaustion after the ulcer itself had healed.

There was an obscui'e history of gastric pain for some years.

This case seems worth noting, for Dr. Ludwig Miiller, in his

admirable book ' Das Corrosive Geschwiir im Mageii ' (1860), does

not mention chronic peritonitis as a fatal termination of ulcer of the

stomach, and although Briuton suggests it vaguely he does not

mention a case. The methods of termination in the other two cases,

haemorrhage and perforation, are, of course, common.

3. Simple ulcer of duodenum.

The ulcer is a small oval one with overhanging edges on the

anterior wall of the duodenum, and one inch below the pylorus.

In its base is a perforation of nearly the whole size of the ulcer?

and with clean cut edges.

The cause of death was acute peritonitis.

The patient was a gardener in Sussex, and was under the care of

Mr. F. A. Hall, of Lewes, who was so kind as to give me the

specimen.

The gardener was about twenty years of age, and for several weeks

had pain about two hours after taking food. After a meal of

pickled salmon an attack of violent pain came on ; he went to bed,

became worse and worse, and died in about fourteen hours.
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4. Gall-stone ulcerating into duodenum.

The specimen shows several gall-stones embedded in a thickened

gall-bladder. Above one of them may be seen an ulcerated passage

by which a small stone had found its way out of the gall-bladder

and through the duodenal wall into the duodenum.

The patient was a nurse in St. Bartholomew's Hospital, who had

been dyspeptic for some time, but without jaundice or other marked

symptom.

Sudden vomiting came on, it could not be controlled, and she died

in twenty-four hours.

Statistics of ulcer of the stomach.

Since October, 1867, there have been at St. Bartholomew's, in

addition to those above described, 12 fatal cases of ulcer of the

stomach. Of these 10 were in men, and 2 in women.

The causes of death were :

Perforation 5

Exhaustion ...... 2

Fistulous opening into liver and lung . 1

Haemorrhage ...... 2

Died of Phthisis 2

Of ulcer of the duodenum there has been but one fatal case in

these thirteen years.

The particulars are given in the table on the next page.
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Table of Fatal Cases of Ulcer of the Stomach, 1867— 18T9.

Sex.
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4. Volvulus of the ileum.

By W. Haeeison Ceipps.

mnE specimen in this case was taken from the body of an infant

-L child, who was brought to the hospital on the third day after

birth with obstinate vomiting, and having had no passage of ffccal

matter by the anus. The abdomen was much distended.

On examination the little finger could be only introduced a short

distance within the anus, which appeared to end in a cul-de-sac.

It being considered to be a case of congenital deformity, Littre's

operation in the right groin was performed, the portion of the

intestine that presented itself being opened and stitched to the

wound. The patient died on the third day from peritonitis.

The interest of the case lies in the condition found upon the post-

mortem examination.

The rectum, the whole length of the colon, and a couple of feet of

the ileum were perfectly normal, though firmly contracted into a

muscular cord, no thicker than a pipe-stem. Above the spot men-

tioned the small intestines were greatly distended. The distended

portion of the intestine ended abruptly by a loop of the bowel

making a complete twist upon itself, the loop being folded over in

such a way as to cause complete obstruction to the calibre of the

bowel. The displacement was remedied at once by untwisting the

loop. Pressure on the distended intestine above immediately

caused the contents to pass into and distend the previously imper-

vious portion of the bowel. The undilated portion of the bowel

below the seat of obstruction was much smaller than it should have

been at the full period of foetal life, a condition probably accounted

for by the absence of all meconium from its interior, which

would have stimulated its growth. The practical interest in the

specimen lies in the difficulty that may arise in the diagnosis between

such a condition and an imperforate anus, and the fact of its being

probable that manipulation through the abdominal walls might have

untwisted the loop during life, since the reduction was so easily

accomplished in t\iQ post-mortem room. May 4:fh, 1880.
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5. Imperforate rectum.

By W. Haerison Ceipps.

THE infant from whom the specimen was taken was brought to the

hospital on the third day after birth with vomiting, abdominal

distension, and no passage of fteccs from the bowel. Examination

disclosed a well-formed external anus, which, however, terminated

in a cul-de-sac three quarters of an inch from the orifice. An ope-

ration was advised, but declined by the parents. One month later

the infant was again brought to the hospital, little alteration having

occurred since the first occasion. The abdomen was rather more

distended. The child had taken nourishment well during the whole

time, with occasional faecal vomiting, but nothing whatever had

passed by the rectum. The parents consented to an exploratory

operation. The finger, thrust against the cul-de-sac at the termina-

tion of the anus, felt a soft elastic swelling. A sharp-pointed

director was passed through the cul-de-sac upwards towards the

swelling, and failed to do more than to give exit to a few drops of

serum.

The infant was unrelieved by the operation, and died a few days

later with symptoms of acute peritonitis.

The post-mortem examination disclosed a large quantity of pus in

the peritoneal cavity.

The rectum was found to terminate in a large bulbous extremity,

the cul-de-sac of which was half an inch from the blind termination

of the anus. The peritoneal pouch completely covered the anterior

portion of the dilated rectal extremity. The puncture made by the

director through the cul-de-sac of the anus had passed, not into the

dilated rectum, but through the apex of the peritoneal pouch, and

hence upwards parallel with the bowel. It is worthy of notice that

had a puncture or dissection been made through the posterior por-

tion of the anal cul-de-sac, and then upwards and backward towards

the sacrum, the dilated rectum might have been reached without

opening the peritoneal cavity.

That the infant should have lived thirty days without a per-

ceptible falling off in condition, with the mouth as the only means

of faecal evacuation, is a matter of considerable physiological in-

terest. May 4:fh, 1880.
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6. Cancer of the sigmoidJJexurc ; gangrene of the hoioel {trans-

verse and descending colon) ; perito?iitis.

By James F. GooDnAUT, M.D.

A "WOMAN, fet. 54<, was admitted under Dr. Wilks, November 28tli,

1879. She was married, and bad had a family. She had always

had good health, but was subject at times to constipation, and at such

times had to stay in bed with abdominal pains, but from these she

would soon get well. She described her fatal illness thus : that she

got up one morning in her usual health, and soon after breakfast

was seized with severe abdominal pain. A medical man administered

a warm-water enema as there had been no action of the bowels for

two days, but no relief to the pain followed, and she was admitted

the day after in a collapsed moribund state from peritonitis.

At the inspection there was general peritonitis, the lymph caus-

ing some of the coils to adhere firmly, There was also some old

adhesion of the omentum in the right inguinal region. There was

no twist of the bowel, but what struck me at once was that the

transverse and descending colon were of a deep ecchymosed black

colour, and flaccid in appearance. No part of the intestine was

more than moderately distended. Opening up the bowel all was

healthy, till the commencement of the transverse colon, where there

appeared first a superficial gangrene of the mucous membrane in a

small circular patch one third of an inch in diameter ; below this

came some larger elongated sloughs like it, all superficial and

sharply defined, and then quite suddenly the intestine changed into a

black oedematous gangrenous condition throughout, and so con-

tinued, without any healthy tissue whatever, till the sigmoid flexure

was reached. Here there came a circular ulcer extending round

the bowel, with a thick raised everted edge, associated with consider-

able narrowing of the part and external puckering. The gangrene

did not extend quite to the ulcer, but to about an inch above ir,

where it ceased almost as abruptly as it began. The vessels of the

omentum and mesentery were followed out, but no plugs could be

found, nor was there any evidence of twisting of the bowel, so I

was forced to the conclusion that the disease was due to the stric-

ture and distension. But inasmuch as there was no evidence of

any remarkable distension, the explanation is not quite satisfactory,

8
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and the history, if it be worthy of credence, does uot corroborate

this, and the case may possibly have been an acute colitis from

some irritant food retained by the stricture. Had there been no

stricture the food would, on this hypothesis, have passed on as a

diarrhffia, whereas under circumstances which existed it remained to

set up au enteritis. The intestines were moderately full of liquid

yellow faeces of ordinary appearance. K^o blood.

The other viscera were all healthy.

I record this case that it may go with two others already in our

* Transactions,' one by Mr. Morrant Baker, vol. xxvii, and the other

by jMr. Doran, vol. xxx, in which, after intestinal obstruction, there

had come ulceration. Such a thing is indeed not uncommon, and

we are all probably familiar with the fact that occasionally, in

obstructive disease of the sigmoid flexure, large perforating ulcers

are found in the caecum. But the pathology of such cases is by no

means clear. I believe that one of two explanations must be given

to such an occurrence. Either the over-distension leads to stretching

and narrowing of the blood channels, and so to gangrene, or else

the material retained acts as au irritant and leads to ulcerative

inflammation. Fehruary 17 tli, 1880.

7. Congenital occlusion of the duodenum above the common bile-

duct.

By James F. Goodhart, M.D., for Geoege Eastes, M.B.

AMY W— , a full-time child, was born at 8 p.m. on December 9th,

1879. Her mother had advanced phthisis with enlargement

of the thyroid body, and died witli laryngeal spasm a month after

its birth.

The infant was well nourished, and of ordinary dimensions.

AVithin an hour of its birth it vomited as much as a tablcspoonful

of clear white mucus, and from this time till its deatli, on December
13th, it vomited constantly both the milk and water given as food,

and sometimes mucus only when nothing had been administered.

On the fourth day of life the vomit began to be tinged with black

material resembling "cofl'ee-ground vomit," wliich gradually increased
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in quantity until during the last day of life. Tlic vomit consisted

entirely of this material. Gradually increasing emaciation, -with, at

last, a few epileptiform attacks and exhaustion, terminated life 126

hours afterbirth. On three or four occasions a little meconium-like

material was passed per anum. The abdomen, at first natural in

appearance, partook of the progressive general wasting. It was

considered from the first that the baby had a congenital occlusion

of the pylorus or adjacent portion of the bowel.

The inspection was made by Mr. George Eastes, assisted by Mr.

Frederick Eastes.

The body was much emaciated, and the lungs, heart, liver, and

kidneys were healthy. The abdomen was generally contracted, but

at its upper part contained what looked at first like a distended

stomach, that is, a hollow viscus, occupying the usual site of the

stomach and resembling it in shape; it was 4 or 5 inches long,

and 2^ to 3 inches in diameter at its centre, its widest part. It was

somewhat narrowed by an hour-glass-like contraction a little to

the right of its centre. When opened it was found to be filled

with meconium, whilst the viscus itself consisted of stomach and all

or nearly all the duodenum, both partly distended. The circular

band, resembling an annular constriction, proved to be the pylorus.

The intestine beyond the duodenum was quite empty and of a

uniform size throughout, being about as thick as an ordinary goose-

quill. A blunt needle being inserted into its upper cut end, and

passed onwards towards the stomach, was prevented from entering

the distended duodenum by a thin membrane, which closed the

passage and appeared to be duodenal mucous membrane, and on the

inner part of the wall of the duodenum at this site, viewed from the

interior, was a slight circular depression, a sixth of an inch in

diameter, but no communication whatever could be discovered

between the distended duodenum and the contracted empty intes-

tine below it. The opening between the two was quite closed.

There were no signs of peritonitis. The hypogastric arteries and

umbilical vein and foramen ovale were all patulous. The umbilical

cord was still pendant.

Mr. George Eastes adds : It seems to me an inexplicable problem

that for three whole days after birth the vomit consisted of clear

uncoloured mucus or food, and that at the end of that time only it

was tinged by meconium, which is usually found in the intestine

before birth.
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The occlusion would also seem to have occurred very early, as no

signs of meconium was found at any part of the contracted intestine.

This opinion may, if the friends are reliable, require modification,

as they state that some meconium did pass per anum. I may also

add that the parts have been dissected very carefully since, and that

no trace can be found of any channel between the dilated duodenum

above and the contracted intestine below. The contracted part

ended in a fibrous cord, which became lost in the dilated coats

above. Further, the circular depression which has been described

above as marking the original site of continuation of the intestine

appears to me very clearly to be a flattened-out papilla at the

orifice of the common bile-duct, though I cannot now make even a

small bristle pass along the duct.

The case is one of considerable rarity. ]S"one such are described

in the ' Transactions,' and Theremin, in an article on congenital

occlusion of the small intestine, in the ' Deutsche Zeitschrift fiir

Chirurgie,' Bd. 8, 1877, has recorded only a few, although he has

dealt with statistics of large dimensions. February 17ih, 1880.

8. A case of acute atrophy of the liver.

By Samuel West, M.D.

THE patient was a boy, £et. G, admitted into St. Bartholomew's

Hospital, with the following history :

Tlie cliild luid been iu good health till seven days before admission,

but was seized then suddenly with sickness and pain in the ab-

domen, and at the same time the eyes and cheeks became somewhat

pufiy. There had been no ilhiess in the house and there was no

cause for the attack known. Subsequently, it transpired that this

patient had been playing in the streets with another child, and that

both are supposed to have eaten something which had been dropped

out of a lierbalist's sliop. This was uncertain, but the other child,

it appears, was also seized witli illness, and, as it was stated after-

wards, had died with somewhat similar symptoms.

Since the commencement of the attack, the pain and sickness
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had continued, though with less severity. There had been but little

sleep during the week, and for the last two days slight delirium at

night.

October 9th.—The child lay in bed upon one side or the other,

the left by preference, with the knee drawn up on abdomen, the

head thrown back, and the hand pressed under the temple, the

position suggestive of meniogitis. His sleep was restless, disturbed

by moaning, and occasionally by attacks of shrieking. The com-

plexion pale, and the face and legs slightly oedematous. The pulse

was irregular, and so rapid that it could not be counted, many of

the beats not reaching the wrist. Heart-sounds hurried and ex-

cited, with considerable reduplication at the base, but no murmur,
Bespiration rapid and irregular. Abdomen somewhat tense and
resistant ; complaint made of pain especially over the hepatic region,

which was increased by palpation. Slight ascites, slight cough and
a little bronchitis, but no other signs in lungs. Urine 1028, with

a slight trace of albumen, and a copious deposit of yellowish brick-

dust urates. The liver was much increased, extending in the rio'ht

line from the upper border of the fifth rib to half an inch above the

umbilicus. Slight redema of the eyelids and cheeks, and of the

legs and loins. Temp. 100° at midday ;
101° at 10 p.m.

10th.—No change. Temp, in morning, 98'2°; in evening, 102'4°.

Eestlessness greater. No albumen in urine.

11th.—Temp. 98"6° in morning ; 102.2° in evening. Liver smaller.

Vomited once a small quantity of dark fluid, which deposited a black

sediment, probably due to altered blood, and passed also a small

black motion.

12th.— Hardly slept at all during night ; no delirium. Temp.
99-6° ; evening, 1006°. Four small motions. Liver still decreasing.

Eesp. 70 ;
pulse 160. Troublesome cough.

13th.—Much paler ; liver much reduced. Temp. 1004°
; even-

ing 99'6°. Vomited some porter-coloured fluid; four small motions.

Urine examined ; a high percentage of urea 3'0. No leuciu or

tyrosin.

14th.—Vomited some more porter-coloured grumous fluid. Four
small motions. Temp. 99"8°. Liver rapidly decreasing, hardly now
below ribs. Temp, in evening, 97"4°, yet evidently moribund.

15th.—Died quietly at 1 p.m.

The course of the case was marked by increasing prostra-

tion, with rapid clocrcase in the size of the liver, so that on the
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14tl], that is, in five days, it hardly came below the ribs. The

pulse remained too rapid to count. The respirations about 70. The

breathing and cough most troublesome. Great restlessness and

want of sleep, and slight delirium at times. Por the last four

days the child vomited some porter-coloured fluid and was troubled

with slight diarrhoea; the motions also contained once some

blood. The temperature varied from normal in the mornings to

102"5° in the evening. The trace of albumen disappeared from

the urine, which contained a high percentage of urea (3"6),

but leucin or tyrosin were absent. Jaundice was absent completely

throughout.

The case was diagnosed as one of acute atrophy of the liver of

unknown cause.

On post-mortem examination the body was not jaundiced, but

highly oedematous.

Lungs were both nearly solid, airless, and non-crepitant ; on

section granular, firm, and of a colour varying from grey to deep red.

There were no clots in the vessels.

The right side of the heart contained numerous white softening

thrombi, chiefly in the auricle and under the columnae carnae. No
endocarditis.

Spleen smaller than natural.

Stomach filled with brown grumous fluid. Mucous membrane of

stomach and intestines not abnormal to naked eye.

Kidneys pale, cortex dull opaque white, and structure indistinct.

Medulla congested ; cells found on microscopical examination to be

very fatty.

Liver firm and resistant. On section the lobules were opaque

and pale in colour at the circumference, and deep red in the centre.

The organ weighed only 500 grammes (about sixteen ounces).

The microscopical appearances were as follows

:

Under a low power the lobules appear marked ofl" into two zones,

an outer, which is opaque and stains readily; an inner, which is

seraitransparent and almost unstained. The latter zone forms

nearly five sixths of the whole lobe. "With a higher power the

cause of this diff'erence is explained by the gradual conversion from

without inwards of the liver-cells into fat-cells, and to the subse-

quent ab.sorption of the fat and disintegration of the cells.

Externally the liver-cells are granular and opaque ; they are there

seen to contain a few fat globules, which become more numerous,
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and finally coalesce, until the original hepatic cell becomes con-

verted into a fat cell, with a beautiful distinct peripheral nucleus,

and a narrow baud of protoplasm rouud the fat-drop. This fat

drop then gradually disappears, probably by absorption, as no fat-

drops are seen in the interstitial tissue or anywhere in the lobule

out of the cells, and the cell shrinks to a granular opaque body

which persists in part as a dark irregular granule.

Nowhere is there any increase in connective-tissue cells or fibres

beyond that, towards the centre, the disappearance of cells brings

out into relief the normal connective-tissue framework of the

lobule.

For the purpose of comparison a section was shown from a case

of phosphorus poisoning, in which the microscopical appearances

were identical, but the clinical history of the case was one of malig-

nant jaundice. The diagnosis of acute atrophy of the liver was

thus confirmed by the post-mortem examination, though the case

was clearly not one of ordinary acute yellow atrophy, difi'ering as it

did from this disease in the entire absence of jaundice and of the

characteristic ordinary changes, and in the occurrence of high

temperature. But it is probable that under the clinical term of

acute yellow atrophy of the liver we associate together a number

of essentially different diseases. And it may be that the yellow-

ness of jaundice is an accidental, and not an essential part of the

affection. 31mj Uh, 1880.

. 9. Cirrliosis of the liver in a child.

By Feedeeick Tatloe, M.D.

[With Plate lY].

FEEBEEiCK W. Gr— , Set. 5, was admitted into Guy's Hospital June

9th, 1876. Family history good.

The patient has generally been healthy, but has had measles,

scarlatina, and hooping-cough. He began to have jaundice four

moi\th8 ago, and this was followed by vomiting and relaxation of the

bowels ; the motions were very pale, but the urine was yellow. For
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five weeks he attended as an out-patient and improved, but the

symptoms reappeared after two months, and lie was admitted under

Dr. Pye-Smith. He was well nourished, with warm dry skin, -of a

brownish-yellow colour ; the eyes were large and bright, with yellow

tinge of the conjunctivfe. The heart and luugs appeared normal.

The abdomen measured 24 inches in circumference at the lower

border of the ribs. The liver extended 3i inches below the ribs

on the right side, and li on the left. The edge was thin and

flexible, and presented two notches, corresponding apparently to

the gall-bladder and umbilical vein. There was a slight elevation

on the convex surface, somewhat to the right of the middle line

;

no fluctuation ; no ascites. The spleen is very much enlarged

;

it does not come forward so much as usual, but the colon is

resonant behind it. He was ordered Pulv. Hydrarg. c. Cret. gr. ij,

Sacch. Alb. iij, uoct. sum.

A slight eczematous eruption on the skin was treated with

Uuguentum Zinci. No essential alteration took place, and he went

out on July 1st.

For the next two months he remained, at times, very yellow, and

as he got gradually weaker he was readmitted on September Sth^

under my care. On this occasion the skin had a dusky brownish-

yellow colour, and the conjunctivae were tinged yellow ; tongue

moist and covered with brownish fur ; bowels regular, the motions

being light but not white. The abdomen was much enlarged,

and the liver was felt 3^ inches below the margin of the ribs.

The splenic dulness reached from the seventh rib to .about

the lower margin of the eleventh. There was no ascites. The

urine had a sp. gr, of 102G, contained bile pigment, but was free

from albumen. On the lower lip was a small abrasiou, from which

blood spurted occasionally. Temp. 100'2°
; pulse 9G. .

During the next few days he lost a good deal of blood from this

spot. His facial eczema Avas treated by zinc and mercury oint-

ments. On September 15th he was ordered syrup oi iodide of

iron ; and on this day it was thought that a nodule could be felt

on the surface of the liver.

September 28th.—Very drowsy. Liver estimated at 4 inches

below the costal margin. Abdomen larger.

October 2nd.—The abdomen measures 281, inches, taken 2^ inclies

above the umbilicus. There is now some fluid in the abdomen,

and slight oedema of the sliin near the pubes^, of the scrotum, and





DESCEIPTION OF PLATE IV.

This plate illustrates Dr. F. Taylor's Case of Cirrhosis of the

Liver in a Child. (Page 119.) From drawings by himself.

Fig. 1 represents the interlobular new growth and a portion of the adjacent

lobule, magnified 34 diameters. The interlobular tissue is densely nucleated,

and presents numerous bile canaliculi.

Fig. 2.—New connective tissue, with a group of hepatic cells. Magnified

280 diameters.

Fig. 3.—Interlobular tissue, magnified 190 diameters. It is taken from the

neighbourhood of that represented in Fig. 1, and shows the fibrillation of the

tissue, the bile canaliculi, with their double row of oval nuclei, capillary blood-

vessels, and nuclei.

References.—a. Hepatic cells. h. Nucleated tissue, c. Biliary canaliculi.

Capillary blood-vessels, e. Section of vein.
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of the dorsum of the left foot. The liver is hard, smooth, with

a sharply defiued edge. Tomp. 101°
;
pulse 130 ; resp. 32.

5th.—He was ordered the following:—Pot. lodid. gr. ij, Pot.

Acetat. gr. x, Syr, Aurant. 5j> Aq. ad 3J, t. d. s.

6th.—The liver extended four inches below the sternum in

the middle line, and two and a quarter inches below the ribs in

the right mammary line. Three days later the abdomen was only

twenty-six and a half inches round, and a week later (13th)

the liver reached only three inches down in the middle line, but the

surface was distinctly nodular, and the spleen could be felt two

inches below the left ribs.

15th.—There was no evidence of fluid in the abdomen, and his

jaundice was clearing up. He went out much relieved on the

22nd.

From the 4th to the 12th of the month his urine varied in

quantity from eight to eighteen ounces daily. The blood examined

on the 17th showed no excess of white blood-corpuscles. Besides

the slight eczema of the face, he had a lichenous eruption on the

legs ; and there were on the face small patches of ramified and
dilated venules.

Shortly after leaving Guy's Hospital he was admitted into the

Hospital for Sick Children, G-reat Ormond Street, under Dr.

Cheadle's care, and I am indebted to Dr. Cheadle and Dr. Barlow
for the notes of his case during the next two years.

On admission, October 31st, he is described as pale, cachectic,

with a dry skin, large abdomen, and prominent veins ; the edge of

the liver was three fingers' breadths below the ribs in the right

nipple line, and a hand's breadth in the middle line ; the spleen

was enlarged, hard, and extended forward to the middle line.

On November 16th the edge of the liver was half an inch higher

than before ; the spleen was enlarged to the same extent.

On January 3rd, 1877, the glands of the groin and neck were
found to be enlarged, and there was a slight icteric tinge of tbe

conjunctiva ; the surface of the liver was not quite smooth.

On the 15th the jaundice was less ; he had bled from the nose two

or three times. The abdomen measured then 23^ inches round the

umbilicus, and 25 inches at its greatest circumference. Towards

the end of the month he had ulcerative stomatitis and sloughing

tonsil. These healed under chlorate of potash and iron, and he left

the hospital February 16th.
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During his stay the temperature had been mostly normal
;

occasionally for short periods 100° or 101° in the evening. He
came under notice again in October, 1877, when he had decided

jaundice. The motions were pale, solid, with slight yellow tinge,

and offensive ; the urine was dark orange, with a slight trace of

albumen and biliary reaction. The liver was relatively smaller^

and markedly irregular on the surface. He was treated with

iodide o£ potassium and perchloride of mercury, and improved.

In April, 1878, he was suffering from some cough and dyspnoea,

with pain in the side. The urine was free from bile. There was no

purpura, nor oedema, nor ascites. The abdomen measured 25|-

inches at the umbilicus, 28i at its largest circumference, and the

liver reached only If inches below the ensiform cartilage. He had

had diarrhcea, and passed blood and yellow matter with the motions.

The skin was dark reddish brown.

In August, again, there was slight jaundice, and the abdomen

diminished a little in size.

A year later, September 9th, 1879, he was again admitted, under

my care, into Guy's Hospital.

It is to be regretted that the ward report has been mislaid, but

the following abstract taken for the purposes of the post-mortem

demonstration supplies the essential facts :—He was suffering from

extensive ascites, and measured 35 inches round the abdomen, 2|

inches above the umbilicus. The urine had a specific gravity of

1027, was high-coloured, but contained neither blood nor albumen.

The blood showed no excess of leucocytes.

On September 18th he was tapped, and 7 pints 2 ounces of

greenish-yellow, opaque, ascitic fluid were withdrawn. The tem-

perature was 103° at the time of the operation, and he afterwards

became drowsy, delirious, and strange in his manner, the pupils

being contracted. From this condition he partly recovered, and was

sensible for a day or two, but spoke in a slow hesitating manner,

with intelligence more or less dulled. He took food fairly well.

On September 25th he had a severe attack of hsematemesis, but

no melcena. The liver, which had been felt after the paracentesis,

could not now be detected. The patient continued screaming at

intervals and died in a state of collapse on the 26tb, at 5 in the

morning.

l.h.Q post-mortem was made by Mr. G. F. Crooke, 10^ hours after

death.
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Expression p]acid, dusky complexion, capillary injection of face,

well-marked icteric tinge of skin and conjunctiva).

Body considerably emaciated ; abdomen somewhat distended and

large ; absence of subcutaneous fat. The wound made in para-

centesis is leaking ; no oedema of limbs, but ascitic fluid escaping

freely on opening abdomen. Hydrocele on right side, with thick-

ened tunica vaginalis.

The brain weighed 44 oz., and was normal ; the spinal cord also

was normal.

Both lungs were more or less congested and cedematous, espe-

cially their lower lobes ; the condition most marked in the right

lung and the lower lobe of the left. The parenchyma was tough

and leathery, but no special (fibroid) induration was present.

There was patchy congestion of the bronchial mucous membrane

;

the pleural cavities contained no fluid. The mucous membrane

below the epiglottis and on its under surface was swollen, pale, and

uneven ; the vocal cords were somewhat thickened.

The heart weighed 4 oz. ; the left side was firmly contracted

;

it was otherwise healthy.

The capillaries and small blood-vessels of the parietal peritoneum

were distended, and showed prominently.

The stomacb was much distended with dark blood, partly fluid,

partly clotted, which, when evacuated, left an apparently blood-

stained mucous membrane ; by washing with a stream of water and

gently scraping, the colour was removed, leaving a pale mucous

surface, on which neither erosion nor ulceration could be detected

in any part. The gastric veins were here and there distended.

The small intestine contained much blood, especially at the duo-

denum, in the upper part of the jejunum, and lower down again about

the middle of the ileum. The apparent staining behaved in the

same manner as that observed in the stomach. The mucous mem-
brane was of a pale pink, but considerably swollen.

The whole of the large intestine and rectum was much pig-

mented, of a greenish-slate colour, the solitary follicles showing

out as dark slate-coloured spots. Peyer's patches showed nothing

abnormal.

The spleen was large, weighing 23 oz., congested ; suprarenal

capsules healthy.

The kidneys were rather large, congested, but otherwise healthy,

and weighed 8 oz.
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Testes healthy.

The liver weighed 25 oz. ; it measures now, after immersion in

82)irit for some time, G^ inches from side to side, 3^ inches antero-

posteriorly, and 2^ inches in thickness. It is an exceedingly good

example of advanced cirrhosis, being obviously much contracted,

and having the typical hobnailed appearance. The prominences on

the surface are mostly from i to ^ inch in diameter, but some, near

the anterior margin, both above and below, are large nodules from

I- inch to 1 inch in diameter. The capsule is irregularly thickened,

mostly filling up the depressions between the nodules, over the

summit of which it is transparent ; it is thicker over the left lobe.

The section of the organ has the characteristic distribution of

liver-tissue and fibrous overgrowth ; the yellow lobules, or groups of

lobules, varying in size from ^ to \ inch, are separated by thick

bands of white fibrous tissue, and this becomes so abundant towards

the front of the right lobe that one section shows an area of about

J inch square, in which no liver tissue can be detected with the

naked eye. The fibrous tissue is less abundant, and forms only a

thin network in the left lobe, and in the lobulus Spigelii. The

portal vein is patent, and the bile-ducts and other vessels appear

normal.

Microscopic sections (kindly made for me by Mr. Gr. F. Crooke)

show that the inter-lobular new growth consists of a fibrillated con-

nective tissue thickly crowded with small nuclei, and containing a

large number of newly-formed biliary canaliculi and capillary blood-

vessels. The canaliculi mostly measure about -o^q inch in trans-

verse diameter, and contain a double row of oval nuclei, of t^^^^
inch in size. Here and there are smaller canaliculi with only a

single row of nuclei. The capillary blood-vessels are generally

somewhat less in diatueter than the bile channels ; but there are in

addition many large veins in the new tissue, such as that repre-

sented in Plate IV, fig. 1. Invasion of the lobules by the connective

tissue has only taken place to a comparatively slight extent.

Bemarlis.—The case is of interest as one of cirrhosis of the liver

in a child, who was under observation for more than throe years,

namely, from the age of five until the ago of eight, when ho died.

As to the iniiuence of alcohol in its production, the evidence is not

complete. From the friends, neither Dr. Barlow nor myself was

able to get a confession that tlic child had been addicted to spirit

driiiking ; but on one occasion in the hospital, in Groat Ormond
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Street, he stated that he knew the taste of braudy and gin, and

liked them, and that he had often had them at night. There was

no evidence during life or post mortem that syphilis was the cause.

The nature of the change in the liver offers a second point of

interest. Apart from the previous history, I think the liver would

have been considered as decidedly small ; but its contraction was

distinctly proved by clinical observation. When ho first came

under treatment, the edge reached nearly four inches below the

ribs, whereas two years later it only came down one and three

quarter inches. In the early days he had slight jaundice without

ascites, if we except a period of a few days, when he was said to

have a little fluid in the abdomen, that quickly disappeared, and

mild jaundice recurred from time to time during his illness.

Finally, ascites appeared as the contraction of the organ became

more complete. The microscopic examination shows that the

lobules are scarcely invaded, but that there is a very abundant

development of biliary canaliculi in the new connective tissue,

without any evidence of a primary aftection of the large bile-ducts.

It, is then, clearly a case of granular atrophic cirrhosis, and the

new formation of minute bile-ducts will be noted with interest in

connection with the cases of cirrhosis, published in the last volume

of these ' Transactions,' by Dr. Saundby, whose argument the

present case, I think, supports. 3Iai/ ISth, 1880.

10. Primary carcinoma of the liver.

By P. H. Pie-Smith, M.D.

WILLIAM T— , a healthy country boy, set. about 12, came under my
care in November, 1878, with an enlargement of the liver. He

said that, after a fall on his side three months before, he noticed a

swelling, that it had very gradually increased, and sometimes gave

him pain.i I found the liver smooth, firm, elastic, and the edge

1 Dr. Heanuleu of Sutton, has since iufornied me that he saw the boy on

several occasions before he came to tlic hospital, for " pain in the region of the

liver, accompanied with fever and coffee-coloured urine. There was then no

jaundice, and very little enlargement of the liver."
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easily felt some three or four inches below the ribs. There was no

ascites or jaundice, and nothiug in the condition of the patient or

in the previous history of himself or of his parents to throw light on

the nature of the case. I believed it to be a hydatid cyst, somewhat

deeply seated, and had the most prominent and elastic part of the

tumour punctured. About an ounce of bloody fluid escaped, which

showed no sign of echinococcus and no pus. But the swelling

decreased, and the boy soon afterwards went home, sayiug that he

felt quite well.

He continued in good health for several months, the abdomen

remaining large. In September, 1879, he began again to feel some

pain in the right side, and again noticed a swelling there. He also

vomited occasionally, but with this exception remained well until he

was readmitted into Guy's Hospital in October. The liver was then

little if at all larger than on his admission a year before. There was no

jaundice and no ascites, the lymph-glands were not enlarged, and there

was no evidence of organic disease in any other organ. The tempera-

ture was normal, and the blood, which was more than once examined,

showed no increase of leucocytes. The boy was well nourished, and,

with the exception of a narrow maxilla and distorted teeth, was

well formed. Especially the signs of congenital syphilis were com-

pletely absent. His normal temperature and undisturbed nutrition,

as well as the slow progress of the disease, seemed to exclude the

supposition of a deep-seated abscess ; no epistaxis, or fever, or en-

largement of lymphatic organs favoured that of a cytogenic hyper-

trophy of the liver, like the case which I brought before the Society

in 187.1 ;^ there was no cause of lardaceous disease, nor any evidence

of its presence in other organs, and the symptoms were uulikc those

of hypertrophic cirrhosis. Lastly, the existence of the enlargement

of the liver for more than a year without development of serious

symptoms, the rarity of primary cancer of tlie liver, with the absence

of disease in any other organ, and the age of the patient—in short,

the whole clinical aspect of the case seemed to me, I confess, to be

decisive against its being one of carcinoma.

My former diagnosis of hydatid was now dis])roved, not only by

my previous experience, but by the negative result of a second

tai)ping, which the boy had undergone (without ill effects) shortly

before I saw him.

The liver slightly increased in size, and he complained occasionally

' ' I'atli. Trans.,' xxvi, [i. H'M.
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of pain and giddiness or sickness ; but was about the hospital

grounds, and went home before Christmas much in the same con-

dition as when I fii*st saw him fifteen months before.

He was adaiitted a third and last time towards the end of

January, 1880, under the care of Dr. "Wilks, by whose courtesy I

now publish the case. I found him, a few days after he came iu,

thinner, and the liver considerably larger, but he said that he

suffered little or no paiu, and was free from sickness. A few days later

I noticed a tingeof jaundice, and his feet were somewhat oedematous

at evening. The surface of the liver was more uneven than before,

and the superficial veins were enlarged, but the physical signs weie

otherwise unchanged.

On the evening of February 13th he vomited and felt unwell ; the

temperature was then found for the first time higher than normal,

100"2° F, Next morning it was lOl'G^
;
pulse, IM ; respirations 42,

with decided jaundice and slight albuminuria ; no physical signs of

peritonitis or pneumonia. On the 15th the temperature was 103°

morning and evening : on the 16th it had risen to 105'2°, though he

was fully conscious and did not complain of pain. There were still

no local symptoms to account for the fever. He died during the

night of the 16th.

At the inspection of the body it was found thin, with general

jaundice and oedema of the legs and scrotum. The abdomen con-

tained some straw-coJoured fluid ; there was no recent peritonitis.

The liver weighed 200 oz. The right lobe will be seen to be greatly

enlarged, and full of more or less circumscribed masses of soft

yellow material, which has grown into the hepatic and (to a less

extent) the portal veins, and appears here or there as characteristic

malignant nodules on the surface. These new growths vary from

microscopic dimensions to huge infiltrating masses. One largetumour
has completely blocked the portal trunk, and compressed the

common bile-duct. Haemorrhage has occurred in a few, and all are

in more or less advanced fatty degeneration. Indeed, one of the

most remarkable points in the anatomy of the disease is that no

parent growth appears ; all seem to be coaeval, even the smaller and

less numerous tumours in the left lobe. The glands in the portal

fissure were not enlarged, and there was no primary growth in the

pancreas, duodenum, or bile-ducts. The gall-bladder was full of

pale mucus, its coats were thickened, and its mucous membrane
injected.
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The spleen was large (13 oz.), firm, and pale, the Malpighian fol-

licles showing phiinly. Tlie stomach and intestines, the kidneys and

other abdominal viscera and the testes were normal, and the lymph-

glands were not enlarged. The brain weighed 51 oz. The lungs

were pushed up by the enormous liver, but were not collapsed ; they

were crepitant throughout, and only slightly oedematous. Careful

search in the rectum, the cardiac end of the oesophagus, the

vertebrae, and other parts, failed to discover a primary tumour,

and the only other trace of the disease was in the base of the

riglit lung, where was a small, firm nodule, looking like a shrunken

infarctus.

Microscopical examination of fresh sections, made by freezing,

showed infiltration of the liver-cells with oil-drops, fibrous capsules

surrounding some of the cancerous nodules, and absence of ordinary

alveolar carcinoma and of sarcoma. After hardening and staining,

the section showed that the fibrous capsules consisted of hepatic

cells and vessels, pushed aside and compressed. The nodules con-

sisted of closely-packed, polyhedral, epithelium-like, nucleated cells,

with scarcely a trace of stroma between them ; they chiefly diftered

from the surrounding liver-cells in the absence of the characteristic

columnar arrangement. Several masses were seen growing into

hepatic veins. There were also some places which showed small

round cells, with nuclei and scanty protoplasm, scattered among the

cells of the acini or forming minute aggregations.

The tumour in the lung gave still more characteristic and satis-

factory signs of the nature of the disease. Beside several spots of

haemorrhage into air-vesicles, and some interstitial pneumonia, there

were numerous microscopic nodules, scattered through this pul-

monary tissue. Each of these consisted of a fibrous capsule enclosing

closely-packed epithelial cells, like those of the hepatic tumours

in size and aspect, but less degenerated, and, therefore, more dis-

tinct.

The disease obviously belongs to the group of malignant growths,

but it is not medullary sarcoma nor alveolar carcinoma, in the strict

sense of the term, nor epithelial cancer, nor the form of tumour

which has been described as cylindrical-celled epithelioma, columnar

glandular cancer, and tubular adenoma.

It is an epithelial overgrowth, which is manifestly formed on tlie

model of the tissue in which it occurs, repealing the hepatic struc-

turc, but without its normal glandular arrangement, just as scirrhus



CAllOINOMA OP LIVEll. 129

of the brenst repeats the structure of tliat organ. ^ The solitary

secondary growth in the lung, by its exact resemblance to those in

the liver, showed its direct descent from living corpuscles, which
must have been detached from one of the parent tumours in the

hepatic veins, and conveyed directly to the pulmonary capillaries as

an embolus.

The invading course of the disease in the liver and the heterolo-

gous character of the nodules in the lung sufficiently attest its ma,
lignant nature, and the epithelium-like cells, without intercellular

stroma, bring it into the group of carcinomata.

If we define " adenoma" as a tumour reproducing the type of a,

secreting gland we may divide it histologically into the lobular or

racemose adenoma (or adenocele) of the breast, the tubular adenoma
of the rectum, and the growths of columnar or cylindrical duct-like

epithelium, which are not uncommon as growths from the hepatic or

the pancreatic duct. Lastly, and distinct from these, will come the

small group, to which the present specimen belongs, of glandular

growths in the liver, which do not conform to the columnar or cylin-

drical epithelium of its bile-ducts, but to the polyhedral epithelium

of its lobules.

Pathologically, we must recognise the most important distinc-

tion between local, single, homologous, benign adenoma and dif-

fused, multiple, heterologous, malignant adenoma. Dr. Mahomed
described and figured a case of the latter in an excellent paper in

our volume of ' Proceedings' for 1876, together with another of the

more common cylindrical-celled tumour.

Dr. "Whipham's case, in the twenty-second volume our ' Trans-

actions' (p. 164), was, no doubt, as he argues, one of primary cylin-

drical- (or columnar-) celled epithelioma. So was Dr. Grreenfield's

case, in our twenty-fifth volume (p. 366) ; but here, as in my own
case, there was a secondary nodule in the lung, of the same structure

as the malignant growth in the liver.

Beside the first case in Dr. Mahomed's paper, just referred to>

and a doubtful one in the thirty-third volume of ' Yirchow's Archiv'

(1855), published by Friedreich, several cases agreeing histologically

Avith the present one have been recorded by Yulpiau and Lance-

reaux. The characters of this form of adenoma hepatis are figured

by Rindfleisch (fig. 135) in his chapter on " Cancroide or Adenoma

' I may refer on this subject to the sixth chapter of Dr. Creigh ton's * Phy-

siology and Pathology of the Breast.'

9
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Hepatis," thougli he does not distinguish it from the more common
"tubular" or "columnar-celled" form of Cornil and Eanvier,

which he figures in figs. 13G, 137. Other cases of adenoma hepatis

have been published by Grieeinger ('Archiv d. Heilk.,' v. 3S5),

Eberth (' Tirchow's Archiv,' xliii, 1), Willigk (ibid., li, 20S) ; but

these were either cylindrical-celled in structure or innocent iu

progress.

Histologically, then, the present case is one of a rare form of new

growth, multiple infecting glandular cancer, or malignant adenoma,

of the liver.

The pathological interest of the case lies in its remarkably slow

and latent course, in the pyrexia, which was observed during the

short period o£ active symptoms before death, in the age of the

patient, and in the light which such malignant though homologous

growths throw upon the natural history of cancers generally.

March 2nd, 1880.

11. Primary disuse maligncmt groxoih in the liver, in which

the characters of sarcoma and carcinoma loere apparently

comhined ; rapid evolution of the disease, xohich teas of
great extent, hut limited to the liver}

By Sidney Coupland, M.D.

THIS specimen of a greatly enlarged liver, the major part of which

appears to be infiltrated with new growth, was obtained from

the body of a woman, thirty- three years of age, who died in the

Middlesex Hospital on October 3rd, 1879. The interest of the case

lies clinically in the apparently rapid development of the disease,

with but few symptoms beyond pain and enlargement of the organ,

and pathologically in the fact that to all appearance the growth

' This specimen was exhibited under the title " Primary Sarcoma (?) of Liver."

Unwilling that upon so important a question there should be any risk of error in

the record, I have ventured to substitute for that the above heading, especially

as the Morbid Growths Committee did not consider tho growth to be sar-

comatous.
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was primary in the liver, and limited to that organ, no other

growths being found in any other part of the body. It is also of

great interest from the histological characters it presents, and

the questions it raises as to the development of tumours in the

liver.

I am indebted to Dr. Greenhow for permission to bring the case

forward.

jNIary D— , jet. 33, a married woman with one child, set. 9, three

others having died in infancy, was admitted into the Middlesex

Hospital on September 16th, 1879, under the care of Dr. Greenhow,

suffering from pain over the right lower ribs, increased on taking a

deep breath. She was a fairly nourished, not anaemic woman, and

had no cough. She was menstruating, and the abdomen was not

examined until she had been in the hospital a few days, but

percussion revealed dulness over the right front of the chest from the

fourth rib downwards, and posteriorly for about three fingers'

breadths at the base o£ the lung. The respiratory murmur was

weak over the dull area, and vocal fremitus was absent ; but the

vocal resonance was unaltered. The heart's apex impinged in the

fifth interspace, Ig inch within the vertical nipple line ; the first sound

was muffled and murmurish. Pulse 96 ; temp. 101*4°. Tongue

thinly coated, but moist. She did not exhibit much sign of suflfering,

and the case was at first regarded as one of slight pleural eflusion.

Iler history was as follows :

She had always enjoyed good health, but had occasional cough in

the winter, and after her second confinement, some seven years ago,

had "milk fever," and was "blind for a week." Had scarlet

fever about ten years ago, but never rheumatic fever, nor he-

moptysis.

Five weeks before admission she says that she " caught cold in the

right shoulder " whilst travelling in a railway carriage, and in the

evening of the same day she felt pain in the shoulder and down the

right side of the back. The pain increased; it extended to the

hypochondrium and flank ; was not relieved by local applications,

and has continued ever since.

She is the second child of a family of six. Her father, sixty-four

years of age, is living, but for the past six years has been laid up

with general dropsy. Her mother, sixty-five years of age, is also

alive. One brother died of rheumatic fever, twenty-nine years of

age.
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The progress of the case for the first few days after admission

was Dot such as to indicate that she was suffering from any grave

disease. The temperature only once or twice reached 100°
;
gene-

rally it was normal, but she continued to suffer from pain in the

side, and from flatulent distension. It was not until the 25th that

she was in a condition to allow of the abdomen being examined.

It was noted to be large, and marbled with large veins. The

hepatic dulness reached from the fourth rib above to the iliac

crest, and leftwards to the axilla, the lower limit in the left nipple

line being midway between the costal arch and umbilical level.

The surface of the organ was smooth, its lower margin rounded and

well-defined. It was not tender. Posteriorly there was dulness over

the lower third of right back, where enlarged cutaneous veins were

visible. The patient believed the abdomen was increasing in size,

causing her more discomfort. From this date her course was a

downward one.

On the 28th.—Temp. 99=
;
pulse 128; resp. 32. It is noted:

•' Has had a restless night, and has been very restless this morning.

There is great pain in the abdomen. Tongue dry and brown. She

sweats profusely. Breathing entirely thoracic. The left border of

the swelling was found to be irregular, and aspiration by Mr.

Hulke on this day, made in the softest part of the tumour, yielded

a drop of blood mingled with large multinucleated cells.

Some cutaneous extravasation occurred at site of puncture and

spread in the abdominal wall. The left lower limb became ccdc-

matous. Slight icterus developed on the 1st October. There was

never any albuminuria. The tongue remained dry and brown.

The temperature vai'ied from 99-2° to 974°, and pulse from 108 to

128, and after a restless night she died at 2 p.m. on October 3rd.

The 2)ost-mortem examination was made on October 4th. Body
well nourished, slightly jaundiced, the skin in right flank being dis-

coloured a greenish black. Brain and its membranes natural.

Eyes not examined.

Abdomen.—On opening the cavity a small quantity of dark,

straw-coloured fluid escaped. The liver was seen to be of great

size, displacing the intestines downwards, its lower margin reaching

to the crest of the ilium. Above it had displaced the diaphragm

and lung, so that on the riglit side its margin was opposite to the

third rib. The notch between the lobes was seated about midway
between the ensiform cartilage and the umbilicus, whilst the left
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lobe, proportionately enlarged, extended to the spleen, its outer

margin being bent forwards where it came in contact with this

organ. Some vascular cellular adhesions, readily broken through,

occurred between the surface of the right lobe, and the abdominal

parietes and diaphragm.

The liver was then removed. It was, indeed, enormously but

uniformly enlarged, weighing 18 lbs. 12 oz. (300 oz.). It had the

following dimensions

:

Right lob
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normal liver-tissue in front of it, the latter forming a layer of about

three inches thick. It was roughly estimated that fully two thirds

or more of the lobe had undergone this change. The hepatic tissue

remaining was paler and more friable than natural, and was, more-

over, largely variegated (in the anterior as well as on the surface) by

greyish and black nodules and striae. The left lobe on section proved

to be less markedly invaded by the new growth, occurring here

more in the form of greyish-white and black nodules, more or less

closely aggregated, than as a continuous mass, similar to that

replacing the greater part of the right lobe. The liver-tissue here

was also friable and fatty.

The gall-bladder was partially filled with yellow bile.

The lymphatic glands in the hilus of the liver were not obviously

enlarged.

The stomach and intestines were natural. No growths nor

ulceration in connection with them in any part.

The pancreas was also free from new growth. Spleen was pale and

soft.

Kidneys smooth ; cortices swollen and pale ; no cancer nodules.

Ovaries shrivelled. Uterus rather bulky ; walls tough.

There were some subserous ecchymoses beneath visceral peri-

cardium in auriculo-ventricular groove. A fleshy semi-decolorised

clot filled the right ventricle. Heart-wall firm ; valves healthy.

The lower lobe of the right lung was greatly compressed at its

lower parts, which were quite airless ; the upper lobe engorged,

exuding a frothy blood-stained fluid on section. Beyond slight

marginal collapse of its inferior border, and general engorgement,

the left lung was natural.

Microscopical examination of the diseased liver, so far as I have

been enabled to carry it, has made it very difficult for me to deter-

mine the precise nature of the infiltrating growth. It presented to

my view two distinct types of structure—carcinomatous and sarco-

matous ; the former consisting of small alveoli full of epitheloid

cells, manifestly developed from the glandular epithelium ; the latter

composed of definite whorls of spindle-shaped cells, which were

wholly different in arrangement from those in the " carcinomatous "

portions. Some of these spindle cells were pigmented, and in

addition free pigment granules lay scattered between the cells.

No direct transition could be traced between the hepatic cells and

the spindle cells, such as was obviously seen in the carcinomatous
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areas. I cannot help concluding that the case is an instance of

"acute cancer," in the general sense of the term, in which the

morbid process has affected both the stromal or connective, and the

epithelial elements of the gland.

Apart from this singularity in structure, it is remarkable in

the limitation of the growth within the limits of the capsule of the

liver ; no lymphatic glands in the vicinity were affected ; no distal

growths occurred in any part of the body. When to this are added

the extremely rapid evolution of the new growth, and its remarkable

diftusely infiltrating character within the organ, we liaA^e other

features not usually met with even in hepatic cancer. Most
remarkable of all—and on this head I should wish that the speci-

men be referred to the Morbid Grrowths Committee to confute or

confirm the statement—would be the fact o£ a sarcoma being

primary in the liver. The occurrence of pigment within and with-

out cells suggested melanosis, but of this there was absolutely no

evidence in any part of the body, although it is only right to say

that the eyes were not examined after death. On the other hand,

in not one of the cases of primary malignant disease of the liver

brought before this Society, or the Societe Anatomique at Paris, or

occurring at the Middlesex Hospital, during the past six years,

has the growth partaken of sarcomatous characters. Frerichs,

however, records one case o£ a disease the existence of which there

is no more reason for doubting than there is o£ sarcoma of the

breast. Novemher IStJi, 1879.

Report of the Morbid Groivths Committee on Dr. Couplancfs

specimen of Primary Sarcoma of the Liver.

Two features are discernible in sections of this liver ; first,

increase and alteration of its epithelium ; second, increase and

modification of its connective tissue. These conditions are so inti-

mately blended in most parts that it is impossible to be certain how

much of the disease is due to each. But a careful study of those

portions of the tumour which lie in contact with normal or almost

normal liver structure, comprises the observation made by Dr.

Coupland on the multiplication of the liver-cells, and further

teaches that multiplication by endogenous formation is taking

place. In parts more remote from the normal structures a perfect

alveolar formation exists, the alveoli of which are filled witli cells

apparently derived from the liver-epithelium. The alveolar forma-
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tiou is not everywhere equally perfect, but is often replaced by a

more confused structure, in which it is difficult to appreciate any

order or method of arrangement. Prom the proliferation of the

epithelium, the traces of endogenous multiplication, and the alveolar

structure, we think there can be no doubt that a portion, probably

a large portion, of the disease is carcinoma.

On the other hand, even in portions of the liver in which the

acini are tolerably perfect, the connective tissue between them is

increased in quantity. And, where the cancerous changes are

developed, there is often a considerable increase of connective-tissue

elements, sometimes with the formation of fibrous tissue, some-

times with the production of spindle-cells, which occasionally are so

abundant that the whorls of spindle-cells described by Dr. Coup-

land are apparent. Of these connective-tissue changes two expla-

nations are possible : one, that the affection is sarcomatous, and

that therefore two tumour diseases, both of primary origin, coexist

in the same organ ; the other, that the affection of the connective

tissue resembles in its nature that which occurs in cirrhosis of the

liver. To the latter explanation we incline, partly because vre

know of no similar instance of such contemporaneous development

of sarcoma and carcinoma, but chiefly because the formation of

even a considerable quantity of connective tissue is not uncom-

monly associated with the development of carcinoma.

James F. GoonHAEx.

Henry T. Butli>-.

12. Primary cancer (^epithelioma) of the gall bladder.

By Sidney Coupland, M.D.

TUK patient from whom this rare specimen was obtained was a

married woman, 5G years of age, admitted into the Middlesex

Hospital, under Dr. Cayley's care, on August 19th, 1879. She had

suffered for six months from anorexia, occasional vomiting, and

epigastric pain. For two months she had observed a swelling in

the right side of the abdomen just below the ribs, and had gradually

become very weak.

She was ansmic but not jaundiced, and was much emaciated.

She complained of sharp pain in the riglit hypochondriac region.
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where a rounded but firm tumour existed, apparently connected

with tlie liA'er. There was exquisite tenderness over the swelling.

The liver dulness measured Gi- inches vertically.

Pain was a very prominent symptom, requiring frequent injec-

tions of morphia ; and on Sept. 5th peritoneal friction could be

detected over the swelling. The tumour increased somewhat in

size, and altered in form, but remained throughout very firm.

The patient occasionally vomited, but was never jaundiced. During

the last week or so vomiting became persistent, delirium set in, and

she died from exhaustion on November 21st.

The following are the notes of i\\Q 2^ost-mortem examination :

Body extremely emaciated ; in no degree jaundiced. On opening

the abdomen a firm tumour presented in the right hypochondrium,

projecting below and almost overlapping the margin of the ribs.

A few bands of adhesion passed between it and the parietal peri-

toneum near the middle line, where, over an area the size of a

crown-piece, the peritoneum was infiltrated with firm cancerous

growth, which involved the subperitoneal tissues, and to a slight

extent invaded the rectus muscle. Around the margin of the mass

on the peritoneum were scattered several small firm whitish nodules.

The liver, with which the tumour was connected, was also firmly

adherent to the duodenum, and, in removing the organs, it was

cut away from its attachment to the gut. In doing this a cavity

was laid open, from which some small calculi escaped. There was

no trace of a gall-bladder, but in its site, and occupying almost the

lower fourth of the right hepatic lobe, was a large ovoidal mass

the size of a cocoa-nut. The growth measured 4f inches antero-

posteriorly. It had a yellowish-white appearance, and was very

firm. On section, its central portion had a more opaque appear-

ance and was more creamy in consistency than the periphery, which

was sharply marginated above and externally from the liver sub-

stance. About an inch and a half from the upper surface of the

growth, and two and a half from its anterior margin, there was a

smooth lined cyst, the size of a walnut, full of mucoid fluid entang-

ling numerous orange-coloured calculi, averaging a split pea in size.

This evidently represented the cavity of the gall-bladder, the entire

walls of which had been replaced by the tumour mass. A deep

groove separated the upper border of the tumour from the hepatic

tissue, corresponding to the line of the ribs, but on the right side

no very sharp line of demarcation existed between the growth and
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the liver substance, the margin of the growth being irregularly

crenated. There were no outlying nodules in the liver separated

from the main mass of the tumour. The capsule of the rest of the

right lobe and of the left lobe was natural ; and the liver-tissue

itself had a normal appearance.

The stomach was much dilated. Its lining membrane was mani-

festly thickened and coated with a layer of tenacious mucus. Im-

mediately beyond the pylorus the duodenum was much contracted,

and its walls thickened ; a small triangular-shaped ulcer occurred

in the mucous membrane, the wall of the duodenum at this point

being infiltrated with the same material as the tumour, with

which, indeed, it was continuous.

The spleen was slightly indurated ; the kidneys pale and granular.

Lungs, adherent at apices, were highly emphysematous, and con-

tained no nodules of new growth.

The heart was pale and flabby ; mitral valve rather opaque, and

aorta slightly atheromatous.

The nature of the growth was peculiar, its microscopical charac-

ters resembling those of the squamous variety of epithelioma rather

'than of the columnar type-

It seems evident that this was a case of primary epithelial cancer

of the gall-bladder, which had attained remarkable proportions, but

yet had remained perfectly localised, only contiguous parts {e.g.

peritoneum and duodenum) being aftected. The occurrence of

gall-stones in the cavity of the gall-bladder is of interest, and sug-

gestive from an etiological point of view, whilst the absence of

jaundice was perhaps the next remarkable feature of the case,

showing that the disease had not implicated the common bile-

duct. December 2nd, 1879.

13. Case of cancer {probably primary) of the gall-bladder.

By NOKMAN MOOEE, M.D.

THE specimen shows a portion of the pyloric orifice of the stomach,

with the beginning of the duodenum, and adherent to them the

gall-bladder.

The gall-bladder is infiltrated in every part and surrounded by
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a mass of medullary cancer. It contains four large facetted gall-

stones, and there were several smaller stones.

The gi'owth in and around the gall-bladder was continuous with

a mass of infiltrated lumbar glands. The duodenum was com-

pressed and its walls infiltrated by the cancer. The cystic duct

was obliterated, the common bile-duct open.

The stomach was so dilated as to cover all the abdominal

viscera to within an inch of the pubic symphysis. The peri-

toneum and pleura contained a few small nodules, and there were

one or two near the gall-bladder on the liver, but none within

the liver, and the pancreas was not at all infiltrated. The pylorus

was; unaftected.

The patient was a woman, set. 59, and was under Dr.

Andrew's care in St. Bartholomew's Hospital. She had noticed

an increasing abdominal swelling for five years, but it had only

given her trouble for one month before admission, i.e. two months

before her death. A hard tumour near the liver was felt during

life, but Dr. Andrew informed me that three weeks before her death

there was no evidence of the great dilatation of the stomach

found after death.

The gaU-stones may be regarded as the localising cause of the

new growth.

Primary cancer of the gall-bladder is somewhat rare, and this is,

I think, a distinct case. The rapid dilatation of the stomach is an

interesting clinical feature. December 2nd, 1879.

14. Description of a large gall-stone passed per anum ; with

remarks o)i the structure and mode offormation of biliary

calctdi.

By William M. Oed, M.D.

I
If a short letter printed in the ' British Medical Journal ' of

July 19th, 1879, my friend, H. Carr H. Eoberts, gives the

following account of the circumstances under which the gall-stone

now exhibited was passed.

" About the middle of June last I was called in a great hurry to

see Mrs B— , a lady living close by. I found she had been con-
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fined a fortnight before, and for a week previously had "been obliged

to keep her bed on account of excessive pain in her back (attributed

to the impending labour), and constant diarrhoea of a pale-yellow

colour. For several days she " had felt something in the back

passage," and at last succeeded in hooking out with her fingers

from the anus a huge stone, measuring 5 inches in its greatest cir-

cumference, 4 inches in its least, and weighing 5 drachms. The

patient has had a large family, and, with the exception of shortness

of breath (due probably to a fatty heart), has enjoyed good health.

The urine is normal. She is not, and never has been, jaundiced,

and at the time of writing is well and about her household duties."

Mr. Eoberts placed the stone in my hands for examination.

It size is certainly remarkable. It measures If inches in its long

diameter, and 14 inch in its transverse diameter. It is of a brown

colour, and near one pole, having sustained some superficial

damage, has been broken away in laminated fragments. It is com-

posed of a mixture of cholesterin with biliary pigment. Now, this

is the composition of the majority of biliary calculi. Some one has

written anonymously in the ' British Medical Journal ' to suggest

that the stone is an enterolith. Enteroliths, however, do not show

such a composition, but are made up either of matted hair or of

matted undigested substances, such as husks and beards of seeds, or

of the triple phosphate, or of lime salts, or, in the bezoars, of ellagic

or lithofellinic acid.

The examination of the calculus in question leads me to make

some remarks on the general structure of cholesterin biliary

calculi. Such calculi consists chiefly of a mixture of cholesterin

with biliary pigment. There may be present in addition small

quantities of mucus, of lime salts, of the biliary acids, of carbonate

of lime. In split sections cholesterin calculi present a very

general uniformity of structural arrangement, which has been

accurately described by many observers. Pour principal layers are

described :—Most internally is found a dark-coloured nucleus,

fading into an investing layer of a pale colour ; the second invest-

ing layer is manifestly composed of crystalline material arranged in

radiating plates or columns; and, thirdly, outside are several concen-

tric layers of varying colour and thickness, in which a low magnifying

power reveals a radiating crystalline structure. These are invested,

lastly, by the outer crust, usually more deeply coloured, and showing

no traces of radiating, and little of concentric structure.
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The microscope reveals marked differences iu the several layers.

(1) The outer layer consists of au intimate mixture of cholesterin

with colouring matter. The cholesterin is not iu rhombic plates,

but either distributed in molecular form, or in spheres, or towards

the deeper part of the layer iu deeply-stained undulating crystal-

line fibres. (2) In the concentric laminse the undulating fibres are

still found Math more marked crystallinity and distinct radiating

arrangement. In successiA^e deeper laminae the fibres become more

distinct, more crystalline, less coloured, the colour gathering into

interstices instead of staining the crystal ; and so by many grada-

tions the lamina are exchanged for a tract (3) of radiating columnar

masses of perfectly colourless cholesterin, with masses of pigment

packed into their intervals. Lastly, the centre (-i) is composed in

great part of deeply-tinted subcrystalline pigment, with a small

admixture of cholesterin, in rhombic and rhombohedral forms

but not with radial direction. The pigment does not represent

an original nucleus, but occupies rather loosely a cavity in the

centre of the calculus, and is distinctly continuous with the

pigment lying between the radiating crystalline columns, the cavity

being, in fact, the meeting point of the spaces between the

columns.

On consideration of the section and of the calculus, as a whole, it

is evident that the outer layer (1) represents the latest additions to

the concretion, and that this contains a mixture of formless crystal-

line matter with formless pigment and a few spherules. The central

portion (3 and 4), also evidently the oldest, consists of separate

masses of crystals and of pigment. An examination of calculi, of all

sizes, from small to large, shows that this central part has been ori-

ginally deposited, as might be supposed, in the condition seen in the

outer layer, so that the state of layers 3 and 4 in larger calculi indi-

cates the occurrence of a metamorphic change, consisting, in the

slow but complete separation from each other of the cholesterin and

pigment, at first indistinguishably commingled.

When first precipitated the cholesterin is disseminated through a

bed of biliary pigment, a colloid of high molecule. This not only

prevents the formation of separate crystals, but tends to group the

crystalline matter into spherules. If the colloid always remained a

colloid no further change would occur, save a minute radiating crys-

talline fibration, such as is found in uric-acid calculi. But the col-

loidal pigment tends, in process of time, to become crystalline, and
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as step by step it assumes that condition, the two substances are

segregated into two zones—a central: one of the more adhesive

pigment, an outer one of the polar crystal.

The change is slower in proportion as the pigment is in excess, as

the sei'ies of specimens now exhibited clearly shows, the deepest

coloured calculi having a predominance of dark concentric laminae,

the most lightly tinted being almost entirely radiantly crystalline.

I have recently described, in the ' Proceedings of the Royal

Society,' the behaviour of cholesterin when deposited in the presence

of colloids, and have shown that it passes through a spheroidal state

to a state of radiating fibratiou, or to a still closer reversion to its

normal rhombic form. An experiment showing the separation of

cholesterin from bile-pigment, after deposition in combination

therewith—an experiment not noted in the paper referred to—may

be cited in illustration of the propositions advanced. A gall-stone

containing a great deal of pigment is reduced to fine powder. Some

of this it! mixed on a glass slip with glycerine and glacial acetic acid

and the mixture is covered with thin glass. The slip is then slowly

heated over a spirit flame to ebullition. AYhen the powder is in

great part dissolved ; the slip is transferred to the microscope.

The fluid is found in a state of great agitation, and filled with very

small yellowish spherules, which run together to form large spherules

of all sizes. These move about the field under the influence of the

currents, with all sorts of amoeba-like changes of outline, but they

arc perfectly homogeneous, and do not affect polarised light. Pre-

sently they become stationary, lose their transparency, and begin to

crystaUi.se, the process beginning at one point and extending thence

quickly over the whole mass. The crystallisation converts them into

lozenge-like bodies, covered with somewhat round or angular pro-

jections, finely marked with bent parallel lines, indicating imprisoned

acicular crystals. Very often the interior remains uncrystallised,

but in a state of evident tension for some time. The crystals are

perfectly colourless, the pigment being separated from them in sub-

crystalline nodules of a brilliant yellowish red, like that of hsema-

toidiu. After a varying time, sometimes many hourb,the imprisoned

raphides burst from their envelope, and the whole mass bristles with

them, star-fashion. At the same time the tense interior arranges

itself in concentric laminrc of parallel, radiating, crystalline fibres,

still completely separate from tlie pigment, wliich forms alternate

layers ; so tliat we have before our eyes, within a few hourp, the



LAUGE GALL-STONE. 143

spectacle of the formation of a tiny biliary calculus. The process,

watched under polarised light, is wonderfully beautiful. The first-

formed spheres, as has been said, do not affect polarised light, and

arc almost invisible with the dark field. "When crystallisation

begins brilliant light flashes out in the margin of the sphere, like a

bright sunrise, and then extends over the whole mass with gorgeous

play of colour, due to the varying thicknesses and tensions.

Jan. GtJi, 1S80.

15. (Esophagus and stomach from a case of acute carbolic

acid poisoning . {Card spcchnen.)

Exhibited by Kobeet Smith, M.D.

THE patient, a woman, aet. 45, was brought to Charing Cross
Hospital, at 2 a.m., on July 13th, 1879, her friends stating that
about half an hour previously she had swallowed about three-

quarters of a pint of the ordinary commercial undiluted carbolic

acid, and that she had exhibited no signs of delirium or of excessive

pain afterwards, but had at once become insensible. At the time
of taking the acid she had not quite recovered from the effects of a
prolonged drinking bout. She was quite insensible when brought
to the hospital ; breathing was stertorous ; the pupils were some-
Avhat contracted, and did not respond to light ; the pulse was small
and irregular, and the skin cold. The stomach-pump was at once
used, and about half a pint of dark grumous fluid, smelling strongly

of carbolic acid, was removed before the patient's death, which
took place about a quarter of an hour after she was brought to the
hospital, or three quarters of an hour after the poison had been
taken.

At the post-mortem examination, thirty- seven hours after death,

I found the following condition of the specimens exhibited :—The
root of the tongue and the adjoining surface of the epiglottis pre-
sented a glazed appearance, of a leaden hue. The whole of the
inner surface of the oesophagus had that glazed leaden appearance
very marked, as if it had been coated with a thin pellicle of sheet-

lead. To the finger this glazed surface felt somewhat sticky and
viscid, and thin patches could be easily removed from the affected

surface. The stomach was found contracted into small bulk. It

contained no fluid, but about a teacupful of undigested pieces of

beef. The iutex'ior of the organ was much corrugated throughout,

except over a small area near the pyloric orifice ; the mucous mem-
brane everywhere, except in the part mentioned, was roughened and
easily broken ofl" in small pieces. This rough condition of the
stomach contrasted markedly with the smooth, glazed appearance
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of the tesophagua, tlie boundary between the two conditions being
quite abrupt at the lower end of tlie oesophagus. Perhaps the

different character of the epithelial lining of the two organs, in ad-

dition to the difference of the length of time during which tbey were
exposed to the action of the carbolic acid, may in part account for

this marked difference in the appearance of the two mucous surfaces.

The stomach and oesophagus smelt strongly of carbolic acid.

The condition of the other viscera and of the blood is not alluded

to, as they are not exhibited. Some account of them appeared in

the 'Medical Times and Gazette,' vol. ii, 1879, pp. 236-7.

January 20th, 1880.

16. Acute fatty changes occiirritig in an enlarged liver {acute

hepatitis?). {Card specimen^

Exhibited by C. H. Ealfe, M.D.

FIVE months ago patient was seized with severe pain in right side

;

rigors, sweats. Was in hospital in Ceylon for six weeks ; con-

stant pyrexia, lost considerably in weight, he stated Ave stone.

After one week the pyrexia abated, and he was free from pain, and
began to recover flesh. Sailed for England. Just before arriving

was seized with old pain and return of fever ; admitted into

Seaman's Hospital, May 1st. Liver dulness up to right nipple,

and bulging below margin of ribs three fingers breadth. Tempera-
ture ranging from 99° to 100° F. lligors and sweating, &c.

Diagnosis.—Hepatic abcess. Aspiration ; no pus. One day before

aspiration temperature sank and the patient seemed low ; after

aspiration temperature remained subnormal ; he became rapidly

comatose and slightly jaundiced ; death three days after aspiration.

Leucin and tyrosin in urine. Mag ISfh, 1880.

17. Vohidus of small intestine due to a cotnplete McckeVs
diverticulum. {Card sjiecimen.)

Exhibited by S. Coupland, M.D.

mnE specimen consists of about five feet of ileum and the caecum-

J_ Erom the free surface of ileum, three feet above ileo-ca?cal valve,

arises a diverticulum, wliich jiasses directly to the umbilicus. It is

seven inches in length, and for the uppermost two inclies (to which

the o-reat omentum was adherent), forms an impervious conl. At its

point of origin the ileum was twisted on itself, causing complete

obstruction ; the coils beyond lying flaccid and empty in the pelvic

cavity, whilst all the intestine above the diverticulum was distended

with fluid faecal matter, especially the portion here retained. This
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part of the gut was iuteusely congested and in places showed com-
mencing gangrene. There was no general peritonitis, and the other
viscera were healthy.

Taken from the body of a young man, 29 years of age, who died
in the Middlesex Hospital on March 27th, about twenty-four hours
after admission. He was a painter, but had uever had any intes-

tinal trouble before the fatal attack, which commenced on March
25th with vomiting, severe dragging pain at lomlilicus, and slight

diarrhoea. The vomiting and pain persisted, but no motions passed
after the morning of the 26th. There was distension of belly,

dulness iu flanks, and fluctuation due (as shown at post-morteni) to
the liquid contents of the bowels. Death was sudden.

Novemler 4ith, 1879.

18. Carcinoma {medullary) of duodenum, just heyond pylorus,

occluding and invading hepatic ducts.
(
Card specimen.)

Exhibited by S. Coupland, M.D.

THE specimen shows the liver, pancreas, stomach, and duodenum
from an old man, set. 80, a bootmaker, under Dr. G-reenhow'a

care, at the Middlesex Hospital, from September 25th, 1879,

to October 16th, 1879. His previous health was good. Nine
months before admission he suffered from pain and tenderness in

right hypochondrium, and three months later jaundice was first

noticed. The icterus deepened ; there was loss of appetite, consti-

pation and increasing feebleness till his death ; no vomiting.

The liver is enlarged and of an olive-green colour, its bile-ducts

distended with clear fluid; gall-bladder fully distended with clear

fluid ; duodenum (first part) adherent to liver at the hilus, where a

soft cancerous mass, apparently growing from the bowel, concealed

the ducts. In the bowel the growth formed an oval ulcer with soft

white margins and sloughing base. A bristle is passed through the

pancreatic duct into the duodenum, and the common bile-duct has

been laid open as far as possible, it being occluded by a polypoid

outgrowth of the cancer. Microscopically it has characters of

medullary cancer.

There were no secondary nodules.

The disease resembles somewhat, in its position and in its effects,

a case of epithelioma of duodenum exhibited in 1873 (' Path. Trans.,'

xxiv, p. 103). The subject in that case was also an old man (a;t. 72).

November Uh, 1879.

10
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19. Her7ua of ileum through a rent in the great omentum.

( Card specimen.)

Exhibited by S. CorPLAiro, M.D.

THE great omentum and a large portion of ileum from a man,

jBt. 47, under Dr. Cayley's care, at the Middlesex Hospital,

from February 15tb to 19th, 1877, with symptoms and history

of acute intestinal obstruction, setting in two days before admission.

Enterotomy was performed on the 18th, but vomiting recurred, and

patient sank.

[The case is fully reported in 'Med. Times and Gaz.,' 1877, ii,

p. 462.]

Forty inches of ileum are included by the constricting band,

which is seen at the right lower angle of the greatly fat-laden

omentum, the site of the distal strangulation being four inches from

the ileo-coecal valve.

The artificial anus is seen in the ileum two feet above the

constriction.

There was commencing peritonitis.

Note.—A similar case is figured in ' Pitha u. Billroth,' Bd. iii,

2nd Heft, 4th Lief., p. 15. Noremher Uh, 1879.

20. Hernia of some of the abdominal viscera into the left pleura,

probably coiigenital. {Card specimen.)

Exhibited by Wm. Ewaet, M.B.

THE patient was a valet, set. 34, of healthy aspect, who died from

right pleuro-pneumonia soon after his admission into St.

George's Hospital, and before any history could be obtained.

The left pleura was found to contain a portion of the abdominal

viscera. The normal " cardiac space" was occupied by the trans-

verse colon, carrying with it the omentum ; behind these and to the

left was the stomach. The stomach and the colon were both much
inflated, and filled the greater part of the pleura. The pancreas,

the upper part of the spleen, and a small supernumerary hepatic

lobule, situated at the extreme left of the left lobe of the liver, had

also found room in the thorax. The lieart was pushed upwards,

backwards, and to the right, and the left lung was compressed to a

small volume in the upper part of the chest, where the apex had

become adherent ; it could be inflated without difficulty.

The herniated viscera possessed no peritoneal or pleural sac,

and came into direct contact with the lung, constituting the

lesa unusual form of phrenic hernia, or " false phrenic hernia" of

Peacock.
The orifice was situated at the left tendinous centre ; it was large,
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oval, with thick, smooth edges. The oesophagus was normal, but its

cardiac end had been drawn up into the orifice. It will thus be seen

that, in the course of digestion, the food passed five times through

the diaphragm.
The hernia was probably congenital ; as supporting this view may

be mentioned the fact that another malformation existed; the right

kidney was absent.

The right pleuro-pueumonia was not severe ; its rapidly fatal issue

was probably accelerated by the occurrence of gaseous distension of

the colon and stomach. February Brd, 1880.

21. Hernia into the vaginal process of peritoneum and tmde-

scended testicle. [Card specimeii.)

Exhibited by Frederic S. Eve.

PART of the right innominate bone with Poupart's ligament.

Just above and parallel with Poupart's ligament is an incision

through the aponeurosis of the external oblique muscle, laying

open the inguinal canal, which was made in the operation of her-

niotomy. Protruding through the incision, just above the external

ring, and occupying the caual of the vaginal process of peritoneum,
is an undescended, ill-developed testicle; on its outer side is a

knuckle of intestine, which has been inserted to show the position

occupied by the strangulated gut. The termination of the vaginal

process protrudes from the external ring.

Sistory.—The specimen was taken from a boy, £et. 12, who was
operated on for congenital hernia on the right side. The testicle

on that side had remained in the inguinal canal, but a rupture
had never before descended. The intestine had been strangu-

lated nearly three days before the operation was performed.

Death resulted from peritonitis.

The specimen is preserved in the museum of St. Bartholomew's
Hospital, Series xvii, No. 103. October list, 1879.

22. Patent vaginalprocess ofperitoneum. (Card specimen.)

Exhibited by Erederic S. Eye.

THE left testicle and vaginal process taken from the same patient

as the preceding specimen. The testicle had descended into

the scrotum, but the vaginal process is patent ; a glas3 rod is

inserted into it. October 2lst, 1879.
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V. DISEASES, ETC., OF THE GENITO-UEINARY

ORGANS.

1. TJie histology of granular hidney.

By KoBEET Satjndby, M.D.

[With Plates N and VI.]

BRIGHT recognised three well-marked pathological types of dis-

eased kidney, associated with albuminuria, but was ignorant

of the intimate nature of the morbid process. In accordance with

current pathological doctrines he regarded each variety as a stage

in the development of a deposit or growth giving rise to granula-

tions, and hence he called the whole process " granular degenera-

tion." At present we restrict the term "granular kidney" to

what Bright regarded as the third stage, and it is believed by many

to have pathological and clinical characters which distinguish it

altogether from the other two. This separation was not effected

early in the hi.story of Bright's disease, nor was it completed with-

out opposition ; indeed, it cannot be said that at the present time

the points of distinction are generally agreed upon. The naked-

eye appearances are sufficiently characteristic. It is only when we

attempt to determine the intimate nature of the changes which

have occurred that differences of opinion arise. Bright's doctrine

of a morbid deposit soon gave way to the theory of an inflammatory

process, first taught by llayer, and confirmed by the histological

researches of Johnson, Prerichs, and Eeinhardt. According to

Frerich.s, the three varieties or types described by Bright corre-

sponded to three stages of an inflammatory process, characterised

respectively by :— 1, hypersemia with exudation ; 2, fatty degeneration

of the exudation ; 3, absorption of the degenerated exudation and





DESCEIPTION or PLATES V & VI.

Illustrating Dr. Saundby's paper on the Histology of Granular

Kidney. From drawings by himself. (Page 148.)

PLATE V.

Fig. 1.—A mass of proliferating epithelium from the cortex of the kidney,

a. Enlarged nucleus; J. hour-glass nucleus,* c and <?. cells containing two nuclei;

e. tubules filled with young cells. Hartnack, oc. 3, ohj. 8.

Figs. 2, 3, 4, and 5 represent semi-diagrammatically the stages of cell pro-

liferation observed in the epithelium in Fig. 1.

Fig. 6.—Convoluted tubules filled with small round cells, derived as above

described. Hartnack, oc. 3, obj. 8.

Fig. 7.—Transformation of a gronp of tubules, filled with young cells, as seen

in Fig. 6, into connective tissue, by the conversion of the round cells into spindle

and stellate cells. Hartnack, oc. 3, obj. 8.

Fig. 8.—Cyst formation within the convoluted tubules, by the myxomatous
degeneration of the cellular tissue produced by the proliferation of their lining

epithelium. Hartnack, oc. 3, obj. 8.

Fig. 9.—Straight tubes undergoing transformation into connective tissue.

The epithelium has proliferated and filled the tubes (at a and a) with young
cells. At b the tubule is seen dwindling to a row of spindle cells, and becom-

ing lost in the connective tissue around it. Hartnack, oc. 3, obj. 8.

PLATE VI.

Yio. 10. A Malpighian body, showing proliferation of the endothelium cover-

ing the tuft and lining the capsule, with swelling of the fibrous tissue of the

capsule. Hartnack, oc. 3, obj. 8.

Fig. 11.—A Malpighian body, degenerated by myxomatous transformation of

the cellular tissue, resulting from the proliferation of the endothelium of the

tuft and capsule. Hartnack, oc. 3, obj. 8.

Fig. 12.—A small blood-vessel from a part of the kidney in which the fibroid

defeneration was much advanced, showing its walls composed of concentric

laj^ers of smooth muscular fibres, with some elastic tissue and a few small spindle

cells. Hartnack, oc. 3, obj. 8.

Fig. 13.—An arteriole from the same part of the same kidney, showing (at a)

the swollen elastic lamina with its layers separated and interspersed with nuclei.

Next to the lumen is a broad band of lowly organised connective tissue, derived

by proliferation from the endothelium. Outside the clastic lamina is the mus-

cular coat, looking cedematous and containing a few muscular fibres. Outside the

muscular coat is a cellular coat, which cannot be separated from the connective

tissue in which the vessel is embedded. Hartnack, oc. 3, obj. 8.
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atrophy of the organ. Nothing could seem more apt than this

description, but it soon had to yield its place to the doctrine of pa-

renchymatous inflammation brought forward by Virchow, according

to which the seat of the lesion was the epithelium of the kidney.

Dr. Johnson adopted this view with slight modifications, as he

believed that the, so-called, second and third stages often occurred

independently of the first, or at least that they were not preceded

by an acute inflammatory attack. He drew attention to several

points in the histology of these changes, especially to the small cells

occupying the tubules and the hyperti'ophy of the walls of the

blood-vessels as characteristic of the small red kidney, which he

regarded as quite distinct from the small kidney which may follow

an acute attack.

Traube was the first to lay down clearly the proposition that

granular kidney is a distinct disease, separable by clinical and

pathological features from all other varieties o£ Bright's disease.

He maintained that the seat of the inflammation was not in the

parenchyma, as in the other two forms, but in the interstitial

tissue.

Grainger Stewart has brought forward evidence that the small

contracted kidney may result from an acute attack, but he re-

cognises the existence of a distinct variety, to which he gave the

name of the " cirrhotic kidney," as he formerly regarded it as the

consequence of a non-inflammatory hyperplasia of the connective

tissue ; but in 1S78 he announced that he had abandoned this

opinion and accepted Traube's view.

Gull and Sutton also support the doctrine of the independent

nature of the lesion in granular kidney, and have described it as

consisting in the deposit of a hyalin-fibroid material in the inter-

tubular parts including the vessels, and in atrophy of the tubular

and intertubular structures.

In 1874 Kelsch published a very minute account of the histology

of granular kidney, in which he supported Traube's opinions. Ac-

cording to Kelsch, the seat of the lesion is in the intertubular

tissue around the convoluted tubes which occupy the peripheral

portions of what are known as the pyramids of Ferrein, the centres

being formed by the straight tubes, a disposition of the lesion

which he regards as explaining the granular appearance of the

surface of the kidney. In 1878 Prof. Charcot endorsed these

views, and insisted more especially on the appearance of the small
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cells within the tubules, already described by Johnson, as

the fundamental characteristic of the changes in the small red

kidney.

The views of Johnson, Traube, and Gull and Sutton have each

the great merit of bringing into strong relief one side of the

process, and their fault is that while insisting upon one point they

ignore or deny others. If we take them together we may regard

the first as emphasising the changes in the tubules, the second the

changes in the stroma and Malpighian bodies, and the third the

changes in the blood-vessels.

Traube's view of the pathology of granular kidney is widely

accepted, and we need no better proof of this than the almost

universal adoption in all foreign countries of the synonym

"interstitial nephritis." In this country Traube has many fol-

lowers, but, either from caution or conservatism, the old names

are more popular than this more precise term. "We may con-

gratulate ourselves upon our caution in this matter, as the tide of

opinion seems to have turned, and several writers have shown indi-

cations of their belief that these hard-and-fast distinctions based on

the supposed anatomical seat of the lesion cannot be maintained.

Thus, Kosenstein has said that there cannot properly be said to

exist either strictly parenchymatous or strictly interstitial nephritis,

both tissues being affected, and both the large white and the small

red kidneys resulting from diffuse inflammation. This latter state-

ment is confirmed by the experiments of Grawitz and Israel, who
found that after temporarily clamping the renal artery a diffuse

nephritis occurred, which passed indifferently into either the large

white or small red kidney. In the latter case they noticed parti-

cularly the absence of any nucleation in the stroma. Another

writer, Dr. Carl Weigert, has stated that both the parenchyma and

the stroma are affected in all cases of chronic Bright's disease, and

that pure parenchymatous nephritis is only seen as an acute

disease. Bamberger has announced his entire concurrence in these

views.

My own observations have led me to similar conclusions. The

small red and large white kidney, and all the intermediate varieties,

are the result of inflammation whicli affects all the tissues, but varies

very greatly in intensity. The parenchyma being the most highly

organised tissue, suffers most in proportion to the intensity of the

inflammation. The large ])ale kidney is the result of prolonged
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or repeated severe inflammation ; on the other hand, the small red

kidney indicates an inflammatory process of prolonged duration

but of minimum intensity ; and the intermediate varieties cor-

respond to all the diflerent degrees o£ intensity possible between

the two extremes. The fact of the existence of an indefinite number
of intermediate or mixed forms between the two typical varieties

of the large white and the small red kidney is a strong argument in

favour of the doctrine of unity.

Dr. Greenfield regards the "large, pale, granular kidney,"

the " small, red, granular kidney," and the various inter-

mediate, forms as a series in which the first is " typical of origin by
essentially interstitial growth," the second by " atrophic change,"

and the intermediate forms by combinations of these two processes.

In the small red kidney he states that the disease commences in the

vessels and glomeruli, the affection of the latter being fibrous trans-

formation with adhesion of the capillary tuft to Bowman's capsule,

as a consequence of which, " or of an associated inflammatory process,^'

the tube wastes. " In the larger form there is much more true

interstitial growth or exudation."

The " associated inflammatory process " which Dr. Grreenfield

throws in, by the way as it were, to eke out his hypothesis, con-

stitutes, in my opinion, the link which binds the whole together in

one pathological series.

The preparations from which the drawings illustrating the de-

scriptions I am about to give, were taken from two cases, of whicli

abstracts of the post-morton appearances are subjoined:

Case 1.—J. W— , male, set. 49. Ascites and oedema of lower

limbs. Heart, 21 oz., valves competent, muscular fibre healthy.

Liver weighed 54 oz., appeared healthy, but under microscope

showed commencing cirrhosis (specimen shown). Spleen enlarged

and rather hard. Kidneys together weighed 7 oz., small, lobulated,

with many cysts on surfaces ; capsules thickened and opaque
;

cortices about one line thick, dark coloured ; cut surfaces showed

open mouths of dilated vessels.

Case 2.—M. H— , female, set. 50. Ascites and oedema of

lower limbs. Arteries of pia mater thickened and pigmented.

Heart weighed 9 oz. ; muscular fibre pigmented ; valves healthy.

Liver large, smooth, soft, yellow on section; old peritonitic ad-

hesions compressed portal vein. Spleen small and dark coloured.

Kidneys together weighed 7oz., surfaces granular and lobulated

;
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capsules thickened nnd adherent ; no cysts ; cortices only one line

thick,

I shall deal with the histological details in the following order

:

a, the convoluted tubes
;

jB, the straight tubes
; y, the Malpighian

bodies ; 8, the vessels ; e, the connective tissue.

a. The convoluted tubes.—The cortex of the wasting organ presents

the convoluted tubes in varying degrees of destruction. The changes

may be best considered as they involve—1, the epithelium ; 2, the

basement membrane.

1. The epithelium.—As already mentioned, the changes in the

epithelium vary with the intensity of the inflammatory process. In

the more acute cases the epithelium proliferates rapidly, and the

tubules become filled with fattily-degenerated cells. This is too well

known to need further remark, but it is not generally understood

that, even in the typical small red kidney, the epithelium also pro-

liferates, although to a comparatively small extent. Plate V, fig. 1,

shows a mass of epithelium from the cortex of the kidney of Case 1,

undergoing proliferation; its protoplasm is c/ear; the nuclei stain

strongly with carmine ; they are enlarged {a), oval or hour-glass shaped

(I), or tjiere are two nuclei (c and d), and finally the tubules become

filled with young cells (e). These changes are seen better in figs.

2, 3, 4, 5, and 6. This appearance of small cells filling the tubules

was first described by Johnson, as already mentioned, and has been

confirmed by Cornil, Eanvier, Kelsch, Charcot, and others, but I am
not aware that any one has previously satisfactorily explained their

origin. Kelsch imagined them to be due to the proliferation of the

endothelia of the basement membrane. Moreover, none of these

authors have followed the further changes in these young cells. One
of the subsequent transformations is well seen in fig. 7, which repre-

sents a group of tubules like those seen in fig. 6, undergoing conver-

sion into fibrous tissiie by the elongation of these young cells into

spindle cells, and their gradual metamorphosis into a hyaline con-

nective tissue containing a few stellate and spindle elements.

Another mode in which the destruction of the tubules is completed

is shown in fig. 8, which represents a comparatively early stage of the

process. The drawing shows cross sections of several convoluted

tubules filled with round cells, which are not so closely

packed as in fig. 6. The sections vary very much in diameter,

Bome of the tubules being evidently dilated. In some there

are very few cells, in others none, the whole lumen being filled
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with a hyaline material, staining very feebly with carmine. These

appearances, which may be very readily seen, were first de-

scribed by Mr. Simon, more than thirty years ago, as " cystic

degeneration of the kidney," but have not received due attention.

They are, in fact, due to the formation of a myxomatous or gela-

tinous connective tissue from the young cells filling the lumen,

by which the basement membrane is distended, and a cyst is

formed.

Besides these two definite changes a great deal of the epi-

thelium appears to be undergoing simple fatty degeneration and

wasting.

2. The httsement memhrane becomes swollen and hyaline, and is

lost in the new formation of connective tissue, or forms the wall of

a cyst.

/3. The siraigTit fuhes.—The medullary parts of the kidney present,

to the naked eye, much less appearance of alteration than the cortex.

This is, in the main, due to the fact that the bulk of the cortex is

made up to such a great extent by the large secreting epithelium

of the convoluted tubules, that its destruction causes a very marked

decrease in the thickness of the cortex ; but the medullary part

is made up of rows of narrow tubules lined with a comparatively

small epithelium, and of numerous arteries and veins, so that the

destruction of the straight tubules does not produce a very striking

difference in the size of the pyramids. But the lesions are essentially

the same as those I have described in the convoluted tubes. Fig. t^^fi

shows rows of straight tubes filled with young cells («), lying between

the convoluted tubes, the epithelium of which is very fatty. This

drawing is from Case 2. One of the tubules is seen to be dwindling

to a simple row of spindle cells.

These appearances are so plain that I can conceive no other inter-

pretation being put upon them by any one who studies the original

preparations or the drawings with a mind free from prejudice.

The objections that have been urged against this interpretation

are (1) that it controverts Eemak's law, and (2) that the new for-

mation of all connective tissue arises from leucocytes. As to Eemak's

law, it may be said that all biological laws have exceptions, and,

as Dr. Creighton has remarked, a physiological law may not hold

good in pathology. But, by the concurrence of most authorities on

embryology, the "Wolfiian ducts and the "Wolffian tubes and glo-

meruli are formed from the mesoblast, so that Eemak's law does
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not touch this particular ease. At the same time I consider that

this process is quite analogous to the formation of fibres from the

hepatic epithelium in cirrliosis of the liver, described by Dr. Hamil-

toD, and from the epithelium of the mamma in breast tumours,

maintained by Dr. Creigliton. I possess preparations and drawings

which confirm the statements of both these observers. I have,

moreover, little doubt that the same process may be seen in the

lung.

As to the origin of the connective tissue in the healing of wounds,

that is a point which may be fairly considered as siih judice. True,

Tillmanns asserts that pieces of liver or kidney hardened in alcohol,

when introduced into the peritoneal cavity, have breaches in their

surfaces healed by wandering cells from the blood-ves«els, but

on the other hand Von "Wyss showed long ago that non-penetrating

wounds of the cornea heal by proliferation of the epithelium at

the edges of the wound, without any immigration of leucocytes

or proliferation of the cellular elements of the true corneal sub-

stance.

y TJie Mal'pigliian lodies.
—

"VVe know that the Malpighian bodies

are very early affected in this disease. Thoma has shown that they

are abnormally favourable not only to fluids but to colloids and

small solids, such as crystals of cinnabar, and this in places where no

changes can be detected with the microscope. Moreover, we meet

with many cases corresponding to Traube's division of capsular

nephritis, in which the lesions in these structures are much more

advanced than elsewhere, and sometimes, as in one of the present

cases (Case 1), not a single Malpighian body appears in a section

of kidney nearly a quarter of an inch in diameter.

That the changes would manifest themselves very early in these

structures is what we might conclude ajjrioi'i, if we regard the

morbid process as a chronic inflammation. In all inflammations

as well as in other affections of the connective tissue, the arterial

coats, especially the adventitiae, show the first signs, and are the most

advanced seats of the change, whatever it may be. These changes

in the Malpighian bodies, so far as they can be followed with the

microscope, consist in proliferation of the endothelium lining the

capsule and covering the tuft, and the formation of a mass of cel-

lular tissue by the blending together of the growth from the two

sources. Fig. 10, PI. VI, shows one stage of this process, the capsule

and tuft being covered with young cells.
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The further stage is seen in fig. 11, in which the cellular mass

has become converted into a delicate gelatinous tissue, containing

stellate elements. Still later the contents may be quite hyaline and

stain feebly with carmine, forming a little mucous or colloid cyst,

the whole process being quite analogous to that which I have

described in the tubules, with this exception, that these Malpighian

bodies are not enlarged, or at least not to any notable degree

;

often, indeed, they are small. The drawings illustrating these changes

were taken from Case 2.

S The hlood-vesseh.—We owe to Thoma the careful measure-

ments which demonstrate, contrary to the statements of many
observers, that the arteries of the kidney substance are absolutely

dilated, in spite of the increased thickness of their walls, and that

narrowing of their lumina is exceptional. He showed besides, by

careful injections, that fluid runs well into the Malpighian bodies,

but that the efferent artery is often destroyed and the capillary

plexuses upon the tubules are to a large extent obliterated. The
main point at issue is as to the histological details of the changes in

the coats in the vessels.

Johnson, in his original papers, described hypertrophy of the

circular and longitudinal fibres of the coats, meaning by the longi-

tudinal fibres the inner coat. Gull and Sutton speak of the change

as affecting the outer coat mainly, and deny that any true hyper-

trophy of the muscular wall is present. Figs. 12 and 13, PI. VI
taken from two vessels of the same kidney from Case 1, are suffi-

cient to show that both these descriptions are correct, and that

Grull and Sutton err only when they deny the hypertrophy of the

muscular wall, which though not constant is quite common. Fig. 13

is a vessel much dilated, with little or no hypertrophy of the mus-
cular coat. The internal elastic lamina {a) is swollen, its layers

are separated and interspersed with nuclei; within is the much
thickened endothelial layer converted into a delicate fibrous tissue

;

outside the elastic lamina is the muscularis, showing widely separ-

ated spindle-shaped nuclei, and looking as if it were oedematous.

Outside this, again, is a cellular connective tissue, in which no adventi-

tial coat can be distinguished from the surrounding connective tissue.

Fig. 12, on the other hand, represents a vessel which is made up
almost entirely of muscular fibres. Near the inner margin some
fibres of elastic tissue can be recognised on closer inspection, and
some of the cells in the neighbourhood are more like connective-
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tissue spindle cells than muscular fibres, while a few are round or

oval, so that probably a transition is taking place, and we have to

do with a new formation of muscular fibres. This is analogous to

the growth of vessels by concentric layers of spindle cells, which

may be readily seen in granulation tissue.

Some of the drawings of Gull and Sutton suggest the notion that

they were actually made from vessels such as this (fig. 12), but that

some imperfection in their histological manipulation preventing

their recognising anything more than the blurred and indistinct

structures they have represented in their plates.

e. The connective tissue.—There is so little connective tissue in

the normal kidney apart from the structures we have been con-

siderijjg that it is open to question whether this title is correct.

But in the diseased kidney the intertubular spaces are so much

more easily seen, and are so obviously occupied by connective tissue

of some sort, that it is necessary to refer to it. The changes in the

capsules of the Malpighian bodies, the adventitial tunics of the

vessels, and the basement membranes of the tubes consist mainly in

swelling and hyaline transformation. There is no appearance of

interstitial nucleation,^ such as may be seen after ligature of the

ureter, or in the early stage of surgical kidney. The absence of this

is due simply to the essentially chronic nature of the process, such

changes as take place partaking more of the character of growth

than inflammation.

So far as can be seen, the changes are confined to those of swell-

ing or broadening, and hyaline transformation, the results of simple

oedema or surplus of plasma from the blood-vessels. The con-

nective tissue suflfers little from the abnormal state of the organ on

account of its low organisation, though it tends to be reduced, as

we have seen, to the gelatinous type, which is one of the lowest in

the series of connective substances.
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2. Granular cofitracted Mdnexj.

By W. S. GEEENriELD, M.D.

[With Plate YII.]

HATING been requested to show some specimens illustrative of

the pathology of granular contracted kidney, with especial

reference to the points raised by Dr. Saundby, I have brought

before the notice of the Society a number of microscopic specimens

illustrative of series of changes which are to be found in several

forms of Bright's disease, and which appear to me to be especially

instructive in relation to the more chronic and latent form known

as the granular contracted kidney.

I must, however, premise that I do not pretend to discuss all the

questions raised by Dr. Saundby 's valuable communication ; in fact

I have not had a sufficient opportunity of ascertaining his views or

examining his specimens to be able to do so. I have merely brought

together in a short notice some of the specimens upon the study of

which my own views as to the pathology of the disease have been

formed, and I propose to give a general outline of these views. Of

the specimens thus shown, only a very small number can be illus-

trated by drawings, owing to want of time for their preparation.

I shall beet fulfil the end in view if I briefly state the special
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points to which I desire to call attention, not because they are the

only important points in the pathological histology, but because

they have, I think, been too much overlooked. First, the glomerular

changes common to several forms o£ Bright's disease, their nature,

and the relation which they hold to its evolution in various forms
;

second, the relations of the granular contracted kidney to the sub-

acute or chronic disease which follows an acute attack of Bright's

disease, and which has its anatomical equivalent in the so-called

"large white kidney;" and, third, the relation of scarlatinal

nephritis to common acute nephritis, and to the granular con-

tracted kidney.

My conclusions, based on the examination of a very large

number of specimens of these various forms of renal disease, are

somewhat to this effect.

1. That the glomerular changes illustrated in the various speci-

mens shown are of almost constant occurrence in chronic Bright's

disease, including the granular contracted kidney in its various

forms, the so-called " large white" and " fatty " kidneys ; and also

in many acute cases j being especially constant in scarlatinal

nephritis, and the nephritis following pregnancy, but also not

infrequently occurring in other forms. That these glomerular

changes may constitute almost the sole persistent lesion after

scarlet fever, or in acute Bright's disease ; but are the most con-

stant change in the evolution of the chronic granular contracted

kidney ; that in the " large white " kidney they are also very

constant.

As to the relation of the " large white " kidney and the granular

contracted kidney, it may be roughly stated in this way. That whilst

the former is essentially a diffuse interstitial and parenchymatous

inflammation, in which changes in the glomeruli are associated with

general interstitial inflammation, the granular contracted kidney

in its most typical form, is not necessarily attended by interstitial

inflammation, but may be dependent on primary glomerular change

for its complete evolution. In other words, whilst the glomerular

change is essentially of the nature of a chronic inflammation, the

subsequent changes in the other secreting structures are simply

atrophic.

The changes in the glomeruli, tliough presenting some diftercnces,

dependent on the rapidity of their evolution, are not widely diflcrcnt

in the acute and chronic forme. The specimens shown are from





DESCRIPTION OF PLATE VII.

Thia Plate illustrates Dr. Greenfield's communication on the
Local Changes in the Granular Contracted Kidney and allied con-
ditions. From drawings by himself. (Pago 157.)

Fia. 1.—Granular contracted kidney. Segment of the cortex seen under a

low power (1 inch), showing a somewhat conical patch of disease.

a. Region of convoluted tubes, occupied by an npparently fibrous

tissue, composed to a large extent of atrophied tubes.

a' . Denser fibrous tissue in deeper part of cortex.

h. Atrophied glomeruli, with thickened capsule and remains of the
capillary tuft.

h' . Other atrophied glomeruli, completely transformed into masses of

concentric fibrous tissue.

e, A glomerulus persisting, without obvious morbid change.
d. Thickened vessels.

e. Convoluted tubules in surrounding tract, somewhat dilated.

/. Colloid casts in these tubules.

Fig. 2.—Part of the apparently fibrous patch in the cortex, from a, Pig. 1,

Tinder higher power (Jth inch), showing it to be largely composed of wasted
tubules.

a. Wasted tubules, filled with remains of cells and nuclei.

J. Interstitial tissue, almost entirely consisting of remains of ca-

pillaries.

Fig. 2a.—Outline sketch of healthy, but somjwhat dilated, convoluted tubes

from a corresponding situation in another part of the same kidney, seen under

the same magnifying power.

Fig. 3.—Malpighian body, from a case of subacute interstitial nephritis,

" large white kidney," of eighteen months' duration, following albuminuria of

pregnancy.

a. Capsule of Bowman, unaltered.

h. Capillary tuft, represented only in outline.

c. Fibrous tissue surrounding the capsule, arranged in concentric layers.

d, e,f. New growth of tissue between the capsule and the glomerulus,

chiefly arising from the cells lining the capsule, d. Commencing pro-

liferation of endothelial cells, e. IMass of similar cells hardly yet organis-

ing, f. Cells becoming transformed into laminated connective tissue,

which as yet is only a loose " adenoid " structure ; laminse composed of

flattened and branched cells, enclosing space in which are rounded or

oval cells.

g. Commencing proliferation of layer of cells covering the capillaries

;

adhesion to the growth from lining of capsule is commencing.
h. Point, where adhesion of the capillary tuft to the new growth has

occurred,

FlO. 4.—Atrophied Malpighian body from another case of subacute interstitial

nephritis, " large white kidney j" also following albuminuria of pregnancy.

a. Connective tissue surrounding the Malpighian body, separated by a
narrow crevice from it (? lymphatic space).

h. Laminated connective tissue, occupying the position of the thickened

capsule,

c. Fibrous nodule, corresponding with the wasted capillary tuft.
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cases of very various origin and dui'ation ; of scarlatinal nephritis

there are four specimens, varying in the length of time from six

weeks to twelve mouths ; of nephritis following the albuminuria of

pregnancy there are two specimens of twelve and eighteen months'

dui'ation respectively ; and of granular contracted kidney there arc

specimens of the very large form with apparently much interstitial

inflammation, and others of small granular contracted form. In all

these analogous changes may be observed.

I have elsewhere^ made a division of the change in the Malpighiau

bodies into three anatomical forms, classifying the changes as occur-

ring in the capsule itself, external to it, and in its interior. Either of

these may exist independently of the other, but the most important

series of changes are those found in the interior of the capsule, be-

tween the capsule and the capillary tuft, and leading to the destruc-

tion of the function of the glomerulus. With regard to the change

external to the capsule, it may be observed in cases of acute

inflammation as an increase of nuclei around the capsule, especially

near the afi"erent arteriole. As in other inflammations, there is a

migration of leucocytes and liquor sanguinis from the smaller

vessels, and this may be especially localised around the capsule.

Subsequently the inflammation may lead to the formation of a

patch of connective tissue around or alongside the capsule, and may
end in its compression. Or in chronic cases, chronic inflammation

may produce a similar result. Of the changes in the capsule itself

the most important is a process of thickening analogous to the

change in the intima of arterioles in endarteritis deformans, lead-

ing either to a simple thickening, or a lamination of the capsule.

The internal changes usually commence with a proliferation of

the endothelium lining the capsule ; sometimes also of that covering

the capillary tuft. This process may be of very slow evolution, and

then proceeds in an orderly manner, but in some cases it takes place

very rapidly, as for example, in scarlatinal nephritis, and then masses

of cells may be heaped up in irregular order between the capsule

and the capillary tuft. In one of the specimens shown, from a case

of scarlatinal nephritis, fatal about the fortieth day from the onset

of the fever, all the glomeruli are in this condition. The capillaries

are then usually obscured by a mass of cells, originating from the

endothelium covering them, and probably from proliferation of the

connective-tissue corpuscles in the stroma of the tuft. A more regular

' ' Atlas of Pathology,' New Syd. Soc, Art. " Kidney."
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and somewhat slower form, of the same process, is seen in Plate VII,

fig. 3, from a case of " large white kidney" following pregnancy.

Here the various stages of the growth are well seen, at one point

{d) the proliferation of the cells lining the capsule being seen ; at

d, e,f, their multiplication into masses, which become adherent to the

capillary tuft, and then are transformed into connective tissue, in a

manner which strikingly resembles the changes in the epithelioid

cells of tubercle by which they are converted into fibrous tissue.

Whether by slow or rapid stages, the new growth is transformed

into a laminated connective tissue, which gradually contracts and

leads to compression and atrophy of the capillaries. No doubt this

process is facilitated by the changes which go on in the capillaries

and the connective tissue investing them, as well as by the partial

loss of function which ensues on obstruction of the outlet for watery

transudation, through filling up and obliteration of the space

between the tuft and the capsule. G-radually the whole glomerulus

shrinks into a small fibrous knot, in which, however, the outlines of

the structure may still be seen (Plate VII, fig. 4). Very various

degrees of change in the several parts affected may occur, hence

sometimes the change seems to be limited to the capsule ; at others

it is mainly on one side, so that part of the tuft is compressed, the

rest looking fairly healthy.

It sometimes happens, when the process takes place more gra-

dually, that layers of fibrous tissue are formed successively, which

do not become adherent to the capillary tuft, but leave a space

between, so that the functional action of the capillaries, though hin-

dered, is not absolutely prevented. But it must be remembered

that the change is often especially marked around the entry of the

vessels, and that they are liable to be partially strangled by its con-

traction, and to this are no doubt due part of the degenerative

changes sometimes seen in the capillaries at a comparatively early

stage of the process.

In some cases, especially, so far as I have seen, in the large

granular kidney, some of the glomeruli, although the capillaries are

adherent all round to the capsule, appear to be much larger than

natural, as if they had become swollen rather than contracted. It

may be that this is due to a previous distension, similar to that which

occurs in the convoluted tubes.

It is unnecessary now to dwell further on these glomerular

changes, as my object is rather to call attention to them than to
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discuss them. The sequence of events resulting from this change

must be mentioned later, in speaking of the pathology of the granular

contracted kidney ; only this must be said, that in this process of

evolution of connective tissue from the endothelial, or, as some

prefer to call them, epithelial, cells, is seen the only instance which

I have been able to trace of such a change in granular contracted

kidney, i.e, I have entirely failed to trace any similar conversion

of the epithelium of the convoluted tubes into fibrous tissue.

Moreover, as the change I have described is more common in the

acuter forms of renal disease, it is not to be considered as peculiar

to the granular contracted kidney.

Passing next to consider certain points in the histology and

pathology of the true granular contracted kidney, I would call

attention to the fact that a large part of the changes seen in the moat

typical forms may be regarded as due to a primary change in the

vessels and glomeruli, or, perhaps it would be more accurate to say, in

the glomeruli first, then concurrently in the arteries and in the special

excretory tracts, both occurring as a consequence of the glomerular

changes. The study of the evolution of these changes cannot be made
upon the organ when in an advanced condition of the disease ; we
must seek to trace it from its earliest stages. There is a considerable

variety, however, even in the advanced degree of the disease, and, I

think, suificient to lead to a belief in different modes of origin. The

mere facts of a granular surface, thickened and adherent capsule,

cortex containing microscopic and macroscopic cysts, and thickened

arteries, are not necessarily indicative of a constant and uniform

origin. If we analyse them we find that they indicate merely that

the disease process has affected a particular region first, viz. the

region of the interlobular artery, and that usually the change has

commenced at the periphery, viz. near the surface of the organ.

As I have shown elsewhere, the general distribution of the change

in the granular contracted kidney is the same as that of many acute

cases of nephritis, especially of those following scarlet fever, and we

have clinical evidence that the ultimate evolution of this acute pro-

cess may lead to a condition indistinguishable, with the naked eye,

from the granular contracted kidney.

If, however, we take only cases which have run a latent course and

in which the general symptoms of the chronic disease have also been

observed, and compare them with specimens which show similar

changes in an earlier stage, but in which death has been due to some

11
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other cause, vre find that the changes appear to be developed in many

cases in a regular order. The earliest changes are found in and

around the Malpighian bodies which lie nearest to the surface, those

in fact which correspond to the terminal brandies of the interlobular

arteries. These changes are similar to those already described, but

they tend to be evolved slowly, to show marked thickening of the

capsule, and to degenerate completely into fibrous knots. It may

bo that a similar change is found scattered through the cortex in an

irregular manner ; and if not, there are often a few similarly affected

glomeruli in the deeper part nearest to the bases of the papillae. But

it may usually be observed that as the disease progresses it travels

down the region of the artery,more and more glomeruli being involved,

and a somewhat conical fibrous-looking patch, with its base to the

surface, being found in the region of a certain interlobular artery.

Such a conical patch, somewhat advanced in degree, is seen in

PI, VII, fig. 1. In the patch we see, as a rule, a number of glomeruli,

mostly shrivelled and transformed into fibrous knots, here and there

crowded together ; with them also are a certain number of thickened

vessels, and the whole massed together by an intermediate substance

which has a somewhat fibrous aspect, and is often spoken of as inter-

stitial inflammatory tissue. If, however, we examine this tissue

with higher powers, we find that in many parts there is no evidence

of interstitial inflammation or fibrous tissue, but that instead the

tissue is almost entirely made up of shrivelled uriniferous tubules,

which contain the remains of epithelium chiefly in the form of cell-

nuclei. (See PI. VII, fig. 2.) The arrangement of the nuclei of the

tissue which intervenes between them shows at once that it consists

of capillaries either obliterated and degenerated, or still pervious.

In other parts we find small patches of true fibrous tissue; the

existence of the latter is, no doubt, evidence of the presence of a

certain degree of chronic inflammation, but not a proof that this is the

primary change. If we assume that the glomerular change is the

initial one, we may explain a large part of the appearances without

the subsequent intervention of inflammation. Atrophy of the con-

voluted tubes follow as an almost necessary result of the complete

obliteration of glomeruli, for the watery transudation through the

latter being arrested, and a part of the capillary circulation also cut

off", there is neither proper performance of function nor proper

blood supply to the corresponding region of the labyrinth, and

atrophy follows as a natural result.
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Agaiu, the obstruction to the circulation of the correspondiug

interlobular artery would tend to increase o£ tension and con-

sequent thickening and endarteritis, which subsequently reacts on

the more distant arteries.

It may, then, be suggested that a certain number of the cases of

granular contracted kidney are essentially degenerative, arising

in connection with changes in the terminal twigs of the peripheral

arteries. But, bearing in mind some experimental results as to the

elimination o£ poisons and the distribution of emboli, we cannot but

suspect that here also chronic irritation by some product conyeyed

especially to the peripheral glomeruli has a large share in setting up
the chronic inflammation. It is evident also that in these glomeruli

which are more distant from the large arterial trunks, and by the

arrangement of their venous and lymphatic system less adapted for

perfect drainage, such morbid products will be favoured in their

action by the tendency to stasis, especially if there be the slightest

antecedent degeneration of the arteries.

The production of a certain quantity o£ connective tissue subse-

quently is a fact of small importance, for in all degenerations of

organs such a fibrous change is apt to occur.

If now we examine the conditions found associated with the more

acute cases of renal inflammation, when the glomerular change is

intense, we often find that there is interstitial inflammation in a

high degree, involving not only the more peripheral portions, but

extending deeply into the substance of the organ. This form of

nephritis may be described with much more accuracy as an inter-

stitial nephritis, and the term will include both a large number of

cases of the so-called "large white" kidney, and of the large granular

kidney. But as the consideration of these would lead me far beyond

the scope of my illustrations, it must suflfice to mention this fact.

With regard to scarlatinal nephritis, I must again observe that

the changes found in this disease are extremely various, but that in

nearly all severe cases the glomerular changes are well marked. I

must, however, mention that although the examination of a large

number of cases of scarlatinal nephritis had led me to believe that

there was a greater tendency to glomerular change than in cases of

non-scarlatinal origin, subsequent observations have shown that

similar changes have been present in many cases in which scarlet

fever could not in any way be traced, or even reasonably suspected
;

and I am inclined to doubt whether it is possible to affirm or suspect
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a scarlatinal origin on the ground of microscopic examination alone.

The study of the changes which occur in the kidney suhscquent to a

moderate degree of affection of the glomeruli would, I believe, throw

great light on the evolution of the granular contracted kidney. In

the more intense cases there is, as I have shown, a very close resem-

blance to granular contracted kidney in the distribution of the

lesions.

I have said nothing of the changes in the vessels in chronic

Bright's disease, and as I have not given any illustrations of the

specimens shown, I may simply say that whilst all the changes of

endarteritis, periarteritis, and thickening of the middle coat occur,

they are not at all regularly distributed, and, though constant, they

appear to be more commonly results rather than causes of the

disease. March IQth, 1880.

3. Case of cystic degeneration of the kidneys.

By Fkedeeic S. Eve.

WILLIAM S— , a fairly-nourished man, a^t. 47, was admitted into

St. Bartholomew's Hospital July 3rd, 1879. He stated that

a week ago his urine became bloody, but he had previously had no

symptoms of renal disease. Three days ago he had epistaxis. For

the last week he had been subject to cramps in the fingers and

abdominal muscles.

Last Christmas he had bronchitis, due to getting wet, otherwise

has had no serious illness.

On admission.—There was considerable dyspnoea; the skin was

cold and clammy ; the urine was acid, pale, sp. gr. 1010, and con-

tained albumen—about two thirds.

July 4th.—He was very restless. Passed little urine. Petechise

were noticed on the chest and abdomen. Pulse 72 ; temp. 97°

(Fahr.) ; resp. 20.

Tlie following day uraimic coma developed itself, and he died

some hours later.

Autopsy.— There was no anasarca. The left ventricle was
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hypertrophied. The arteries generally were atheromatous. A
cavity, about 1 inch long and -^th to /oth inch broad, was found in the

outer part of the right corpus striatum ; it contained a little reddish

fluid, and was surrounded by a small circumferential tract of

softened brain tissue. Both kidoeys were well-marked examples

of cystic degeneration. They were about 7^ inches long, 4 inches

broad, and weighed respectively 21|- and 20 oz. ; their surfaces

were irregularly lobulated from the projection of cysts of various

sizes. The pelves were much dilated and the calyces elongated,

extending nearly to the surface of the organ. The parenchyma of

the organs was converted into congeries of cysts, varying from the

size of a walnut to that of a pea, enclosed in a matrix of very

vascular connective tissue. The cysts contained a dirty-brown

fluid, having the odour and appearance of decomposing urine. JSTo

trace of the normal structure of the kidney was visible to the

naked eye, An attempt was made to inject the tubuli uriniferi,

but although some of the tubes ramifying on the walls of cysts

were filled, yet the injection was nowhere found to have entered a

cyst. The ureters were neither dilated, nor did they appear any-

where constricted.

Mici'oscopic examination.—Portions for microscopic examination

were taken from the interstices of the cysts and periphery of the

organs.

Considering the gross nature of the macroscopic changes, the

evidence of renal elements which microscopic examination revealed

was surprising.

A marked feature was the great increase of the interstitial tissue

some sections consisting entirely of coarse connective tissue con-

taining compressed tubuli and glomeruli.

Other sections consisted entirely of unequally dilated and

tortuous tubes, for the most part denuded of epithelium, but

occasionally traces of epithelium were observed in largely dilated

tubes ; a few contained granular matter, and very rarely a dilated

tube was found blocked with nuclei and granular material, appa-

rently of epithelial origin.

Stages of transition from simple dilatation of the tubuli to the

formation of cyst-like cavities could be so plainly observed as to

leave little or no doubt that the cyst development took place from

the tubuli uriniferi, although the disease was far too advanced to •

permit of any conjecture as to the cause of the retention.
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The minute cysts nowhere possessed a lining of tessellated epithe-

lium, as has sometimes been observed. In no case could a glo-

merulus be traced in process of transition into a cyst, but it was

observed that the glomeruli were uot perceptibly altered in sections,

showing a distinct dilatation of the immediately adjacent tubes.

No indication of the formation of cysts in the connective tissue

could be obtained.

The changes described agree in the main with the observations

already placed ou record.

Torster^ states that the smallest cysts are developed as dilatations

of tubuli or of Malpigliian bodies, and the larger by amalgamation

of the smaller oues. He also thinks they may be formed in the

connective tissue, or by the metamorphosis into colloid masses of

the epithelium in some portions of the tubuli.

Yirchow's^ observations, that crystalline urinary bodies are fre-

quently found in the cysts as well as sero-albumeu, points to their

origin from the renal tubuli, and, as he remarks, serves to distinguish

them from the cyst formations of granular atrophy.

Mr. Conway Evans' ^ observations on a case in an early stage of the

disease led also to the conclusion that the cysts were formed by

expansion of sections of the uriniferous tubes.

I am indebted to Dr. Southey, under whose care the case was, for

permission to bring it forward. Dr. Southey has also been good

enough to revise my description of the microscopic appearances, and

gave me access to the manuscript of his forthcoming work on
* Diseases of the Kidney,' from which the above reforeuces were

taken. May 18^A, 1880.

' Forster, ' Path. Anatomic,' p. 468, 1873.

^ Vircbow, ' Gesaramelte Abhandlungen,' p. 874.

^ ' Path. Soc. Trans.,' vol. v, p. 183.
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4. Cystic kidney removed from a child.

By W. H. Day, M.D., aud J. Knowslet Thoenton, M.B., CM.

THIS cystic kidney was removed by abdominal section from a little

girl, get 7, at the Samaritan Hospital, on January 3rd, 1880.

It will be seen that the anterior portion is the dilated pelvis, and

the sausage-shaped portion the dilated kidney spread out behind the

dilated pelvis. For so large a cystic kidney the predominance of

the dilated glandular portion over the dilated pelvis is unusual.

The ureter is altogether absent or represented by this small

fibrous cord, which was traced down on to the bladder at the time of

ojjeration.

Traces of the pyramids and cortical portion remain in the pos-

terior part of the cyst, and numerous partial septa, the remains of

the calyces, may be seen projecting into the dilated pelvis.

The diameter of the cyst when moderately distended is eight and

a half inches.

AVhen tapped some weeks before removal, the cyst contained

six and a half pints of brownish and rather thick urine, slightly

albuminous. About the same quantity of similar fluid was again

removed at the operation on January 3rd, but it was thrown away

by mistake during the progress of the operation.

The history of the case is imperfect, owing to the early death of

the child's mother, but she is known to have had a tumour in the

abdomen since she was two years old, and it seems probable the

impervious ureter was a congenital defect.^ January Qth, 1880.

^ The patient made a rapid recovery aud has grown considerably, and is in

much improved health, six months after the operation. The specimen is pre-

served in the Museum of the College of Surgeons. Full clinical details of the

case will be found in the ' Lancet,' June 5th, 1880.
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5. Three cases of sarcomatous growths invading both kidneys

from loithout.

By John Abercbombie, M.D.

MALIGNANT disease of the kidney in childhood is not a very

unusual occurrence, but a symmetrical affection of both

kidneys is, I believe, very rare, and will, I hope, justify my bringing

these cases before the notice of the Society. The cases all occurred

at the Hospital for Sick Children, Great Ormond Street, and I am
indebted to Dr. Cheadle for his permission to bring them forward

to-night.

Case 1.—Alfred D— , set. 3 years and 3 months, was admitted

into the Hospital for 8ick Children, under Dr. Cheadle, on April 8th,

1879.

The following history was obtained from the mother :—His

abdomen has always been rather big, but more especially so the

last twelve months. Cut his teeth early. Has never been able to

walk. Takes his food well ; no vomiting ; bowels regular. Always

thin ; is not losing flesh. He is the eldest child ; one other died

aged six months. Parents healthy ; no phthisis on either side.

They live off the City Eoad now, formerly they lived in the New
North Eoad ; soil not known to be damp.

State on admission.—Very ana?mic. Tongue clean. Superficial

glands in neck and groins enlarged. Heart's impulse beats in the

fifth space, nipple line ; no thrill ; no increased dulness ; systolic

murmur at apex, audible all over prsecordium. Chest otherwise

natural.

In the abdomen there is a firm tumour on the left side, extending

downwards and forwards from the left hypochondrium to beyond

the umbilicus, and then sloping away to the left iliac fossa ; the

edge is very sharp. Liver felt two inches below margin of ribs.

Urine contains a trace of albumen.

Blood, examined under the microscope, shows a diminution of

corpuscles, especially white.

April 19th.—Temperature has been up the last two days. Temp.
103" last night. The cachexia is more marked. No increase of

heart dulness ; systolic and presystolic murmurs at apex.
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22nd.—Eestless night. Breathing becoming more laboured.

Abdomen more swollen. Legs and feet swollen, and pit a little,

2.15 p.m., died.

Autopsy 24i\ hours after death,—Body not well nourished ; weight

21 lbs. Eigor mortis present.

Thorax.—Slight recent adhesions over right lung ; a little fluid in

each pleura. Pericardium natural. Eight auricle and ventricle

dilated and distended with blood. Left ventricle hypertrophied.

Mitral valve shows old granulations along its free margins, and also

recent endocarditis, as evidenced by soft vegetations and redness.

Heart weighs 3t oz. Lungs natural. Bronchial glands a little

enlarged.

Abdomen.—A little clear fluid in peritoneal cavity. Some recent

perihepatitis over upper surface of liver, causing adhesions to dia-

phragm. On section, liver structure appears natural. Spleen

immensely enlarged and very firm ; capsule thickened in places
;

no marked naked-eye changes ; anterior margin sharp ; weight,

15|- oz. Alimentary canal natural
;
pancreas natural ; mesenteric

glands a little enlarged. Preevertebral glands slightly enlarged
;

one just beneath hilus of left kidney considerably so, and quite soft

;

on section a purplish juice exudes.

liif/ht hidney.—Capsule strips off" easily ; surface smooth ; on

section, kidney pale throughout, cortex increased in depth, and

structure confused
;

pelvis much larger than usual, and presents

everywhere a purple tint ; lining membrane quite smooth. This

purple colour is due to the presence of a new growth, which is

pushing its way into the kidney at the hilus, but has not as yet

actually invaded its structure anywhere. Weight 3^ oz.

Left kidney.—Capsule peels ofl" easily ; on surface are seen two
rounded projections, each about the size of a shilling, and other

smaller similar ones where the kidney is dotted over with soft

yellowish-white material, looking at first sight very like secondary

tuberculosis. On section, quite half the pelvis shows the same
appearance as has been described in the right, but in addition, in

several places, running along the pyramids, are seen streaky deposits

of the soft whitish material, apparently following the course of the

blood-vessels. "Weight 4 oz.

There is no connection between the growths in the two kidneys,

and they do not form any external tumour. Supra-renal bodies

natural. Bladder and ureters natural,
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Case 2.—Eunice H— , tet. 2, was admitted into the Hospital for

Sick Ciiildren, under Dr. Cheadle, October 9th, 1879.

The following history was obtained from the mother :—Stomach

has been big for eleven months. Has being losing flesh ; appetite

poor ; vomits everything she takes. Bowels always much confined.

Not weaned yet. One other cliild healthy. Two died, aged two

months and five months respectively. Mother healthy ; no phthisis

in her family. Father, aged twenty-eight, has had diabetes

mellitus, but is better now.

On admission.—Ill-nourished. Profoundly aniemic, of a some-

what earthy hue. Has central and lateral incisors in both jaws

only. Grlands in neck slightly enlarged. Anterior fontanelle rather

widely open. Chest natural to percussion and auscultation. Abdo-

men decidedly big ; on left side a firm mass, with a tolerably sharp

anterior edge, can be felt coming down from left hypochondrium

towards umbilicus ; from this point it slopes downwards and back-

wards to left iliac fossa. A notch can be felt about one inch below

umbilicus. Liver palpable, three fingers' breadth.

October 13th.—At first temperature varied from 101° to 102°,

but the last two mornings 99° and 99'6°. Some impaired resonance

at right anterior and axillary bases, respiratory murmur weak here.

Posteriorly no dulness ; a little occasional rale over right lower base.

Has had some diarrhoea, but that is better now. Hands and feet

swollen, and pit on pressure. Urine could not be obtained.

15th, 4-30 a.m.—Died.

Examination of body twelve hours after death. Not well nourished.

Ki»or mortis present. Pitting on dorsum of feet.

Thorax.—A little serum in right pleural cavity. Eight lung

shows patches of collapse in all three lobes, and some patches of

lobular pneumonia in the lower lobe ; weighs 4f oz. Left lung

shows slight partial collapse ;
weighs 4 oz. Heart and pericardium

natural. Heart weighs 2i oz.

Abdomen.—A little clear serum in abdominal cavity. Liver en-

larged, reaching down to level of umbilicus, pale, firm ; on section

natural ; weighs 1 lb. 4 oz. Spleen much enlarged, reaching quite

down to iliac fossa ; it presents several notches, one especially deep,

about an inch and a half from the top ; a little perisplenitis in places
;

on section very firm ; weighs 8{ oz. Supra-renal bodies natural.

Pancreas natural. Kidneys much enlarged
;
capsules strip off readily

;

surface smooth, very pale, but mottled irregularly with pink patches,
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about the size of a threepenny piece. On section the kidney is pale

;

cortex very deep ; several patches are seen formed of groups of red

radiating lines starting from the pelvis and going to the surface,

where they betray their presence, as above indicated. The lining

membrane of the pelvis looks deep red, owing to the presence outside

it, in the hilus of the kidney, of a softish, deep red growth. Both

kidneys are very much alike ; the growth in one has no connection

with that in the other ; weighs 6^ oz. A retroperitoneal gland on

each side level with the vessels of the kidney is enlarged, soft, and

of a deep reddish-purple colour. Alimentary canal natural.

Case 3.—Louisa D—, set. 4, admitted into the Hospital for

Sick Children, under Dr. Cheadle, October 21st, 1879.

The following account was given by the mother :—Never a strong

child, but failing more since two years old. Has always had a big

stomach since three months old. Much worse the last three weeks
;

anorexia, pallor ; bowels rather relaxed ; no vomiting ; rapid emacia-

tion. Often small purple spots come out about her body. Gums
occasionally get sore and bleed ; no haemorrhages from intestines or

bladder.

The fourth child, born at the full time, seemed well up to three

months old, then stomach began to swell ; no snuffles. Weaned

set. sixteen months. Has had no infectious complaints.

Five others healthy ; no bleeding ; none dead ; no miscarriages.

Parents healthy ; no phthisis on either side. Has always lived in

Holborn ; house considered healthy.

0)1 admission. — Ill-nourished. Extreme pallor with marked

cachexia. Large thick scab on back of head. Glands in neck

enlarged on both sides. Anterior fontanelle not closed. A small

fluctuating swelling in occipital region. Tongue moist, clean, very

pale. Slight transverse constriction of chest ; ribs a little beaded
;

no signs in front ; behind some sharp rales over left back, no

dulness. Abdomen very large, soft ; a firm tumour can be felt coming

down from left hypochondrium towards umbilicus, at this level, and

about 1-| inches from the middle line, it bends sharply back towards

the left iliac fossa ; the surface is smooth, edge sharp, it moves with

the diaphragm. Liver palpable, about three fingers' breadth ; feet a

little swollen. Urine no albumen. Blood is very pale and watery,

but certainly no increase of white corpuseles.

November 2nd.—There has been a good deal of fever since

admission, but less now. Gums bleed very readily. Loud systolic
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murmur at left base, audible at apex. Spleen does not come down
quite so low as it did.

20th.—The fever continues, but temperature decidedly irregular.

Heart dulness to right margin of sternum aud upper part of second

left interspace ; systolic murmur heard loudly over both front and

back, louder at base. Has had some diarrhoea lately.

23rd.—Had some epistaxis this morning. Some purpuric spots on

chest. Breathing much laboured to-day. Much diarrhoea lately

;

motions slimy, and contain some blood.

24th, 9.15 a.m.—Died.

Examination of body seven and three quarter Jiours after death.—
Body thin, weighs 14^ lbs. Eigor mortis slight. Anterior fontanelle

widely open. Brain not examined.

Thorax.—Some recent adhesions at base of left pleura. Both

lungs full of frothy mucus
;

partial collapse and emphysema of

upper lobe of right lung : middle lobe collapsed. Right lung weighs

4| oz. ; left lung 4 oz. Pericardium natural. Right side of heart

much dilated, and contains black clotted blood ; mitral valve shows

two small opaque granulations on its lesser flap. Heart weighs

2^ oz. Trachea and bronchi reddened. Bronchial glands soft,

mostly about the size of a pea.

Abdomen.—Liver about one finger's breadth, and spleen four

fingers' breadth, below margin of ribs. Stomach shows some small

ecchymoses in its mucous membrane. Mucous membrane of small

intestine reddened in places. Large intestine shows unusual promi-

nence of the solitary glands. Pancreas and supra-renal bodies

natural. Liver flabby, peritoneum on its upper surface rather firmly

adherent, weighs 13^ lbs. Spleen very firm and much enlarged,

thickening of capsule in places ; no iodine staining ; weighs 7 oz. One
small splenculus near hilus. Both kidneys large, surface smooth

;

on section, cortex not increased in depth, not pale, not confused

;

when laid open tlie whole pelvis presents a deep purple appearance,

owing to the presence of a soft purplisli mass at the hilus of the

kidney ; the lining membrane of the pelvis is everywhere quite

smooth. The mass in the liilus when viewed from the outside is

flattened, about a quarter of an inch tliick, and rounded towards the

spine. The condition is exactly similar in each kidney ; the

growth in the one is quite distinct from that in the other ; opposite

the hilus of the left kidney is a prsevertebral glaud about three

quarters of an inch long by a quarter across, soft and purple ; the
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corresponding gland on the right side is about one third of this size

and natural. Mesenteric glands enlarged, some of them caseous.

Micro.scopical examination of the extra-pelvic growth in Case 3

shows that it is mainlj^ composed of a loose connective tissue, with

masses of small round cells interspersed in its meshes ; these are

most abundant around the blood-vessels. In places where the

round cells are less numerous there is a good deal of extravasated

blood. In Cases 1 and 2 the growth is of similar structure, but

more largely composed of round cells. The secondary deposits in

these two cases consist of masses of round cells, the deposit o£

which is very extensive in Case 2. In these two cases, too, there

is a certain amount of parenchymatous nephritis, as shown by the

presence of blood-corpuscles in the tubules, and proliferation of

their epithelial lining. The spleen in each case shows a simple

hypertrophy of its normal constituent elements.

The coincidence of enlargement of the spleen in all the cases would

raise the question of lymphadenoma, but to the naked eye these

spleens presented no abnormal appearance, and on microscopical ex-

amination the Malpighian corpuscles were certainly not increased in

size.

There was no enlargement of the lymphatic glands beyond an

increase in size of the gland opposite the hilus of the kidney in

each case. Moreover the blood (which was examined in two of the

cases) showed no increase of white corpuscles. I am, therefore,

unable to say what was the relation, if any, in these cases between

the renal growths and the splenic enlargement, but their coexist-

ence is very remarkable.

If the growth had been confined to one kidney, it might have

been justifiable to surmise that this was the earliest stage of the

ordinary form of malignant disease in childhood, but primary malig-

nant disease of both kidneys is exceedingly rare, and it would be

mere conjecture to say what "would have become of these kidneys

had the patients lived longer.

The only case that I have been able to find bearing on this point

is the following

:

Eayer^ quotes from Ranee (Bibl. Med., t. xlvii, p. 124;) the case

of a little girl, set. 1 year and 7 months, who was the subject of

fungus hffimatodes of both kidneys. During life there was a painful

tumour in each hypochondriac region. At the autopsy the tumour

* ' Mai. des Reins,' t. iii, p. 717.
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on the right side was firinlj adherent to the caecum ; on cutting into

it there escaped a substance of the appearance and consistence of

marrow ; it was so soft that it could not be dissected. The left

tumour was larger than the right, it was attached to the tumour on

the right side, to the mesentery, mesocolon, and renal glands ; no

trace of kidney structure could be recognised.

"Walshe^ says, " Cancerous vegetations of fringed, cauliflower or

flattened aspect spring from the submucous tissue of the pelvis free

from all connection with any coexisting renal cancer," but he does

not quote any cases.

Practically, there were no clinical symptoms by which this renal

affection could bave been recognised during life.

In the first case a trace of albumen was found, and in the second

case its presence was suspected from the general anasarca, but no

urine could be obtained ; in both these cases there was parenchy-

matous nephritis, which may very possibly have been set up by the

secondary deposits. In the third case there was no albuminuria,

and no parenchymatous nephritis.

I may add that the cause of the enlargement of the spleen in

these cases remains obscure ; in none of them could it be attributed

to syphilitic taint or malarial poisoning.

^

Maj/ IStk, 1880.

6. Piqiilloma of the Fallopian tube, associated with ascites and

pleuritic elusion.

By Alban DoRAif.

(With Plate VIII.)

THIS specimen illustrates a form of new growth rare in the Fal-

lopian tube, and associated with an open condition of its fim.

briated extremity, usually closed when the tube is dilated or otherwise

diseased. It was successfully removed from a single lady by Mr. T.

Spencer Wells, by wliom it has been presented to the Museum of

the lioyal College of Surgeons.

^

In October, 1877, the patient, aged 50, a maiden lady, thin and
' ' On the Nature of Cancer,' p. 395.

' Tliesc ipecinicus were referred to the Morbid Growths Committee, but as

thej were exhibited at the hist meeting of the session, the rep rt of the Com-
mittee could not be presented to the Society till the next session.

» ' Path.,' Series 2652a.





DESCEIPTION OF PLATE VIII.

This Plate illustrates Mr. Albau Doran's Case of Papilloma of

the Fallopian Tube. (Page 174.)

Figs. 1 to 4.—Microscopical appearances of different portions

of the growth. From drawings by himself.

Fig. 1.—Section of a papillary outgrowth :

—

a. Secondary papilla, b. Cystic

cavity, formed by a coalescence of overhanging outgrowths. Two vessels are

seen in the root of the growth. Camera x 40.

Fia. 2.—The papilla, a, Fig. 1. The cells of the stroma near its apex resemble

cartilage-cells, those near the base are of the connective-tissue type. There is a

hyaline matrix between these cells and the epithelium. Camera x 400.

Fig. 3.—Section of a cyst found among the papillary growths. Secondary

growths spring from its inner walls j these involve smaller cysts, x 6.

Fig. 4.—A cystic cavity from the secondary growth, a. Fig. 3. It is lined

with a single layer of columnar epithelium, which has not invaded the sur-

rounding connective tissue. Camera x 400.

Fig. 5.—The Fallopian tube laid open, to show the growth. From

a drawing by Mr. Sberwin.

a. Aperture of undilatcd part of tube. b. Fimbriated extremity of tube,

into which a bristle is inserted, passing across the growth into the proximal

part of the tube at a. c. Ovary, d. Small pedunculated cyst. e. Cyst spring-

ing from among the papillomatous growths.
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emaciated, came under the care of Mr. Bickersteth;, of Liverpool.

It was then a mouth after she had experienced a severe attack of

menorrhagia following amenorrhoea, which had lasted several months.

There were now symptoms attributed to inflammatiou of the right

ovary and surrounding cellular tissue. The local pain was severe,

and there was vomiting, constipation, diflB.culty in micturition,

general tumefaction of the abdomen, and high fever. She recovered

perfectly after remaining in bed for six weeks. But in March,

1878, she had an attack of pleural effusion on the righc side.

One hundred and twenty ounces of clear fluid were removed by

tapping ; then the abdomen began to swell, and on July 30th para-

centesis was performed, and nine pints of fluid were drawn off;

thirteen pints more had to be removed in September. In October

the right pleura again required tapping, by which means 100 ounces

of fluid were removed. In January, 1879, the abdomen having

again become swollen, sixteen pints were drawn off by the trocar and

canula. Ever since tbe subsidence of the symptoms of pelvic inflam-

mation, throughout the period of recurrent pleural and peritoneal

effusion, there had been neither acute disturbance of the system,

nor even so little as the solitary objective symptom of risa of tem-

perature ; and after each tapping recovery appeared to be for a time

complete, nor was there any evidence of cardiac or hepatic disease.

In March, 1879, two months after the third tapping of the abdo-

men, the patient was referred to Mr. Wells for consultation, as the

nature of the abdominal lesion remained very uncertain. During

the first enlargement of the abdomen, Mr. Bickersteth detected a

clear percussion note persistently in front of the abdomen, and a dull

note in both flanks, most marked on the right side, slowly and
slightly altered by change of position. Mr. Wells recommended an

exploratory incision, to which the patient at first objected, so the

abdomen was simply tapped. Dr. Caton examined the fluid, which

amounted to twenty-two pints. Its specific gravity was 1022, and

it coagulated almost entirely under the action of heat and nitric

acid. Its scanty flocculent deposit was found to consist of large

cells, mostly grouped in clusters, and apparently proliferating;

many were distinctly vacuolated. Mr. Knowsley Thornton, who
examined microscopically the fluid removed during the subsequent

operation, found and kindly showed me similar cells.

Mr. Wells, on examining the patient shortly after the final

tapping, detected a hard, nodular mass behind the uterus, which
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organ was freely movable, and so low in the pelvis that the cervix

lay close to the vulva. Dr. W. H. Day, at the same time, examined

the thorax, and found evidence of the presence of a small quantity

of fluid in the right pleural cavity, without any sign of disease of

the lungs themselves. On account of the tendency to pleural

eftusion he considered an operation imperative. Clusters of pro-

liferating cells had been found in the pleural as well as in the

peritoneal fluid.

On April 28th, 1879, Mr. Wells operated on the patient, employing

strict antiseptic precautions. "When the peritoneal cavity was laid

open by the usual incision through the linea alba, seventeen pints

of amber-coloured, opalescent fluid escaped. The left ovary was

normal ; to the right of the uterus, which was of the usual dimen-

sions, a tumour was found, the size of a large orange, and consisting

of the greater part of the right Fallopian tube ; the ovary could be

distinctly felt behind it. The tube and ovarian ligament behind the

growth were secured by silk ligatures, and the tumour, with the

ovary, which could not be separated from it, were cut away. The

peritoneum was carefully examined for secondary deposits, but none

could be found. The patient made a very rapid recovery, and is

now in good health.

^

On laying the tumour open it was found to be filled with cauli-

flower excrescences, covered with a mucoid secretion, which issued

from the open fimbriated extremity. It may now be seen that

about an inch of the innermost portion of the tube remains un-

dilated and quite pervious (fig. 5, a). The remainder forms an

elongated, oval tumour, three and a half inches long, two inches in

vertical measurement, and over two in thickness antero-posteriorly.

Its upper, anterior, and posterior surfaces are uniformly smooth and

white. On the inferior aspect the abdominal orifice is plainly

visible (fig. 5, h) ; it readily admits a stout bristle, which enters

directly into the cavity of the tube. The fimbrite, although thickened

and shortened, remain quite distinct One inch internal to the

1 Mr. Bickerstetb has kindly informed me that she had an attack of pleurisy

:n August, 1879, in September there remained " dulness and deficient respiration,

with feeble sounds over the right side of the chest, indicating thickening of the

pleura from recent inflammation (a few weeks before, Dr. Cameron detected

friction-sounds over the same side)." There appeared to be no evidence of

effusion or thoracic tumour. [Since September, 1879, there has been no relapse

of any kind, and the patient is now in perfect health. A. D., Sept., 1880.]
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orifice is a small pedunculated cystic body {d), which, from its posi-

tion, is probably the " hydatid" believed to represent the extremity

of Miiller's duct. But I have observed similar growths in numbers

on the surface of dilated Fallopian tubes, far from the fimbriae. The

ovary (c) is au inch and a half long, and somewhat flattened. Its

outer portion adheres to the tube, and contains three menstrual

corpora lutea, one apparently quite recent. ^ No cystic nor papillary

bodies could be found within the ovary, but a small, transparent,

thin-walled cyst projects from its surface. The broad ligament

between the ovary and the undilated portion of the tube is much
thickened, but contains no new growths.

The cauliflower excrescences may be seen to grow from all parts

of the mucous membrane of the dilated portion of the tube. Several

cysts with smooth exteriors and thin walls (e) rise by narrovsr

pedicles from amidst the excrescences, and contain papillary out-

growths (fig. 3) ; other cysts have their walls roughened externally

by similar new formations, also springing from their interiors.

On microscopical examination the cauliflower growths may be

seen to be covered with countless secondary offshoots. On account

of the nature of the morbid structure it was hard to make good

sections ; the specimens shown this evening were made mostly by

myself, but one most perfect section was prepared by Mr. E-. W.
Parker. The free surfaces of the growths are invested throughout

with a single layer of columnar epithelium ; some, but only few, of

the cells in this layer are ciliated. The stroma is almost universally

made up of small fusiform connective-tissue cells, and is but poorly

supplied with blood-vessels. In one secondary papilla (fig. 2,

fig. 1, a) the cells of the stroma towards the extremity resemble

cartilage cells, those at the base remaining small and spindle-shaped.

A wide border of perfectly hyaline matrix separates these cells from

the epithelium. This form of incipient chondrification I have very

frequently observed in similar growths found in the interior ofovarian

cysts. The deeper portions of this growth, contrary to the general

rule when cartilage-cells are found near the surface, exhibit no trace

of chondrification. The cysts owe their origin, at least partially, to

coalescence of the extremities of masses of free papillae. At b, fig. 1,

a cyst is seen in process of formation, precisely as observed in certain

1 During her illness the patient menstruated four times, at irregular intervals.

The last period was about six or eight weeks before operation ; the catamenia

have never reappeared since the tumour was removed.

12
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ovarian growths by Dr. "Wilson Fox. In the intra-cystic growths

(fig. 3. a) the stroma contains fusiform cells larger than those in

the free papillae, and in parts mucoid tissue, but nowhere cartilage

cells. On the surface of these growths cyst-formation is going on,

the cysts arising by the same process as that to which their parents

owed their orgin. In fig. 4 a large cyst occupies the stroma of the

growth a, fig. 3.

The absolute limitation of the epithelium to free surfaces in this

specimen is sufficient to show that the growth is not cancerous.

That the cells found free in the fluid by Dr. Caton and Mr.

Thornton were derived from the epithelium, there can be little

doubt ; that these free bodies might infect the peritoneum is also

highly probable, but Mr. Wells failed to find any secondary

growths on the contents of the abdominal cavity which came within

his reach during the operation. The subject of this method of

infection and of allied processes of dissemination of morbid material

from ovarian tumours has already been discussed before the Patho-

logical Society.'

If these excrescences or outgrowths are to be looked upon as

constituting a tumour it would rather be a papilloma than a glan-

dular growth. For while papillae may form as new growths where

no papillae are normally found, no glands exist in the mucous mem-
brane of the Fallopian tube,^ and glandular tumours do not occur

away from glauudar structures, although I am quite aware that the

newest school of pathology insists on the adenoid nature of certain

tumours found on the simplest mucous surfaces. But this theory

applies to growths which are absolutely and essentially true

tumours, whilst these " papillomata," as I will presently endeavour

to explain, arc in some respects associated with the phenomena of

inflammation. Eokitansky states that new growths developed

from minute papillae seen on the mucous membranes of diseased

Fallopian tubes are rare, and seldom exceed the size of a pea or a

beau.'' Hennig has found that hyperplasia of the tubal mucous
membrane passes into polypoid growth through the successive

stages of warty and papillary tumours, these transitional forms being

' Goodhart, vol. xxv, pp. 197—9; Thornton, vol. xxviii, p. 192.

' Strieker, ' Manual of Histology,' vol. iii, Syd. Soc. Trans. Hennig alone

believes in the existence of tubular glands in the human Fallopian tubes. See

Klein and Noble Smith, ' Atlas of Histology,' p. 29i.

' ' Lehrbucli,' vol. iii, p. 442.
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often found side by side in dropsical tubes. ^ In a case of stricture

of the tube by a band of lymph, tliis author found a warty out-

growth, one centimetre broad, close to the seat of constriction,

which growth he considered to be the result of chronic catarrh.

The specimen now exhibited before the Society is evidently an

unusually large example of the outgrowth recognised by Roki-

tansky and Hennig. The excrescences are, perhaps, not so much
tumours as hyperplasite produced by chronic inflammation. They

closely resemble the condylomata around the labia in venereal

patients, especially frequent in cases where the external parts are

irritated by copious and chronic discharges, or by want of cleanli-

ness. Dropsy of the Fallopian tubes is nearly always preceded by

catarrh of the mucous membrane. This case began by symptoms

attributed to inflammation of the right ovary, that is to say, the tube

in reality was inflamed. The discharge of secretion through the

abdominal aperture irritated the peritoneum and produced ascites,

for the abundance of the fluid, removed by tapping, shows that the

peritoneal cavity was filled chiefly by its own secretion, and not by

that thrown off" from the growths in the tube. As regards the con-

dition of the peritoneum this case resembles another described by

Gusserow and Eberth,^ where ascites followed symptoms of inflam-

mation of the ovaries. After the patient's death from strangulated

umbilical hernia, the surfaces of both ovaries were found covered

with large cauliflower excrescences. Similar cases have been

observed by Wells and Durham.

The open condition of the fimbriated extremity of the Eallopian

tube is a very unusual feature ; indeed, Cruveilhier states that in

dropsical distension, obliteration of that extremity is constant.*

The continuous flow of free mucous discharge from the earliest

stage of disease probably accounts for the patency of the abdo-

minal aperture in this case. Had the discharge been scantier and

intermittent, the fimbriae might have adhered to each other and

sealed up the tube, then the tumour would have attained a great

size, but ascites would less probably have supervened, since no dis-

charge could escape into the peritoneum so as to irritate that

serous membrane, and spread a morbid influence as far as to the

right pleura. October 21s^, 1879.

1 * Die Krankheiten der Eileiter und die Tubenschwangerschaft,' Stuttgart, 1876.

' ' Virchow's Archiv,' pt, iv, vol. iii, p. 14 (1868).

' ' Tiaitc d'Auat. Path. Gen..' vol. iii, p, 371.
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7. Ovariafi cyst lohich had ruptured repeatedly during a period

of nine years prior to its removal.

By W. A. Meredith, M.B.

THIS specimen waa removed from a patient in the Samaritan Hos-

pital, by my colleague, Mr. Kuowsley Thornton, to whose

kindness I am indebted for the opportunity of showing it.

A single woman, set. 47, first noticed some abdominal enlarge-

ment about ten years ago ; an ovarian tumour was diagnosed, and

she was tapped in August, 1871, when about twenty pints of fluid

were drawn off. The cyst soon began to refill, and in three or four

months' time the patient was as large as before. After sufi'ering a

sharp attack of pain near the seat of the tapping puncture, she

noticed one day a sudden alteration in the shape of the tumour,

and, within twenty-four hours, began passing large quantities of

clear urine. This state o£ diuresis persisted for four or five days,

at the end of which time all trace of the abdominal swelling had

disappeared.

From that date (Dec, 1871), this refilling of the cyst, followed

by spontaneous rupture thereof and complete removal of the eff'used

fluid by diuresis, has recurred with remarkable regularity three or

four times in the course of each year, until last April, when the

patient was tapped by her doctor in the country, who drew off" " a

pailful of clear fluid."

Between April and October the cyst has twice refilled and

ruptured.

"When first seen, towards the end of last September, no abdo-

minal tumour was to be detected, and the patient was advised to

return to the hospital in two months' time.

On her readmission (Nov. 28th), the abdomen was found to be

uniformly distended by a tense, distinctly fluctuant tumour, the

girth at the umbilical level being thirty-seven inches.

Ovariotomy was performed on Dec. 4th. The only adhesions

j)resent were a few filamentou.s bands about the site of the recent

tapping puncture; the peritoneum was quite healthy in appearance,

and its cavity did not contain any free fluid. The tumour, of
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which the fluid contents measured twenty-one pints, had originated

on the left side. The right ovary was healthy.

The specimen shows one large cyst cavity with a group of small

secondary cysts growing on its inner wall ; the remains of the

ovary, together with the adherent Fallopian tube, are seen on its

outer surface. The cyst-wall, tolerably thick and fleshy in the

immediate neighbourhood of the pedicle, is elsewhere remarkably

thin and non-vascular ; it is traversed by numerous intersecting

fibrous bands, the interspaces between which are commonly quite

translucent. The lining membrane shows no trace of papilloma.

On the inner surface of the cyst-wall are seen numerous

examples of so-called " ulcerations," in various stages of progress

or of repair. The most advanced of these vary in size from that of

a shilling to a florin, with ragged borders shewing the different

layers destroyed in varying degree ; in several places, where per-

foration would evidently very shortly have occurred, the base or

centre of the ulcer consists of the external serous coat alone. At
other points, where reparative changes have apparently taken place,

irregular patches of white, dense, cicatricial tissue are found.

Scattered about the cyst-wall are numerous irregularly-shaped

patches of tawny discoloration, with abruptly defined borders ; these

areas, which in several instances are somewhat wedge-shaped,

usually occupy the intervals between the larger vessels supplying

the cyst-wall, and apparently partake of the nature of infarcts.

Microscopical examination shows the tissues laden with fatty and

granular materials evidently due to atheromatous degeneration ; and

changes of a like nature are also seen in sections made through the

ulcerating patches.

There are, I think, several points of interest connected with this

specimen.

It afibrds an explanation of one of the ways in which spon-

taneous perforation may occur in true ovarian monocysts, and

enables us further to trace the steps of the process, which are ])ro-

bably as follows :—Deficient vascularity of the cyst-wall, consequent

upon prolonged or (as in the present case) repeated distension,

finally induces obliteration of vessels, with consequent fatty de-

generative changes in the tissues ; as the distension increases the

lining membrane gives way at some one point, the softened tissues

readily break down, and finally, a slit-like aperture is made in the

outermost serous layer of the cyst-wall, through which the fluid
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freely escapes into the abdominal cavity. A knowledge of the

extreme rapidity with which plastic changes occur in connection

with the peritoneum enables us to understand how the rent be-

comes closed as the cyst collapses.

It is probable that rupture of intervening septa between the

adjacent cavities of multilocular ovarian cysts may take place by

means of a somewhat similar process of atrophy ; with or without

the accompanying atheromatous changes here noticed.

The absence of any important cyst-adhesions, notwithstanding

the very frequent recurrence of the effusion into the peritoneal

cavity, is to be explained by the unirritating properties of the cyst-

contents, the nature of which is further evidenced by the absence

of symptoms of peritoneal irritation at the times when the ruptures

occurred ; the patient, during all these years was never once inca-

pacitated for a single day for the performance of her ordinary

duties as a housemaid.

The case is also of interest as showing what an enormous amount

of ovarian fluid the peritoneum is capable of absorbing without

being in any way altered. Eupture of the cyst occurred no less

than thirty-four times during the nine years ; and, on each occasion,

the quantity of fluid which escaped into the peritoneal cavity

cannot have been much under twenty pints ; hence the total

amount absorbed must have been very considerable,

December IGfh, 1879.

8. Mixed calculus of cystine atid oxalate of lime.

By Samuel G. Shattock.

THE calculus weighs 2G0 grains, and is of an irregularly-oval form,

an inch and five eighths in its chief diameter, and of a pale,

transparent, yellow colour ; it surface is rugged and crystalline.

On both of its sides it is considerably hollowed, and on one side

there appear, in the bottom of the depression, a series of reddish-

brown areas, such as might be presented by a calculus of oxalate of

lime. The section of the calculus shovvK it to be throughout of a
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compact crystalline structure, concentrically subdivided a short way

beneath the surface by a narrow, wavy zone of harder, dull-brown

substance.

The analytical report by Mr. Taylor is as follows :

—
" The central

and outer portion of the calculus consists of nearly pure cystine

—

the thin, dark-coloured layer which intervenes, of oxalate of lime.

The entire calculus contains a minute proportion of oxalate of lime,

which is in somewhat larger amount towards the centre."

The calculus was removed at the West Herts Infirmary by Mr-

Steele, who has furnished the following notes of the case

:

The patient was 19 years of age, of dark complexion, and strongly

built.

The great-grandfather, on the father's side, had died of stone in

the bladder.

The parents of the patient are healthy ; he has a younger sister

who suffers from pain in the back and other obscure symptoms.

There is no family history of gout.

The patient was treated for a small vesical calculus when
9 years of age. After this he several times extracted calculi from

his urethra.

In February, 1880, he was admitted into the "West Herts In-

firmary with the symptoms of stone in the bladder, for which he was

sounded, and successfully cut.

The condition of the urine was as follows :—Specific gravity

1018, slightly acid, speedily becoming alkaline, greenish yellow,

and oily-looking.

The excessive addition of acetic acid threw down a crystalline

deposit, which the microscope showed to consist of hexagonal plates

of cystine; octahedral crystals of oxalate of lime were also present

in the urine. The urine of the parents was examined, but no trace

of cystine was detected.

One half of this specimen is in the collection of the Royal College

of Surgeons of England. May 4>th 1880.
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9. Calculus removed hy supra-pubic lithotomy.

By Paul Swain.

THIS gpecimeu, represented by the Woodcut, was removed by Mr.

Paul Swain from the bladder of a child, set. 10, by the supra-

pubic operation. She was admitted into the Eoyal Albert Hospital,

Devenport, on July 21st, 1879. Her symptoms were first noticed

Woodcut 1.

.,^5^-*

fifteen months before admission. She had been in the habit of

passing a hair-pin into the vagina to relieve the irritation, and

on one occasion the hair-pin slipped out of reach. A swelling

appeared above and to the left of the pubes, which eventually broke

and discharged pus and calculous matter. At that time a calculus

was detected in the bladder, and an attempt was made to crush

it, but without success.

On July 21th, under chloroform, the urethra wa.s dilated, and a

lithotrite placed on the stone, but it was so large that the screw

failed to act.

On further examination a hair-pin was detected penetrating the

coats of the bladder. It was then decided to open the bladder above
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the pubes. The operation was performed under the carbolic spray,

and the wound dressed antiseptically.

The stone was removed with little difficulty.

The Woodcut represents the stone transfixed with a hair-pio, the

points o£ which had penetrated the coats of the bladder, giving rise

to the abscess. The patient made a good recovery, without a single

bad symptom.

10. Calculus from the hidney

.

By William M. Okd, M.D.

THE calculus had been found in the right kidney o£ a man who
died in St. Thomas's Hospital of malignant disease of the

bowels. It filled the pelvis of the kidney completely, and was so

closely invested by the walls of the pelvis that there was difficulty

AVooDcrr 2.

Renal calculus. (From drawings by Mr. C. Stewart).

1. Section of calculus ; the nucleus lying free in the centre. 2. Outer surface

of calculus. 3. Outer surface of nucleus, showing erosions.

in raising them from it with forceps. There was no pyelitis, and

there had been no renal colic. When first removed the calculus

was black and tuberculated, giving to the eye the idea of a dark

mulberry, but to the touch it was moist and softish on the surface,
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though evidently hard within. The impression given was such as

might be given by a hard nut with a soft rind. After being slowly

dried the mass was cut through, when it was found to consist of a

much-wrinkled fragile black shell, with a hard kernel of a dark-grey

colour. The section of the kernel showed concentric lamination
;

but on three sides the circumferential laminae were interrupted as

by erosion, and the surface at these parts was found correspondingly

depressed and pitted. Between the kernel and the shell was a

loose powdery layer, composed of large nearly colourless crystals of

uric acid mixed with brown pigment and colloidal matter. The

crust was composed of a colloid chemically related to chitin,

arranged in thin, parallel, originally concentric, laminae, about the

size of those of the lens. This was deeply tinted with a brown

colour, due neither to blood nor common urinary pigment, and

giving no reactions of indican. The nucleus was an intimate

mixture of uric acid with the same pigment, the uric acid being

arranged in concentric laminae, the laminae again being composed

of crystalline fibres, perpendicular to the surface. The inference

drawn from these appearances is that the uric acid calculus grew in

the pelvis of the kidney without producing irritation, till it filled

the cavity, and then became subject to laminar deposit of the

chitinous debris of epithelium, as false teeth in the mouth or a

pessary may be coated with a thick non-purulent stufi", that some uric

acid was also deposited in these laminae, and that by the agency of

this and the colloid the surface of the already formed calculus was

eroded. The process suggested as having produced the erosion is

that which is called by Mr. George Rainey " molecular coalescence."

Mr. Eainey has shown that if spherules of mixed carbonate of

lime and triple phosphate be formed in gum, and be afterwards

removed to a solution of gum of difierent density, the spheres are

disintegrated from circumference to centre, and the earthy portions

reappear as crystals. The appearances in the specimen agree in a

remarkable way with this experiment. In the centre we have a

calculus in which the individual crystals are lost through complete

admixture with a colloid ; on the surface closely investing this is a

soft colloid in a totally difi"erent state from the colloid within the

calculus, and at the point of junction of the two are unusually

large and colourless crystals of uric acid representing, as it seems

to me, the uric acid set free by the process of molecular disin-

tegration. iVot'., 1879.
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11, Cojigcnital malposition and cystic degeneration of the left

kidney. {Card specimen.^

Exhibited by AYilliam Ewaet, M.B.

THE patient, a mau, aet. 32, died from hsematemesis, due to chronic

ulcer of the stomach. Tiie right kidney weighed 7 oz., and
showed evidence of interstitial and of tubular disease. The left

kidney, after some searching, was discovered in front of the verte-

bral column, in the angle between the diverging common iliac

vessels. It was converted into a cyst, as large as a small Seville

orange, in which a few thin patches of secreting substance were
recognised. The ureter was short, rather narrow, and patent

throughout, but its orifice into the bladder was no larger than a

pin's hole, and placed interiorly. The left renal artery arose just

above the aortic bifurcations, but several other small arteries were
supplied from both common iliacs. The position of the left supra-

renal capsule was unfortunately not determined.

January QtJi, 1880.

1^. Cystic degeneration of the left kidney and ureter during
intra-uterine life. {Card specimen^

Exhibited by "William Ewabt, M.B.

THE specimen was removed from the body of a newly-born infant,

in whom the anus was imperforate and the bowel transposed.

The left kidney was completely converted into a cyst, and the left

ureter was much dilated and remarkably sacculated, closely resem-
bling an inflated colon. No obstruction was encountered when the
ureter was probed from its orifice in the bladder, but in attempting
to reach the bladder from above the probe pushed forward a fold

of the mucous membrane, which in this situation was very loose,

It appeared probable that the results were entirely due to the
valvular action of this fold in the portions of the ureter which
traversed the coats of the bladder.

On the right side the ureter was doubled to within half an inch of

its lower end. January Qth, 1880.
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13. Two complete ureters on either side of the body.

{Card specimen.)

Exhibited by William Ewaet, M.B.

THE preparation was removed from the body of a man, set. 45, who
died from pulmonary phthisis and tubercular disease of the

urinary organs.

Eather more than a year prior to his death he suffered from the

symptoms of stricture, and soon after an abscess was opened in the

neighbourhood of the anus.

A symmetrical abnormality was di-scovered at the autopsy. Both
kidneys furnished two separate ureters, which began in distinct

pelves, and terminated, independently of each other, in the bladder.

All four ureters were pervious. The kidney presented, on both sides

of the body, faint indications of having been double ; it was larger

than normal, and consisted of an upper and of a lower portion, which
were continuous. On both sides the ureter contributed by the

lower portion was Juniformly dilated and much ulcerated, and the

corresponding portion of the gland was so diseased as to present

the appearance of a sacculated cyst, nearly devoid of any secreting

tissue. The upper part was in a much earlier stage of tubercular

disease, and the upper ureter was normal. The bladder was the seat

of ulcerations, and the prostate was extensively excavated.

January 6th, 1880.

14. Horseshoe kidney. {Card specimen.)

Exhibited by Norman Mooee, M.D.

rpnE specimen was taken from a child, ret. 7 weeks, who was brought

JL dead to St. Bartholomew's Hospital.

The bladder has been filled, and the renal arteries injected.

The lower end of each kidney is narrowed and curved upwards,

and a process of renal tissue extends forwards and upwards from

the left kidney, and unites it to the right kidney at the level of the

fourth lumbar vertebra.

The left kidney has two renal arteries ; the right one.

The ureters, as is usual in such cases, cross the anterior surface

of the horseshoe kidney. December 2nd, 1879.
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15. Kidneys united by afihrous hand. {Card specimen.')

Exhibited by H. A. Lediaed, M.D.

TuE patient from whom these kidneys were taken died in

the Cleveland Street Infirmary, on March 15th, 1879,

from double pleuro-pneumonia. The kidneys are apparently

quite healthy, but are joined at their lower ends by a band, about
one and a half inch in length, which is composed of white fibrous

tissue. The arrangement of the arteries is unusual ; the renal arte-

ries are relatively small, and are supplemented by three branches
of similar size, which spring from the aorta immediately above its

bifurcation, and pass to the lower ends of the kidneys and the band.

The arrangement of the veins is normal ; the ureters also are

natural.

In writing of the horseshoe kidney Dr. William Roberts remarks

:

" The isthmus usually consists of proper secreting structure, but
sometimes it is composed merely of condensed fibrous tissue."

Becemher 16th, 1879.

16. Branched reyial calculus. {Card specinien).

Exhibited by C. H. Ralfe, M.D.

TAKEN from left kidney of patient who died, in Seamen's Hospital,

May 5th. No history could be obtained, as the patient was a
foreigner. Symptoms, those of renal calculus, passing down to

bladder intense
;
pain in right iliac region

; vomiting ; discharge of
pus and blood with urine ; retraction of right testicle. Afew days after

admission it was stated that a week prior to admission he had been
struck over region of liver by a capstan-bar, and that the sickness

and urgent symptoms had set in directly after. At the j^ost-morfem

the left kidney was found in the condition presented, the right

kidney was enlarged and dilated, and a small calculus, evidently from
the ureter, was found loose in the bladder.

The chemical composition of the calculi was phosphate of lime with
an excess of organic matter, mere traces of uric acid, and some
portions of the incrustations were composed of carbonate of lime.

May 18th, 1880.
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17. Mucous memhrane of the bladder shoxving miliary hihcrcles

;

absence of tubercle in other parts of the body. {Card
specimen.)

Exhibited by William Ewaet, M.B.

THE specimen was removed from the body of a maid servant, set 20,

who died suddenly from hsemorrhage into the pons Varolii.

She was apparently quite well immediately before the seizure,

but concerning her previous history no information could be obtained.

The left side of the heart was hypertrophied. Both kidneys were
granular and much atrophied, their aggregate weight not exceed-

ing 5 oz. ; they presented none of the naked-eye appearauces of

tubercle, although, under the microscope, a reticulated lymphoid
cell-growth was discovered between the tubes. The ureters were
rather wider than normal, and their orifice into the bladder gaped
slightly. The urethra was normal, but the meatus urinarius showed
a small fringe of vascular processes.

The muscular coat of the bladder was slightly hypertrophied.

The mucous membrane presented miliary tubercles, which occurred
chiefly at the fundus, and were arranged in small groups in the

course of the vessels. No ulceration had taken place.

The remaining organs were free from tubercle, but two or three

calcified glands occurred in the mesentery. January 20th, 1S80.

18. Syphilitic disease of testicle. {Card specimen.')

Exhibited by Feederick S. Eve.

A
LEFT testicle injected with carmine. The section shows that
the whole substance of the organ is converted into a vascular,

fibrous tissue, embedded in which are several firm, tough, yel-

lowish nodules (gummata). On the anterior surface the gummata
have become aggregated into a large mass, a portion of which pro-
truded through an ulcer of the integuments. The epididymis is

indistinguishable.

Microscopical appearances.—The gummata consist of a non-
vascular, amorphous, granular tissue, in which neither cells nor fibres

are distinguishable. They are surrouuded by a vascular hiyer of deli-

cate reticular, fibrous tissue, crowded with " iudiffereut" cells. The
tissue between the nodules is composed of very vascular, fibrous
tissue, arranged in a coarse reticulum, and enclosing, at wide inter-

vals, tubes containing caseous material, which appear to be contracted
seminiferous tubes.

History.—The specimen was taken from Thomas T— , ret. 35, who
was admitted to Henry Ward, under the care of Mr. T. Smith.
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Two years before, the testicle became swollen ; it gradually increased
in size, and finally an ulcer formed, which exposed the organ. A
history of syphilis could not be obtained, but there was evidence of
his having had a node on the sterum.
The testicle had on a previous occasion become sw^ollen, but had

subsided.

Castration was performed after the usual remedies had been
tried.

The specimen is preserved in Series xxviii, No. 89, St. Bartholo-
mew's Hospital Museum. October 2\st, 1879.

19. Persistent communication hetioeen the rectum and genito-

urinary track in a neio-born male child. {Card specimen.)

Exbibited by Samuel Gr. Shattock.

THE rectum terminates by a small opening in the fore part of the
prostatic portion of the urethra, in front of (or below) the
ejaculatory ducts and sinus pocularis. The malformation, it

is evident, therefore, has arisen from the arrested development of
the septum whereby the intestine is normally separated from the
genito-urinary passage, the single cloacal aperture being closed
from behind forwards, instead of its anterior or uro-genital

division.

The malformation was operated for by a median incision, which,
however, did not reach the intestine.

No further operation was considered advisable, and the child died
ten days after birth.

Case under the care of Mr. Heath. April 20th, 1880.

20 Uterus septus cum vagina duplici. [Card specimeti.)

Exhibited by W. J. Walsham, M.B.

THE uterus, externally single, is divided into two portions by a

septum, each cavity being connected with a corresponding Fal-

lopian tube. The septum extends through the cervical portion

of the uterus into the vagina almost as far as the pudenda. The
division of the vaginal and uterine cavities is complete, but not
equal, the right half being more developed than the left.

The specimen is a good example of the deformity called by Kiiss-

maul " uterus septus cum vagina duplici," which, as is well known,
is occasione<l by defective development in the Miillerian ducts in the
second month of embryonic life ; i.e. the contiguous and already

blended, walls, instead of disappearing to form the single cavity of

the uterus &c., remain and become developed into a septum often,

as in this case, of considerable thickness. November iHth, 1879.
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21. Dilatation of Fallopian tubes. {Card specimen.)

Exhibited by Alban Doean.

THE rigbt weighed, on removal, 4 lbs. 11 oz., the left 1 lb. 6 oz.

Both contained a fluid like that found iu inultilocular ovarian

cysts. To the left tube is attached the ovary ; several pedun-
culated cysts spring from the broad ligament. Some of the cysts con-

tain vegetations, similar, microscopically, to the papillary growth
from the interior of the Fallopian tube,which 1 exhibited before the

Society in October, 1879 (see p. 174 of this volume).

From a young woman who noticed a swelling in the left iliac fossa,

gradually extending upwards, nine months before these tumours
were simultaneously removed by ]\lr. Spencer Wells, in 1877. She
has menstruated regularly ever since the operation till when last

heard of, in January, 1880. March IQth, 1880.

22. Ati alternating calculus, consisting of layers of Uthates and
lit/lie acid, finalhj encrusted by oxalate of lime. [Card
specimen.)

Exhibited by J. HncniNsoK.

THE stone weighs 155 grains, and measures in its longest diameter
an inch aud a quarter. It was removed from the bladder of a

healthy old man of 64. Symptoms had existed for five years,

and its presence had been ascertained by sounding three years before

the operation was performed.

It consists of alternative layers of reddish brown, probably lithates

and lithic acid, with perhaps very thin layers of oxalate of lime.

The feature of chief interest is, however, that it is encrusted by a
layer of almost black oxalate of lime. This salt as an outside layer

is probably very rare in elderly persons. It is possible that in the

present instance its deposit dates from the time when the patient

left off beer and wine (18 mouths). October 21st, 1879.

23. Gumma of testis from a boy the subject of inherited

syphilis. {Card speciinen ; a coloured sketch only.)

Exhibited by J. Hutcuinsox.

THE patient whose testis is delineated in the drawing shown died

in the London Hospital under Dr. Sutton's care. He had
characteristic teeth and physiognomy. The testis was greatly

enlarged, and showed on section an opaque yellow growth, which in-

volved almost its entire substance. No softening had occurred. The
appearances shown are those common in syphilitic sarcocele, and
the chief interest of the case consists iu the fact that the patient

was the subject, not of acquired, but of inherited taint.

October 2l8t, 1879.
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YI. DISEASES, ETC., OF THE OSSEOUS SYSTEM.

1. Cases of osseous and articular lesmis in tabes dorsalis.

By Thomas Buzzaed, M.D.

I
HATE brought to the Society this evening three patients who

illustrate very perfectly the trophic changes in bones and

joints which are apt to occur in tabes dorsalis, and for our know-

ledge of which we are principally indebted to Professor Charcot, of

Paris. It is somewhat remarkable that the subject, although

equally interesting and important to the physician and surgeon,

should have hitherto failed, so far as I am aware, to have engaged

the attention of any of the metropolitan societies, although the pro-

fession is indebted to you, Mr. President, for valuable contributions

to it in your recent lectures at the Eoyal College of Surgeons.

Last year I exhibited at the Harveian Society the male patient

who attends here to-night, but with this exception, I do not know
of any specimens having been shown of the remarkable lesions

which are to be seen in the cases which I have the honour to

present to you. It is on this account that I must ask your per-

mission to enter into details at somewhat greater length than is

customary a: our meetings, whilst I give evidence, in the first place,

that the patients are affected with tabes dorsalis ; and secondly,

that the osseous and articular changes are of the kind peculiar to

that disease, and not accidental complications.

The two female patients are brought before the profession to-

night for the first time, and I propose, therefore, to read notes of

their history and present condition. The case of the male patient

(to whom reference has been made), has already been published

(• Lancet,' January ISth 1S79). In spite of this' I have ventured

to bring him also to-night, because he presents a very interesting

example of the subject under consideration, and his condition lends

material aid to the recognition of that of the other patients.

13
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As the history of his case is already in print, it will be sufficient

for me to say now that he is a typical case of locomotor ataxia pre-

senting electric shock-like pains, anajsthesia, ataxia, contracted and

inactive pupils, and absence of patellar tendon-reflex. There is

complete disorganisation of the right hip-joint, the head and neck

of the femur having entirely disappeared. There is, besides, a sort

of bony splint, about nine inches in length, extending down the

front of the thigh, connected in some way with the quadriceps

extensor muscle, and apparently the result of ossification of fibrous

or muscular structure. I may add, too, because it is a point of

extreme importance, that the disorganisation of the hip-joint was

accomplished within the space of three months. The patient,

who had been subject for six years to the lightning pains, was one

day walking when a sudden pain, described as being " like a shock

from an electric battery," shot upwards from his right heel to his

hip, and caused him to drop to the ground. He got up and walked

home, a distance of two miles, without pain or inconvenience. Next

day he felt nothing wrong. A few days later, however, he was

taken, he says, with a "kind of fever," and there was gi*eat swell-

ing in the right hip, which extended also down the thigh, as far as

the knee-joint. After keeping his bed three months, and enduring

much suftering from lightning pains, he found his right leg

shortened.

Case 1.—Elizabeth W— , set. 50, widow, was admitted an in-

patient of the National Hospital for the Paralysed and Epileptic,

under my care, on December 31st, 1879. Eor the opportunity of

observing this patient I am indebted to Dr. Lediard, under whose

care she had previously been in the Cleveland Street Sick Asylum,

and who kindly permitted me to take her for a time into hos-

pital. The notes of the case were for the most part taken by

Mr. A. E. Broster, Resident Medical Officer.

Patient has one child living, healthy, and has had, besides, three,

who died, one a day or two after its birth, a second when nearly

three years old, and a third at twenty-one years. She has never

miscarried, and has had no stillborn cliildren. Patient has never

sufl'ered from acute rheumatism or scarlet fever, and has never had

a sore throat (except from cold) or skin eruption. In the family

there is no history of tubercle or nervous disorder. Her husband

drank heavily.

Eor the last eleven years she has been subject to frequent and
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violent attacks of so-called " indigestion," tlie most severe of which

occurred in July, 1878, and lasted till late in September. It was
on account of this attack that she was admitted into the Cleveland

Street Sick Asylum, where she had been for upwards of a year a

patient when I saw her in October last. She would have attacks

of gastric pain and vomiting, lasting ordinarily two or three weeks
at a time, and recurring at intervals, which varied a good deal in

length. She has had as many as four attacks in four months, and

the longest period of exemption has been eight months.

In the attacks, she says, there is a "bad sensation" in the

stomach and she can keep nothing down. There is great pain in

the chest and stomach, which feel as if they were raw, accompanied

by much flatulence and a great deal of retching. She will some-

times bring up greenish stuff and food, but she is sick even if no
food has been taken. She has never suffered from diarrhoea, but at

times there has been a tendency to tenesmus. During the retching

there is a feeling of tightness across the chest, and afterwards a

soreness.

Soon after the commencement of these gastric attacks, i. e. nearly

eleven years ago, she had pains in her limbs, in the legs more than

in the arms, very sharp shooting pains, so sharp at times that they

would almost make her fall down, and indeed, once or twice, when
the pains have seized her in the knee, she has fallen in the street.

After the pains she observed a weakness in the extremities. The
pains have continued at intervals. Frequently they have kept her

awake all night. She may have a " bout " of pains, lasting a day

and night, in one situation, and then after a few days, or even

weeks' intermission, a recurrence in another place.

For the last four or five years she has had a fear of walking in

the dark, and even in the light she would stagger as if drunk.

Eight or nine years ago, while walking, a man stopped her and

inquired: "Is'nt the pavement wide enough for you, ma'am?"
This was the first time her attention was called to the staggering.

There was weakness of the right leg, but she could walk without

assistance three or four years ago.

In October, 1878, whilst walking quietly along the ward in

Cleveland Street Asylum, "the right leg gave two snaps," and it

was found that her thigh was broken.

In July, 1879, whilst retching in bed, the left hip-joint suddenly

" bulged out."
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Patient has never had double vision. Her bladder has never

leaked, and no difficulty with the rectum is complained of.

At the present time the patient is confined to lier bed or chair on

account of the condition of her lower extremities. At my request

Mr. "William Adams has been good enough to examine the state of

the hip-joints, and the following is hia report

:

" In reference to the condition of both the hip-joints, I made a

careful examination on the 15th January, 1880.

" As the patient is lying in bed on her back the left leg is rotated

inwards, and apparently shortened. There is no real or permanent

shortening, for upon examination very little, if any, difi'erence in

measurement can be made. On both sides the measurement from

the anterior superior spinous process to the upper margin of the

patella is twelve inches. AVhen extension is made on the left leg

this measurement increases one and a quarter inch, and when on

the right one inch.

" The right leg lies straight. The movements o£ both hip-joints

are free, but limited in some directions, with crepitation much more

marked in the right than the left.

" In the right, flexion and extension free ; abduction and rotation

inwards limited. The inclination is to rotation outwards.
" Left leg, flexion and extension free.

" Rotation outwards extremely limited.

" Eotation inwards much more than normal.

" The inclination is to rotation inwards, with a little flexion at

the hip and knee.

" In neither of the thighs is there any evidence of fracture of the

shaft of the bones.

" On the right side the top of the great trochanter is horizontally

nearly on a level with the anterior superior spinous process, and

rather depressed than otherwise.

" On the left side the top of the great trochanter is not much
displaced upwards, but the whole trochanter is extremely prominent

and the bone enlarged, at first sight conveying the idea cither of

dislocation or a large amount of callus thrown out after a fracture.

Neither of these conditions, however, can bo definitely made
out.

" There can be no doubt about the existence of structural changes

in the head and neck of the bone, as well as great enlargement of

the great trochanter and upper portion of the shaft.
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" There may have been spontaneous fracture of the neck of the

thigh-bone in both hip-joints, or the present condition as to shorten-

ing (i. e. unnatural mobility in this direction, whilst mobility is

limited in other directions) may be the result of complete disor-

ganisation of the joint, with atrophic changes and absorption of the

head and neck of the bone on the right side, and similar changes

on the left side, associated with enlargement of the great trochanter

from thinning out of new bone."

For the rest, she has had during the last three or four years great

difficulty in buttoning or doing anything with her hands which she

could not see, and this especially with the left hand.

She complains of an aching pain in the right leg. She has not

had any sharp pains for a week or two. They come on, she says,

in paroxysms, and last twenty-four to forty-eight hours. "It

is like electricity," is her description, " shooting from one

place to the other, sometimes down one arm and sometimes

down a leg." She does not remember the pain ever to have

occurred in both legs at the same time, but it will seem, she

says, to shoot from one leg or arm to the other, and sometimes

from the arm to the leg. The pains are always worse on the right

side.

Her pupils are very small, and do not react to light. They both

dilate when she looks up. They contract during accommodation.

There is apparently some drooping of the eyelids.

No abnormality is to be noticed in the cutaneous sensibility of

the face, pharynx, uvula, or palate. The right grasp measures,

by the dynamometer, fifteen kilogrammes ; the left the same

amount.

Cutaneous sensibility.— Upper extremities.—A slight prick with

a pin is not recognised in the tips of the left fingers ; a sharp pinch

is recognised after a delay of two seconds. Touch is felt as

*' numby." In the right finger tips a slight pinch is not recognised

at aU, a sharp one only after three seconds.

On both forearms and arms sensibility is not apparently af-

fected.

Muscular sense, as to the position of the arm, very deficient, but

she tells the difi'erence in the weight of variously-loaded balls

accurately.

Lower extremities.—Feels a needle pinch, after marked delay (two

or three seconds), in the left leg and foot-sole, but does not feel it
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at all iu the right. She recognises a finger-touch, however, on each

leg. The muscular sense is very defective. She feels as if her legs

were across one another.

The patellar teudon-reflex is absent in each leg. The skin-reflex

of the foot-sole is normal.

Case 2.—Catherine M— , set. 3G, married, has two children, and

has had miscarriages.

The patient is at present an out-patient of the National Hospital

for the Paralysed and Epileptic, under my care. I am indebted

for the opportunity of observing the case to Professor Henry Smith,

by whom she was treated iu King's College Hospital during the

month of January last year. For the following notes of the case,

at that time, I am indebted to the surgical registrar and dresser of

the case

:

" She has had ' rheumatic ' pains in all parts of the body at

different times.

" About six years ago she noticed weakness in her legs, for which

she attended at St, Mary's Hospital. She describes the weakness

as having been chiefly iu the left leg, and accompanied by

numbness. She could not feel the ground as she walked, and

was constantly falling. At this time there was no double

vision.

"The difi&culty in getting about has been gradually increasing

until two years, when the right leg became red and swollen, without

being painful. With rest in bed the swelling subsided, but on

getting up and moving about it recurred. Also, about this time,

pains of a plunging character used to attack her, the shock of them

lasting only a second or two. She was able to walk about till

December, 1877.

" In June, 1877, she had another attack of swelling and redness in

the right leg, which continued until September, when the swelling

disappeared, but the joint was affected and useless.

" Before admission her left leg began to swell, and has remained

more swollen than natural up to the present time.

" She also noticed a peculiarity in her vision, a shawl that she knew

to be red and black appearing green. At times she is unable to

distinguish colours. She says that when standing she was obliged to

keep her eyes open, for on shutting them she felt as though she

would fall.

" Fresent condition,—The patient is fairly nourished.
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" The left leg is swollen, painful, and red. Left knee-joint not

affected.

" Muscles of left thigh and leg are wasted ; the same conditions

exist on right side.

*' The right kuee-joint is disorganised ; the skin over it is natural

in colour and to the touch.

" There is no pain in the joint, even on applying firm pressure.

G-rating can be felt when the extremities of the bones in the knee-

joints are moved upon one another.

"The leg hangs loosely, and is dislocated backwards and rotated

outwards.

" The internal condyle projects inwards, and is enlarged.

" The external condyle cannot be felt.

" The patella rests on the outer surface of the lower eud of the

femur; the ligamentum patellaa can be felt, but is apparently

wasted.

" Fluctuation can be felt in the joint.

"Bowels torpid; cramping pains continuous in belly. Partial

loss of control over bladder. Micturition frequent.

" Z7n«e.—Eeaction acid ; no albumen or sugar.

" Occasional sudden starting pains in limbs.

" Difficulty in picking up pins, from inability to feel them.

"No spinal tenderness ; no headache.

" January 13th.—Since admission the patient has remained at

rest in bed. The swelling and redness of the left leg have gone

down.
" The knee-joint is considerably enlarged, especially the lower

end of the femur.

" The leg is becoming dislocated backwards and outwards. There

is great laxity of the ligaments of the joint.

" Other symptoms continue except those of the bladder, micturi-

tion being less fi'equent, and urine scanty, only thirty fluid ounces

being passed in twenty-four hours ; no incontinence.

" Both knees are now kept in place by leather cases."

Since her discharge from King's College Hospital she has lived

at home, and, thanks to the support given by leather cases for her

knees, has been able to employ herself in housework.

At a recent examination of her I made the following notes :

—

" She may go one or two months without pains, and then they attack

her for three or four days and nights in succession, keeping her
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awake. They are plunging and stabbing, 'just like being stabbed

with a fork.' She usually has a pain at the pit of the stomach,

going through to the back. There is dreadful griping and belching

of wind. For throe or four weeks past she has had this every day,

but now she is getting better again. The attack usually begins

about 4 or 5 a.m. It is not accompanied by diarrhoea, but she gets

swollen up like a woman near her confinement.

" After a bout of pains of this description she may go one, two,

or three months without any, and she feels as though she would

never have them again. Then she will be suddenly seized with

them.
" The stomach pains began more than ten years ago. She has

been married ten years, and previous to that had suffered from the

stomach pains, though not so severely as she has done since. At

that time, too, she used to have stabbing pains in her knees and one

of her finger-joitits, which she thought was rheumatism.

" Formerly, when the stomach pains attacked her * she would

vomit all day and all night ' for two or three days together. She

threw up ' enormous quantities.' After a few days this gradually

ceased.

" Between the intervals of the pains she feels quite well. Her

appetite is good, and she has nothing (except the crippled state of

her legs) to complain of
" The plunging pains described attack her in the joints and limbs,

but never in the trunk, except in the stomach. She may have

gone three months, but never six months, without the stomach

pain.

" She says that the swelling in the legs extended at first right

down to the feet, so that she could not see her ankles.

" Her pupils are very large. They do not contract to light, nor, I

think, during accommodation.
" She has lately had swelling about the right shoulder-joint, which

has almost disappeared. But the joint creaks, and is somewhat

painful when moved. The left shoulder-joint has also still more

recently began to ' feel queer.' She recognises in these symptoms

a close resemblance to the manner in which her knees began to get

bad. There was no pain in the right knee-joint, she tells me,

whilst it swelled.

" She is quite lost in the dark.

" There is difGculty in buttoning things. In sewing she has stuck
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the needle into her finger and has not felt it. She has put her

feet into water nearly boiling, and for a few seconds could not

tell whether it was hot or cold, but has then had to withdraw

them.

" The muscular development of her arms is very striking, and

resembles that o£ a labouring man. Owing to the difficulty with

her legs a great amount of work is thrown upon the arms in moving

about."

Mr. Broster has been good enough to examine her knee-joints

and the following account is derived from his report.

" On removing the leather casing from the right knee-joint, the

joint seems to fall abroad. The patient can replace it herself and

says that when she puts on the casing she has to take the bones

and put them straight in their places, and bind them up with a

bandage to keep them together whilst she puts on the casing. The
joint can be twisted about and the bones knocked together audibly

without causing pain.

" On manipulating the joint the feeling is as if all ligamentous

connections had disappeared, and the bones were simply held

together by the muscles and cutaneous tissues. It seems as if the

lower end of the femur had had its condyles bevelled off, and the

end turned into a rounded stump. The end feels smooth, and the

posterior fossa can be distinctly made out.

"The patella, which is perfect, lies drawn upwards and outwards,

about two inches above the end of the femur. Above it is felt

what appears to be a synovial sac. The peroneo-tibial articulation'

(upper) seems perfect.

" The upper end of the tibia is bevelled off inwards ; the fibula,

with the outer part of this tibia, can be felt projecting along the

outer side of the inner hamstring in a firm smooth mass, about one

inch long by half an inch in diameter, somewhat rounded.

" The ends of the bones are not in'apposition, nor can they be got

into apposition. The tibia and fibula project upwards on the outer

side of the femur. The upper end of the tibia and of the fibula is

exceedingly loose, and it seems that when the patient fixes on her

casing, instead of putting the bones in normal apposition ' end on,'

she splices them together tightly side by side. She says the lower

bone always projects outwards, never inwards. She says that

' formerly the joint was enormously distended.' There is certainly

no distension now.
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Left lower Umh.— Ou removing the casing the bones,

which had been in apposition * end on,' at once separate, the

tibia and fibula being dislocated backwards with a tendency-

outwards. There is marked laxity of the joint. The tibia and

fibula can be moved slightly laterally and very freely back-

wards.

" The patella lies over tlie lower extremity of the anterior surface

of the femur. The condyles appear to be rounded off, and the

inner one is larger than it should be. No pain in examining the

ioint.

" Cutaneous sensibility.—In both foot-soles a pin-prick is not

felt. In both legs a severe prick with a pin is felt after three

seconds' delay, and then but very indistinctly. In both thighs

the same is felt indistinctly after a delay of two seconds. The

patient feels a pin on finger tips and hands very indistinctly

after a delay of two seconds. In the forearm she feels a pin

indistinctly, and in the arms she feels a pin but not so well as on

the face."

BemarJcs.—It was in 1868 that Professor Charcot for the first

time drew attention, in the ' Archives de Physiologie,' to the

arthropathy which was apt to occur in the course of tabes dorsalis.

He described the joint aff"ection as characterised by—1st, con-

siderable hydarthrosis, and 2ndly, a diftused swelling extending

far beyond the joint, for the most part of hard consistence, and in

which the ordinary characters of oedema were not apparent. The

arthropathy was generally not accompanied by fever or pain. It

was sudden in its onset, and might bring about irrejiarable dis-

organisation of the joint in a few days or weeks. Sometimes at

the end of a few weeks or months the swelling disappeared, and the

joint returned to its former condition, but in many cases, so far

from this happening, there was a rapid absorption of a large part of

the articular extremity.

His memoir was speedily followed by that of M. Ball, a trans-

lation of which appeared in tlie ' Medical Times and Gazette,'

18G8-69. Soon afterwards Dr. Clifford Allbutt, published in the

' St. George's Hospital Eeports,' 1869, " a Case of Locomotor Ataxy

with Hydrarthrosis," the first example described in England. Since

then a considerable amount of attention has been paid to the

subject, especially in France, and numerous contributions have

appeared at the hands, amongst others, of Richet, Bourneville,
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Vulpian, Bouchard, Dubois, Voisin, Oulinont, Bourceret, Michel,

Forestier.

About the same time Dr. Weir Mitchell in America, in an article-

" On the influence of Eest in Locomotor Ataxy " (' American Journal

of Medical Science,' July, 1873), alluded incidentally to the

frequency of fractures in tabetic patients. In 1871-, necropsies

published, by Eichet, Voisin, and especially those by Eaymond, in

1875 and 187G, have thrown important light upon the subject.

As regards the aftection of joints in this country, the only cases

of tabetic arthropathy which have been published, so far as I am
aware, since Dr. Allbutt's, have been two of my own; one in 1874,

and the other last year, the one being a typical case of hydrar-

throsis of the knee-joint in a tabetic patient, the other being the

male patient, who is now present. In the ' Medical Times and

Gazette ' for August, 1877, a case is published by Dr. H.
Thompson.

It was not till 1873 that Charcot communicated to the Societe

Anatomique of Paris the case of a woman afiected with tabes dor-

salis, in whom, concurrently with great disorganisation of certain

joints, multiple s])07itaneoits fractures of the neck of the left femur,

of both bones of the forearm, right as well as left, had occurred.

Until then the question had. only been one of the influences of tabes

in causing a condition of joint which had Si prima facie resemblance

to arthritis deformans. The relation of a peculiar friability of the

bones to this disease of the nervous system now comes under con-

sideration.

Whereas at first the question was one concerning the joint

afltections, and next the occurrence of spontaneous fractures,

more recently the lesions of the bone in general have come
to the front, and at the present time Charcot tends to con-

sider these osseous lesions as the primordial fact, the joint

afi'ection being only, like the fractures, secondary manifes-

tations of this defective nutrition of the osseous tissue, "The
fault of nutrition," he writes, " due to an influence of the nervous

system which makes the bones fragile, and thus leads to sponta-

neous fracture, is also, I think, one of the principal elements which

combine to the production of the singular arthropathies. The ex-

tremely rapid and extensive wearing away (usure) of the articular

extremities is the principal character which distinguishes ataxic

arthropathy from common dry arthritis."
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"Destruction and disappearance, partial or complete, of the epi-

physes," writes M. Talamon,^ " fragmentation and absorption of the

head of the humerus in one case, atrophy of the projecting por-

tions, such are the principles and always identical alterations of the

osseous extremities that have been met with in the shoulder, the

hip, and the knee. In no case have there been observed the hyper-

ostoses, the epiphysal hypertrophies, which characterise dry

arthritis. In cases of spontaneous fracture from ataxia, certain

bones have been found reduced to a remarkable state of thinness

and deformity."

In one woman the left femur, which had been fractured,

measured nineteen centimetres, the right forty centimetres. The

bone was found to be formed of two portions united by an exu-

berant callus. And it is noteworthy, in reference to the first of my
two cases, that it has been the rule to find in examples of tabetic

fracture the bones consolidated with "voluminous and shapeless

callus." " In one of the forearms," Talamon writes, " the work of

cicatrisation had enguiphedin one and the same exuberant mass the

fractured extremities of both radius and ulna."

In the three patients who are present we have examples of al^

the conditions which have been described as characterising the

osseous and articular lesions of locomotor ataxia—extensive swell-

ing, sometimes painless, and never confined to the joint, but

extending also down the long axis of the limb, disappearance

or disorganisation of the articular ligaments, rapid erosion, and

absorption of the ends of the bones entering into that joint. The

rapidity with which these changes have been brought about is very

marked, the period in each instance occupying but a few months.

In the other case we have a spontaneous fracture of the neck of

the femur, certainly on the right side, and I should have no

doubt, from the history, also on the left, although the existing

condition is compatible with the alternative of a disorganisation

of the joint. But as regards this, I shall be glad to learn from

surgical members of the Society. I would submit that the evi-

dence of the patients being examples of tabes dorsalis leaves no

room for doubt.

This is not the place to enter at any length upon the question of

the probable seat of the central lesion which brings about such

' ' Rcvuc Mcnsuelle de Med.,' Pnris, 1878. I have largely availed myself of

M. Talamoii's references.
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startling 'changes in the nutrition of bones and joints in tabes

dorsalis, but I should like to make one or two suggestions as to

the direction in which, as it appears to me, pathological anatomy,

and physiology might profitably shape their inquiries. I would

remark, first, that, on account of a supposed analogy of these trophic

changes with the atrophy which occasionally occurs in the muscular

system in the cases of tabes, Charcot early suggested that a lesion

of the anterior horns might probably be their point of departure.

At first the result of observation appeared to be favorable to this

view. In three cases, as I gather from Talamon (loc. cit.), atrophy

of fifansHonic cells in the anterior horns was observed. But in three

more recent autopsies it has been impossible to find the least alter-

ation in these cells. On the other hand, we must remember that

very extensive lesions in the anterior cornua are frequently being

met with in cases of progressive muscular atropby and infantile

paralysis, when certainly no such changes existed during life in the

bones and joints as those we are now considering.

The enormous development of the muscles of the arms in

Catherine M— , alongside of a commencing arthropathy of the

shoulder-joints, seems quite inconsistent with the view in ques-

tion. The evidence, therefore, so far as it goes, appears to be

distinctly against the'possibility of ascribing the osseous and arti-

cular disorders of nutrition to lesion of the large cells in the

anterior horns of the cord.^

Kow, I would direct attention to a very interesting circumstance

which has struck me in connection with these cases. I find that

the gastric symptoms of tabes—the crises gaMriques of Charcot—'

are of extraordinarily frequent occurrence in these cases of ataxic

arthropathy. The frequency of this association is far beyond what

might be reasonably explained by an accidental association, as I

think will appear evident presently.

The two women whom I show you both present typical examples

of crises gastriques. It was this remarkable circumstance which

induced me to inquire especially into this point. Vulpian- says

that he has only seen one case of spontaneous fracture in a tabetic

patient. That case was marked by crises gastriques. Out of the

' I have observed, in certain instances, an arthropathy connected with pro-

gressive muscular atrophy, but its characters resemble those of arthritis de-

formans. It is slowly progressive and apt to afEect the fingers and smaller joints.

^ ' Maladies du systeme uerveux,' Paris, 1878.
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sereii cases characterised by osseous or articular lesions whicli are

narrated by Charcot in bis lectures no less than three were marked

by gastric crises.

I may here say that, besides the patients who are here to-night, I

have had under my care another case of marked arthropathy in a

tabetic patient. In him, although there was a peculiar and unusual

irritability of the bowels, occasioning frequent call to stool, there

could not be said to be gastric crises in the marked aud definite

sense which is at present under consideration. Nor has there been

any attack of the kind in the man W— , who is here now. Besides

the cases I have mentioned I have met with a few others belonging

to the class of ataxic arthropathy, but not so strongly marked as that

I should like to use them for statistical purposes. But in looking

through French periodicals I have come upon nine other cases of

osseous lesions in tabetics, reported by different authors, and in two

of these there were typical crises gastriqx(.es} There must be more

cases of tabetic arthi'opathy in print, but it chances that these are

all that I have been able to meet with. If we add together these

various observations we find that out of twenty-one cases of osseous

lesions of this class no less than eight were characterised also by

tlie occurrence of typical crises gastriques. I do not like to include

the sixteen cases of arthropathy consecutive to locomotor ataxia pub-

lished in the memoire of Prof. Ball,- because many of these occurred

in the practice of M. Charcot, and there would be danger, thei'efore,

of counting a case twice over. It is worthy of remark, how-

ever, that M. Ball seems to have been struck by the unusual

frequency of visceral symptoms in the cases of arthropathy which

he groups together. The followiug is his reference to this

point

:

'* II est peut-etre interessant de noter ici que dans un quart des

cas (4 sur 16) des troubles visccraux lies a I'ataxie locomotrice pro-

gressive, et paraissant dcpeudre d'une lesion du grand sympatliique^

se sent d^veloppes parall^lement aux accidents articulaires" (' Gaz.

des Hopitaux,' 1S69).

The startling character of the proportion (eight cases of associated

gastric crises out of twenty-one cases of tabetic arthropathy) will be

evident when the comparative infrequency of the special gastric

complication in tabes is considered. I have lately tabulated fifty-six

' Heidcnbach, ' Socictc d'Anatoiuio,' 1874. Voisiu, ib., 1871.

» • Gazette des H6pitaux,' 18G8-69.
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casees of tabes dorsalis, which have occurred in my own practice, for

comparison. In only eight of these were there gastric symptoms,

and in only four were these so marked and definite as to be properly

included in the category of crises gastriques}

It will be important, of course, to observe whether the proportion

showing gastric crises is preserved over a larger range of numbers

than I have been able to quote. But, even as it is, the frequency

of this peculiar combination of symptoms appears to me to point,

without doubt, to something more than a mere accidental coin-

cidence. If this be so, and considering that the evidence as to the

supposed primary seat of the changes caiising the articular lesions

being in the anterior horns has broken down, I feel justified in sug-

gesting the advisability of directing our inquiry in future to the

medulla oblongata. We have, side by side, gastric symptoms, for the

explanation of which I suppose we may pretty confidently point to

lesion of the nuclei of origin of the pneumogastric, and other sym-

ptoms which show a remarkable frequency of association with these.

It is a legitimate inference that lesion of a structure adjacent to the

1 In the course of the discussion upon this paper, the President (Mr. Hutchin-

son) mentioned the case of a patient of his own, a gentleman of middle age,

who, after having been subject to frequent and periodical attacks of severe

gastric pain and vomiting, became aifected with what was at first supposed to

be rheumatic arthritis of the right hip-joint, but which the presence of charac-

teristic lightning pains and the subsequent occurrence of white atrophy of the

optic nerves showed to be connected with tabes dorsalis. Dr. Allen Sturge referred

to a case which he had under observation, that of a man aft'ected with locomotor

ataxia, with marked gastric crises, who had developed hydrarthrosis of the knee-

joints. Dr. Gowers showed a specimen (the elbow-joint) from a case in which

there was no history of gastric crises. Since this paper was read, three more

cases of tabetic arthropathy have fallen under my observation. Particulars of

these will be published elsewhere, but I might say that two of them are marked

by typical gastric crises. One is a female, at present under the care of my
colleague Dr. Radclifie, in the National Hospital for the Paralysed and Epileptic,

who has a swollen and disorganised hip-joint. The other is a man, with great

enlargement of one of his shoulder-joints, the humerus hanging loosely like a

flail, with probable absorption of at least a portion of its head. He likewise,

as well as the woman, has had for years periodical attacks of gastric pains and

vomiting. For the opportunity of observing this case I am indebted to Dr.

Whitmore, Resident Medical Superintendent of the St. Mary Abbott's Infirmary,

Kensington, If wc add these cases to those already enumerated, we obtain a

total of twelve cases of associated gastric crises, out of twenty-six cases of

tabetic arthropathy.—T.B.

" ' Gazette des Hopitaux,' 1869.
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nuclei of the vagus may be found to explain the latter. Whether
this may be in the so-called vaso-motor centre, or whether physiology

may yet have to discover in the medulla oblongata a centre directly

concerned in the nutrition of the osseous skeleton, it would be en-

tirely premature to discuss. One cannot help feeling, however,

that, were the existence of such a centi*e to be rendered probable,

we might find in it a valuable clue to the explanation of the articular

symptoms in acute rheumatism, as well as to the occasional tendency

to high temperature, and still more to the extraordinary frequency

of cardiac complications in that disease, an association for which

hitherto no hypothesis has reasonably accounted. Light might be

expected to be thrown, too, on the nature o£ arthritis deformans.

Fehruary, 1880.

2. Malformation of arm.

By Allen Sttjege, M.D.

HEEBEET A—, a3t. 22, admitted as a patient at the Eoyal Free

Hospital for some trifling ailment, presented a congenital

deformity of the left arm, belonging to the class of malformations

which have generally been described as due to intra-uterine

amputation.

Family history.—His father, who was a healthy man, died at the

age of 71. His mother living and healthy. She asserts that when

pregnant with the patient, she was frightened by a man who had

lost an arm, and who ran after her in a wood. The patient has a

brother and three sisters, all of whom are healthy and present no

deformity of any kind. A brother, a soldier, died of " tumour of

the brain." Two other children died in infancy.

The patient is a very fine man, bis height being 6 ft. 3^ in., and

he is well made in all respects except the deformity of the arm.

The greater part of the left forearm and the hand are absent, the

forearm ending in a somewhat conical stump about three inches

below the elbow-joint. Both the radius and the ulna are present

in this stump, the upper extremities of these bones being apparently

normal. Tlie lower end of the bones, which apparently do not
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articulate with one another, taper off into points, the tapering ex-

tremity of the radius being rather longer and more sharply pointed

than that of the ulua. Over the end of the radius the skin forms

a conical projection, the size of a hazel nut, which stands out pro-

minently from the general surface of the stump. There is no adhesion

between the skin and the bone. The skin over the end of the ulna is

umbilicated, the result, apparently, of adhesion of the subcutaneous

tissue to the end of the bone. The skin over the end of the radius

presents two faint whitish lines at right angles to one another, one

of them being about half an inch and the other about a quarter of

an inch in length. These appear to be old cicatrices. There are other

cicatrices on the stump, which have the appearance of having resulted

from large superficial sores. The patient says they are the remains

of boils, several of which he has had on the stump.

On the flexor aspect of the stump, about midway between the ends

of the radius and ulna, are five little projections, situated trans-

versely across the stump. The projection nearest to the radial side

of the forearm is the lai'gest, and the others get smaller by degrees

as the ulnar side is approached. The largest is about the size of a

pea, and the smallest that of a moderate-sized pin's head. The

largest aud the adjoining nodules have well-marked nails, the free

convex surface of which is directed towards the extensor aspect

of the forearm. The nail on the second nodule la larger than that

on the largest nodule. There is a semblance of horny growth on

the third nodule also.

There is free movement of the stump. He can flex the elbow

to an angle of about 60°, and he can extend it in an unusual manner,

for when the elbow is fully extended the stump of the forearm,

instead of being in a straight line with the arm, makes an angle

with it posteriorly of about 120°. He seems to have very little

power of pronation and supination independently of flexion and

extension, but flexion is accompanied by a certain degree of pro-

nation, and vice versa. Pronation and supination of the bones can

be easily produced by external manipulation.

The muscles of the upper arm and shoulder are coueiderably

smaller on the left than on the right side, and there is shortening

of the humerus, to the extent of about half an inch, as compared

with the right.

Remarks.—This case comes within the category of those which

have been described by Montgomery, Simpson, Annandale, and

14
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others, as resulting from iutra-uterine amputation. The amputa-

tion is attributed to the constriction exercised on the limb by bauds

of organised lymph due to inflammation in its neighbourhood. These

bands having surrounded the limb in an early stage of intra-uterine

development, gradually became tightened as the lymph contracts

and as the limb grows larger, until at last they bring about a

separation of that portion of the member below the seat of con-

striction.

That this is the true explanation of a certain number of deformi-

ties of this kind is proved by the fact that in some few instances the

amputated part has been actually found ; but I think that a reference

to a number of cases of congenital deficiency of parts of limbs will

show that in a considerable proportion of such cases the cause must

be sought in some other direction than the hypothesis of amputation

in xdero.

This other mode of causation may consist of either one of two

factors— (1) a primary inherent abnormal condition of the ovum,

whereby its healthy development is interfered with in one or more

directions
; (2) a localised morbid condition of one or more parts of

the embryo due to onset of disease in the embryo at some period

after conception. The former of these two conditions must be in-

voked in explanation of many cases of monstrosity, of cases where

there is congenital hypertrophy of parts, and it is the most probable

explanation of supernumerary parts. There can be no reason, there-

fore, why it should not also produce the opposite conditions, viz.

congenital atrophy of limbs and congenital absence of portions of

limbs. On the other hand, an inflammatory process capable of

throwing out organised lymph in sufficient quantity to produce

intra-uterine amputation is quite as likely, if it attacks that portion

of the blastoderm from which a limb is developed, to kill the delicate

embryonic cells, or to modify their nutrition so profoundly that their

subsequent development will be gravely compromised.

It is conceivable, therefore, that cases like that I have described

may be produced by mal-dcvelopment due to either of these two

causes.

Mr. Annandale, in his work on * Malformations, Diseases, and

Injuries of the Fingers and Toes,' mentions thirteen cases of con-

genital deformity, characterised by absence or atrophy of portions

of limbs. Four of these he attributed to intra-uterine amputation.

He makes no reference to the causation of the remainder, but he
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would probably attribute them to one of the two above-mentioned
causes.

Of the four cases attributed to amputation two were marked by
absence of one hand, the arm stopping short at the wrist. In both
instances nodules were present on the stump, representing the

digits. In a third case absence of the forearm and the occurrence

on the stump of nodules representing the fingers was associated

with very marked atrophy of the rest of the arm, which was scarcely

larger than that of a new-born child. In the fourth case two of the

fingers of the left hand were absent, and a third was constricted at

the base. In this case all the other limbs presented deformities

of some other kind.

Among the cases not referred to amputation was one of absence

of both forearms and hands, each stump having one finger growing

from it by a loose attachment. There were three cases of absence

of several fingers of one hand, two cases of absence of fingers or

parts of fingers in both hands, one of absence of fingers in one hand
combined with atrophy o£ the whole arm, one case of absence of

certain fingers in both hands, distortion of such fiugers as were

present, and malformation of one foot.

If these two classes of cases be carefully compared it will be

found that there is no feature in connection with the first-mentioned

class which justifies us in separating the cases of which it is composed

from those forming the second class, For instance, the case of so-

called amputation of the forearm in the first class very closely

resembled the case in the second series, where both forearms were

absent, the only essential difi'erences being that the lesion was

bilateral in the latter case, and that in the former case the whole

limb was deformed, this latter character pointing rather in the

direction of modified development than of intra-uterine amputation.

The two instances in which one hand was absent diff'ered also from

the case of bilateral absence of the forearm in respect of the uni-

lateral nature of the lesion alone. In the fourth case, attributed to

amputation, there is nothing in the description to separate it from

others of the same kind placed by Mr. Annandale in the second

class ; whilst the association of deficiency of certain fingers in one

hand, with deformities of other kinds in all the other limbs, argues

strongly in favour of mal-development as the cause of all the ab-

normal conditions present. In two of the four cases referred to

amputation, therefore, there is internal evidence in the cases them-
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selves that they were due to mal-development rather than to am-

putation ; whilst the other two instances differ only from cases not

classed with the amputations by being unilateral instead of bilateral.

The question arises, therefore, whether we ought not, in the Vast

majority of instances, to look for the cause of congenital deficiency

of parts o£ limbs in the direction of mal-development ofthe embryo,

and whether we ought not to consider intra-uterine amputation as an

altogether exceptional cause of such conditions. In certain instances

the latter mode of causation can be excluded—those cases, namely, in

which absence of a part of one limb is associated with deformity of

other limbs, or with great atrophy or other deformity of such parts

of the limb as are present. Where a part of the limb is absent, and

the rest of the body, including the upper part of the limb itself, is

healthy, the diagnosis of the mode of causation is more difficult ; but

a comparison of a large number of cases of congenital deficiency

will show that every variety may be met with, from cases in which

all the limbs are deficient or deformed in some other way, to cases

in which the extremity of one finger only is deficient. As, there-

fore, no line of demarcation can be drawn, dividing the cases into

two well-defined groups, so it will, I believe, be impossible to attri-

bute those cases lying at one end of the scale to a cause essentially

different from Ihat to which the cases at the other end of the scale

have been attributed.

There are two factors which may possibly be found to help us in

coming to a correct conclusion with regard to certain of the doubtful

cases, and to which, therefore, I think, more attention should be

paid. These are— (1) the presence of rudimentary fingers on the

end of the stump ; (2) the presence of umbilications over the ends of

the bones.

I think it is worthy of inquiry whether rudimentary fingers have

been present in any of those cases in which the amputated limb has

been found. It is very easy to account for them on the hypothesis

of mal-development, for in that case they represent the amount of

vitality left in the embryonic cells, from which the extremity of the

limb should have been developed. On this hypothesis we should

expect to find, as, in fact, have been found, many degrees of develop-

ment, ranging from minute nodules representing fingers at one end

of the scale, up to extremities of limbs, which difler but little from

the hand, at its other end. This last condition was present in one

of the cases recorded by Mr. Anuandale. If it be found that no
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rudimentary fingers occur in undoubted cases of amputation, then

their presence would aiFord presumptive evidence in favour of the

hypothesis of mal-development.

As regards the question of umbilication o£ the skin over the ends

of the bone, with which may be classed the presence of scars on the

stump, the question arises, "Do umbilication and scarring necessarily

indicate amputation?" This question can only be answered by a

careful examination of cases in which multiple deformity is present,

so as to exclude the hypothesis of amputation. There is certainly

no iijjriori reason why the formation of a rounded stump, after de-

struction of the embryonic cells from which the extremity of a limb

should be developed, should not give rise to the appearances of cica-

trisation any more than the healing of a stump after amputation.

The skin in such a case would have no necessary tendency to

develop uniformly round the end of the limb, and in order for it to

cover in the stump of the bones and muscles some unusual process

will have to be introduced, which may very possibly give rise to'

umbilication or slight scarring.

Eurther attention to these two points is, I think, called for.

The presence of deep depressions round a finger or a limb need not

necessarily imply constriction by a band, for mal-development

shows itself in curiously partial and localised ways, and there is no

reason why it should not be present over a small area in the centre

of a limb, in the same way that it is present over a small area at

the tip of one finger. If there be disease of the embryonic cells,

which should develop into the proximal phalanx of a finger, and

not of those from which the two distal phalanges should develop,

the proximal phalanx, o- part of the phalanx, will be very small,

whilst the other phalanges may be of full size. May 4th, 1880.
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3. Bo7nj outgrowth of the great trochanter, complicating a case

of impactedfracture of the ncch of the femur, and simu-

lating a dorsal dislocation of the hip.

By Henet Morris M.A., M.B.,

JOHK S—, jet. 69, an engine-driver, was admitted, under me, into

the Middlesex Hospital, on Nov. 2nd, 1879. One hour before

admission, and whilst coming downstairs, he slipped, and fell with
full force upon his right great trochanter. He was unable to raise

himself after the fall.

On admission the right lower limb was everted. Tested by mea-
suring from the spine of the ilium to the inner malleolus, there was
no shortening ; but by Bryant's triangle, the limb was found to be
three quarters of an inch shorter than the other. There was great
spasm of the adductor muscles. The patient was able to move his

thigh slightly, but passive motion was very restricted. There was
an absence of crepitus, but a sensation was on one occasion felt as

of a very slight shifting of bony surfaces on one another.

From the nature of the injury, viz. a fall upon the trochanter, and
from the eversion and slight shortening of the limb, there was no
doubt, at first sight, that there was a fracture of the neck of the
thigh-bone

; but the question of dislocation arose for the moment
when on examining the hip a large bony mass was felt behind the
acetabulum. It projected upwards and backwards over the dorsum
ilii, and seemed to be continuous with the neck and great trochanter
of the femur. The edge of this bony process, however, had not the
rounded outline and smooth surface of the head of the femur, but,
on the contrary, felt irregular, rough, and thin even to sharpness.
Altogether it was more like what the fractured surface of the neck
of the femur might feel after it had been detached from the head of
the bone and turned backwards over the margin of the acetabulum,
the head meanwhile remaining in its socket. Moreover, when it was
remembered that a dorsal dislocation with eversion is extremely
rare, that it can only occur after rupture of the posterior strong
portion of the capsule, and probably also of the outer portion of
the ilio-femoral ligament, and is necessarily attended with more
shortening than existed in this case, the idea of dislocation was dis-

missed.
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Nor were the eversion of the foot and the position of the

trochanter major consistent with the hypothesis that the neck and

shaft of the femur had been detached from the head, and displaced

backwards upon the dorsum ilii ; so that, in spite of the difficulty

of explaining the projecting bony mass, the diagnosis of impacted

fracture of the neck of the thigh-bone was finally adopted. The

limb was placed in a Thomas's hip -splint, and further supported

by the long outside splint ; during the treatment the man was

attacked with pneumonia and died on December 11th, 1879.

The following is a description of the specimen exhibited, which

was dissected for me by Mr. Sutton, our Junior Demonstrator of

Anatomy, and is now in the Hospital Museum.
In front the fracture extends along the inter-trochanteric ridge,

being partly within and partly beyond the line of attachment of the

ilio-femoral part of the capsule. Behind, so far as can be seen, the

line of fracture is above the trochanteric ridge, but the greater part

of the neck of the femur in this aspect is obscured by a bony out-

growth of triangular shape, the base of which is attached along the

whole length of the posterior border of the great trochanter, and

then along the upper two thirds of the posterior inter-trochanteric

ridge. It is fiat and even on its superficial surface, but its deep

surface, which overhangs the back of the cervix femoris and the

capsule of the joint, is somewhat irregular. Into the upper border

of this bony mass the tendon of the gluteus medius passes, and into

its lower angle and the lower end of the posterior border the quad-

ratus femoris is inserted ; whilst the tendons of the pyriformis and

other small rotator muscles pass between the capsule and the deep

surface of the mass to their insertion into the top of the trochanter.

Indeed, the relation of the tendons of the gluteus medius and quad-

ratus to the mass suggests that the outgrowth may have been

formed by an ossification of these tendons. A fracture extends

through the base of the mass, i. e. where it springs from the tro-

chanter and posterior inter-trochanteric line, but the parts are

still held together by fibrous tissue. Another and much smaller

bony mass is developed at the tubercle in front, which is the

meeting point of the gluteus minimus, crureus, and vastus externus.

The fracture of the neck is so far impacted, and the parts are so

far held together by the reflected and other fibres of the capsule,

that the head of the bone rotates with the shaft. There is con-

siderable eversion of the shaft, and now that all the soft tissues are
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relaxed and flaccid, this eversion of the limb is seen to be a condi-

tion impressed upon it by the original injury itself, owing to the

crushing up of the posterior portion of the neck of the femur,

whilst it is maintaiued by the impaction of the fragments and the

inclination and weight of the bone. Decemher IQth, 1879.

4. Specimen of a recent dislocation of the first phalanx of the

thumb forwards.

By Fbedeeic S. Eve.

THE specimen was taken from the body of a man, who was killed

by the fall of an archway upon him. The first phalanx of the

thumb was dislocated forwards and rested upon the anterior surface

of the head of the metacarpal bone. The posterior portion of the

capsule of the joint was completely torn across.

After the dissection was completed the dislocation was readily

reduced by extension.

In vol. iv, p. 250 of the Society's * Transactions,' there is an

account of a similar ease by Mr. J. Wood, in which the metacarpal

bone was fractured.

The specimen is preserved in the museum of St. Bartholomew's

Hospital, S. iii. No. 150. January 20th, 1880.

5. Multiple sarcomata of cranial hones.

By John Abbhcrombie, M.D.

SARAH R— , fft. 3 years and 11 months, was admitted into the

Hospital for Sick Children, December 17th, 1878, under Dr.

Gee. The following history was obtained from the mother

:

Her illness commenced about three months ago with pains in

Btomach and back, bowels rather confined, no vomiting, anorexia.

Is losing flesh, sleeps pretty well, but has cramps in her left leg
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at night. Eyelids have been inclined to swell. A lump has been

noticed to be forming on her head during the last six weeks. Doefj

not complain of anything particular. Bowels regular now. Had
measles when fifteen months old. No other illness. Five other

children healthy. One died seven months old. Mother has had

one miscarriage. Parents healthy, no phthisis on either side.

On admission.—Extremely pale, not well nourished. A small

swelling, about the diameter of a shilling, over right parietal region,

not tender. Glands enlarged in left side of neck. Tongue clean.

Pulse 140, regular. No increase of cardiac dulness. Heart sounds

natural. A little rhonchus over both backs, no dulness. Spleen

not felt. A lump can be felt in left iliac fossa, movable, a little

tender (?) an enlarged gland. Examination of blood shows dimi-

nution in number of the corpuscles, but no marked increase of

white.

December 31st.—A little evening rise of temperature lately.

Does not take her food so well. Tongue thickly furred. Ex-

tremely pallid, eyelids somewhat swollen. Soft prolongation of

first sound of heart at left base.

January 23rd.—Examination of eyes by Dr. G-unn. Slight

hypermetropia (2V) • Yellow spcrt surrounded by a white circle, in

the centre of which is a red spot. Disc somewhat hazy, not pale.

Vessels near the disc seem to be covered by a sort of sheen. Both

eyes alike.

29th.—Temperature irregular, varying from 97° to 100°. Lump
in left iliac fossa about the same, A small lump can be felt in

right iliac fossa.

February 10th.—A few days ago left eyelids swelled up so much
that she could not open her eye at all ; this has gone down now, but

there is a little swelling and tenderness of left cheek. Always

extreme pallor. The nurse said she had a sort of convulsion last

night.

14th.—The swelling in the right parietal region has enormously

increased during the last few days, and now forms a hemispherical

tumour measuring two and a half inches across ; two incisions were

made into it yesterday, but nothing but thin blood came away.

Two other smaller swellings can be felt on left side of scalp.

Veins on forehead more visible than natural. Blood examined
;

contains some granular matter, no increase of white corpuscles.

25th.—A few days ago it was discovered that she was quite
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blind ; now both optic discs are swollen and their margins are very

ill-defined. The swelling in right parietal region has not altered

much ; that on left side is larger (about one fourth of the size of the

other), and in front of it there is a smaller one. The lumps in the

iliac fossje have increased in size.

March 3rd.—Extreme cachectic appearance. All the swellings

on the head have become larger. The superficial veins on the fore-

head are much dilated. Both eyeballs are unduly prominent, espe-

cially the right, eyelids a little swollen. Never complains of head-

ache at all.

5th.—Some fever lately. Takes hardly any notice, but not

absolutely unconscious. Optic neuritis very marked. Left angle

of mouth a little longer than right.

7th.—Very restless, tears her hair out. Mouth distinctly drawn

to left.

11.50 p.m.—Died.

Exa7nination ofhoAy sixteen and a half hours after death.—Body

not well nourished ; weight 22^ lbs. Eigor mortis present.

Cranimn.—On reflecting the scalp the skull presents the follow-

ing appearance. A large, irregular, rounded swelling occupies the

right i^arietal bone, extending to the middle line, and to within half

an inch of the squamous portion of the temporal bone, from before

backwards, and from side to side it measures five inches, and at its

base the circumference is ten inches. Its surface is of a deep

purple colour, with patches here and there, more or less yellow ; it

presents several rounded projections on its surface, and is every-

where covered by the periosteum, except at the points where the

punctures were made during life ; it feels elastic, and in places

almost fluctuating. There is another tumour occupying the left

parietal eminence ; it is rounded, irregular on the surface, and

measures one and a half inch from before backwards and

laterally. In front of it is an elongated tumour, measuring two

inches in length and one inch across. Both of these tumours were

felt during life. Besides these, there are many other slightly raised

purple patches, varying in diameter from half an inch to one and a

half inch. On examining the internal aspect of the vault of the

cranium, it is seen that the inner plate of the skull-cap is perfo-

rated in all cases where the tumour had attained any considerable

size, and that an adhesion lias been formed with the dura mater
;

corresponding to the lesser tumours in many places the inner plate
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presents a honeycomb appearance. At the base of the skull

deposits of the new growth were found in the following situations,

viz. at the outermost portion of the posterior fossa near the basilar

groove on each side, just in front of the base of the petrous bone

on each side, at the most anterior and external part of the middle

fossa on each side, and on the left side of the sella turcica in the

region of the cavei'nous sinus. These tumours were all very soft,

purple in colour, and connected with the subjacent bones. That
near the left cavernous sinus had spread into the cavity of the orbit

through the sphenoidal fisaure. In this orbit another smaller

tumour was found at its outer part. Another small tumour was
found at the front part of the right orbital cavity. As above

stated, the dura mater was adherent to these tumours wherever

they made their way through the internal plate, but its lining

.membrane was everywhere smooth. The superior longitudinal

sinus is filled with a firm, pale, non-adherent clot.

Brain.—Decided excess of fluid at base. Convolutions not flat-

tened. In the left hemisphere the pia mater covering the prascu-

neus, and the anterior part of the occipital lobe (immediately

behind the parietal lobule) is dotted all over with minute bright-

red spots, and here a vein following along the external parieto-

occipital fissure is filled with a pale non-adherent clot. Similar

clots are found in a vein running along the fissure of Eolando, and
another between the superior and middle frontal convolutions

; the

hemisphere feels very soft at the prscuneue, and a section here

shows a tumour, about the size of a small marble, of purple colour,

and surrounded by a patch of softening. On the surface of the

right hemisphere the veins corresponding to those enumerated on
the left side are found to contain firm, pale, non-adherent clots.

The pia mater in the interpeduncular space is thickened and
slightly opaque ; there are no granulations, and there is no lymph
along the course of the Sylvian arteries. The lateral ventricles are

dilated, and contain some slightly turbid fluid ; the commissures and
central ganglia are natural, and the substance of the hemispheres is

but little softer than natural. Cerebellum and pons Varolii and
medulla natural. Spinal cord not examined.

Thorax.—In the centre of the second piece of the sternum is a

slightly raised purple patch the size of a florin. At the corre-

sponding point on the inner surface of the sternum is a similar

patch ; on section this presents similar characters to those of the
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tumours of the skull. Some recent lymph over the surface of the

lower lobe of the right lung, a little turbid fluid at this base.

Pleurse elsewhere natural.

Heart and pericardium natural. Heart weighs weighs 2 oz.

Lungs rather pale, and in places slightly emphysematous. Eight

lung weighs 6f oz. Left lung 5^^ oz.

Bronchial glands not enlarged.

On examining the inner surface of the ribs it is seen that every

rib, without exception, on each side has been invaded by the new
growth, and they present irregular purple swellings extending from

the angle of the rib to its junction with the costal cartilage ; in no

instance is the periosteum anywhere perforatod.

Abdomen.—Alimentary canal not examined.

Liver natural in size and consistence, weight 1 lb. 3 oz.

Spleen natural, weight 1 oz.

Kidneys natural, weight 4<\ oz.

Supra-renal bodies natural.

Mesenteric glands natural.

None of the viscera give the lardaceous reaction on being tested

with iodine.

In the left lumbar region beneath the supra-renal body is found a

greyish white firm mass, the size of a small walnut, having a fibrous

aspect on section. In the right iliac fossa, lying against the brim

of the pelvis, is found a swollen gland, purple externally, very soft

on section, exuding a brick-red juice. In the left iliac fossa, start-

ing from the brim of the pelvis, a chain of lymphatic glands can be

traced up to a level with second lumbar vertebra, all swollen, and

presenting an appearance similar to that of the gland in the

right iliac fossa.

One of the growths in the skull was examined microscopically

after being prepared in chromic acid and hydrochloric acid.

The growth was found to consist of small, mostly round cells,

embedded in a scanty matrix, springing from the deeper layers of

the periosteum and invading the bone.

That the tumour grew from the deeper layer of the periosteuui

was evident from the fact that bands of fibrous tissue could be

seen passing down from the periosteum towards the bone. The

lymphatic glands in the groins were found to be invaded by a

similar small round-celled growth.

The chief points of interest in this case seem to be the escape of
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the thoracic and abdominal viscera from secondary deposits, which

are almost always found, according to the text-books ; and next, the

great extent of the bone lesions, nearly all the cranial bones, all

the ribs, and the sternum being involved. Nov. 25th, 1879.

Beport on Mr. Abercromhie's case of lumours of the vault of the

skull, by the Morbid Growths Committee.

The specimen submitted to us for examination consists of the

skull cap of a child. Erom the right parietal bone a large

rounded and slightly lobulated tumour projects for about one

and a half incb. Its base is about two and a half inches in

diameter. On the left parietal bone are two tumours similar in

appearance but much smaller, and scattered over the frontal,

parietal, and upper part of the occipital bones are numerous smaller

growths of the same kind projecting from the surface from one-

tenth to one-sixteenth of an inch, in some parts looking like mere

thickenings of the periosteum. On peeling of one of the smaller

growths from the bone the compact tissue is found to be infiltrated

by the tumour. The Haversian canals are enlarged and filled with

a substance resembling the tumour to the naked eye. On the

inner surface of the skull similar growths are seen between the

dura mater and the bone. The largest of these corresponds with

the large tumour externally. None of the other tumours seem to

have completely perforated the skull. A mass of a similar growth,

about one inch in diameter, is situated immediately behind the

torcular Herophili, which, with the longitudinal sinus, is filled by

a firm clot, evidently of some age. The serous surface of the dura

mater was everywhere smooth and healthy. The inner table of the

skull is worm eaten, and in parts deeply excavated opposite the

growths on the dura mater. At the place where-the large external

tumour communicates with the corresponding internal growth the

bone is not completely destroyed. In the area corresponding to

the base of the tumour is a quantity of excessively spongy bone

forming a layer much thicker than the normal skull. This ia due

apparently to partial destruction of the bone and separation of the

remaining parts from each other by the growing tumour. The part

of the tumour containing the spongy bone can readily be cut with

a knife. Around the margin of the growth internally a very small

quantity of new bone has been formed, but there seems to be no
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true ossification of the tumour substance. All the other parts of

the various growths are soft, and no bone can be detected in them

by pricking them with a needle. The largest tumour is much

blood stained. Sections were taken for microscopic examination.

1. From the large tumour.

2. From one of the smaller tumours on the outer surface of the

skull.

3. From one of the growths on the dura mater.

4. From the boue beneath one of the smaller growths.

5. From the blood clot in the torcular Herophili.

The structure o£ all the growths is practically identical. The

fully developed tumour shows, except in very thin parts of the

sections, merely masses of round and oval nuclei each a little larger

than a red blood corpuscle. The nucleoli cannot be recognised, as

the structure is too granular from the eflfects of the strong spirit in

which the specimen has been immersed. In the thinner jmrt of

the section it can be seen that the nuclei are surrounded by a small

quantity o£ protoplasm, but it is scarcely possible to distinguish

the individual cells from each other. There is but little stroma,

and what there is, is arranged so as to enclose such irregular

spaces. It nowhere forms a reticulum, nor does it enclose distinct

alveoli. In many parts there is abundant extravasation of blood

into the structure of the tumour. On the surface of the growth

the periosteum is easily to be recognised by its yellow elastic tiseu

the bundles of which are separated from each other by accumula-

tions of cells exactly resembling those of the fully developed tumour.

A similar condition of the dura mater is found internally. A
section of the bone beneath one of the smaller external tumours

sbows the ordinary appearances of infiltration of bone by a malig-

nant tumour. The enlarged Haversian canals are filled with the

growth. The blood clot from the sinus was evidently very old.

As far as could be seen the tumour had not penetrated the sinus.

From the naked eye and microscopic appearances we therefore

conclude that the tumour has originated in the layers of the

periosteum and dura mater which lie in contact with the bone, and

not from the bone itself. The destruction of the bone is purely

secondary, and due to the pressure of the tumour. The elastic

layers of the dura mater and periosteum liave been stretched over

the tumours without being perforated. The tumours from their

microscopic appearance must be classed as small, round-celled sar-
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comata (granulation sarcoma of Kindfleisch, encephaloid sarcoma

of Cornil and Kanvier).

Marcus Beck.

e. j. godlee,

6. Ossifying chondrosarcoma of hoth femora, loith secondary

deposits of a similar new growth iti the hmgs, in the bron-

chial, and 171 some lymphatic glafids.

By Egbert William Parker.

[With Plate IX].

THE specimens were removed from the bodyof a child aged twenty

months, who was admitted into the East London Children's

Hospital, on October 4th, and died November 20th, 1878. She was

first seen by me as an out-patient, and was then transferred to the

wards. I am indebted to my colleague, Mr. Eeeves, for permission

to watch and report the case.

Olinical history.—She was quite well until two months before

admission, when she slipped down on a board floor and hurt her left

knee. A few days later it began to swell, and since that time it

has continued to get larger and larger. At first there was no pain,

and she was able to get about. It was seen at a London hospital,

and diagnosed as a white swelling of the knee-joint.

On admission.—The child was found to be small for its age, pale,

and not over well nourished. The anterior fontanelle was still

uncloeed. Hair very light
;
grey eyes. The body was spotted over

with what appeared to have been varicella.

The left leg was the seat of an ovoid tumour ; it involved the

lower half of the thigh, the knee-joint, and the upper third of the

tibia. The surface of this swelling was not quite uniform ; it was

firm, even hard to the touch, and the skin over it was marked by

several large distended veins. The child winced when the

tumour was pressed. Motion in the joint was not entirely abolished.

Neither foot nor leg was oedematous, nor was the skin over these

parts in any way altered. There were two or three enlarged

inguinal glands. Chest signs all negative. Heart normal as to
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sounds. The liver could just be felt below the costo-sternal angle.

Spleen waa not felt. On making deep pressui'o on the left side,

just above Poupart's ligament, a hard mass was felt, which was

thought to be a secondary growth, and which, together with a

history that the tumour was growing rapidly, precluded the possi-

bility of any successful aiirgical interference.

The above notes were taken by Mr. H. E. Hutton, the house

surgeon.

During the five weeks which intervened between her admission

into the hospital and her death, the child gradually lost flesh, the

growth about the left knee visibly enlarged, and the glandular

swellings became more manifest. She had one or two accessions of

dyspnoea, for which, however, we could not detect any physical

signs. About a week before her death the right knee began to

swell, it felt hard, and was obviously of the same nature as the

swelling of the other limb. The skin over both joints, before death,

gradually became tense and shining.

The auiopsy was made about twenty-four hours after her

death.

The left femur and the upper half of the left tibia were removed

after dissecting off the skin. They were surrounded by a large

hard mass of new growth, over which the muscles were stretched.

The surface of this growth was irregular and nodulated. The bones

were sawn through along their vertical axis. The condition which

then presented itself is shown in the drawing (Plate IX). The

whole length of the femur is aff'ected, except the head and the

great trochanter, which are still cartilaginous. The lower end of the

bone is, however, the more advanced ; here it is very much thickened

and sclerosed, and its medullary cavity quite obliterated. Sur-

rounding the shaft of the bone is a mass of new growth, which, as

seen from the cut surface, appears to be continuous with the femur

itself. Tliis mass of new growth is hard ; it consist, for the most

part, of cartilage, through which strands of ossifying bone radiate

towards the periphery. The amount of bone is greatest in the

centre of the growth. Towards the exterior both the bony and

cartilaginous elements become less well marked, until only a dense

fibrillated structure remains, wliich gradually passes into the

musculature of the thigh. The knee-joiut itself does not appear to

have been invaded, but its capsular ligament is everywhere closely

beset with the new growth. The patella is surrounded and pushed





DESCEIPTION OF PLATE IX.

This plate illustrates Mr. Parker's Case of Ossifying Chondro-

sarcoma. (Page 223.)

The new growth is seen to surround the shaft of the femur, the cartilaginous

head of the bone and the lower epiphysis alone being free. The central portion,

contiguous to the bone, is ossified, and ossifying strands radiate into the

growth. The mass of the structure is cartilaginous, except on the surface,

which is of a much softer material.

The tibia is in a less advanced condition. The cartilaginous epiphyses of the

knee-joint are not attacked, although closely surrounded by the growth.
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upwards, but has not been attacked. The upper half of the tibia is

likewise affected.

The right femur and knee-joint present similar but less advanced

conditions. It is interesting as showing how and where the

original disease probably commenced, for on examining the left knee

at this stage it would be difficult to say how the growth originated,

but the clue is afibrded by the condition of the right limb. Here

we find, that although the periosteum is much thickened, it can,

nevertheless, be separated from the bone for a certain distance,

at which point it then becomes adherent to, and confluent with, the

bone. The medullary cavity, too, gradually becomes obliterated

from below iipwards. I should believe, therefore, that the growth

commenced beneath the periosteum or the perichondrium of the

lower end of the femur, and thence spread.

The inguinal glands of both sides were infiltrated with a similar

growth, and on the left side a chain of lymphatics along the iliac

arteries was likewise greatly enlarged and infiltrated.

The iliac veins were quite free, as also the vena cava inferior.

(This fact is interesting in relation to the doctrine generally held,

that sarcomata are propagated through the blood rather than by

the lymphatic vessels.)

The left lung was patched over with metastatic deposits, similar

in structure to that in the thigh, containing portions of bony tissue as

well as much calcareous material. The bronchial glands were in a

similar condition.

The liver was quite free.

Brain free from deposits.

Ovaries and uterus appeared healthy.

Most of these growths required softening in acidulated water

before microscopic sections could be made.

Microscopic examination.—The appearances varied a good deal.

In places there was scarcely anything but bone, in others, strands of

newly-formed bone were found lying in a matrix of fibrillated carti-

lage rich in cells. In other places strands of calcareous deposit

alternated with collections o£ large cells, round, or angular, or

star-shaped, having moderately thick capsules. The process of

ossification was quite irregular, I'esembliog on the whole that in

membrane rather than in cartilage. May 4:th, 1880.

15



226 OSSEOUS SYSTEM.

7. Bone lesions in congenital syphilis.

By Egbert William Paekee.

(With Plate X.)

CASE 1.—George M— , set. 7 weeks, admitted into the hospital

November 7th ; died November 19th, 1879.

The following history was obtained :—The child appeared quite

healthy when born, and was " as big again as now." The father was

a healthy, steady man, who had never suffered from syphilis. The

mother was also healthy, but was subject to " sore throat." She had

had four pregnancies—first, a miscarriage ; second, a girl aged 5, now

healthy and well ; third, a child, who died, aged 6 weeks, of " bron-

chitis ;" fourth, the patient. When first seen it was a wasted little

thing, constantly pining and crying, and had snuflSes badly ; there

was a muco-purulent catarrhal discharge from the eyes. Its cry

was hoarse. There was a papular eruption about its face ; its lips

were fissured j the mouth inside was healthy ; there were some

mucous tubercles about the anus ; there was no rash on the trunk or

limbs ; the spleen could not be felt.

The bones.—Both elbows were swollen and nodular from en-

largement of the bones. It was difficult to say whether the bones

of the forearm were much affected ; the lower end of the humerus

was chiefly at fault. In the right elbow there was grating, owing

to separation of the lower epiphysis of the humerus. The extremi-

ties of the ribs were considerably enlarged ; the heads of the fibulae

and the lower extremities of the tibiae also.

There was thickening around the margin of the anterior fonta-

nelle ; two small patches of cranio tabes were also detected on the

parietal bones.

Under a mercurial treatment the child commenced to improve very

fast indeed. The joint swellings diminished very much in size, and

the epiphysial grating shortly disappeared entirely. We were then

able to appreciate enlargements in the upper extremities of the

bones of the forearms, about which we had at first been in some

doubt. This, too, gradually subsided. The cry became less hoarse,

and the dermatitis passed away. But the child wasted more and





DESCRIPTION OP PLATE X.

Plate X illustrates Mr. Parker's Cases of Syphilitic Bone Lesions.

(Page 226.)

Fig. 1.—From Case 2.—Julia B— , £et. 13 years: symmetrical hyperostosis

on lower jaw, corresponding with the insertion of the masseter muscles.

Fia. 2.—Left arm of the same patient, showing localised hyperostosis on the

radius and ulna.

Fig. 3.—From Case 1—Left humerus : shows the sheath of new bone, which

surrounds the lower half of the shaft. There is nothing abnormal along the

junction of the shaft with the epiphysis.

Fig. 4.—Right tibia : the whole of the diaphysis is enclosed, as it were, in

a sheath of new bone.

Fig. 5.—Left ulna : shows the nodulated condition of the surface of the bone.

There was no sheath of new growth, as in the other bones, along the whole of

the shaft, but rather :i local thickening in two or three dilVerent places.
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more, and died of general atrophy, twelve days after its

admission.

At the autopsy the lungs, heart, liver, and spleen were found

healthy. The stomach and intestines presented no naked-eye

change. The brain was soft and watery.

Bones.—The calvaria : the anterior fontanelle was open ; its bony

margins slightly thickened ; on each parietal bone, above and behind

the parietal eminence, there was an irregularly-shaped patch of

cranio tabes; the surface of the parietals was elsewhere smooth and

normal. The interior of the calvaria likewise presented no abnormal

appearance except the cranio tabes just mentioned. The tabetic

patches are more or less circular ; the margin of the patch is eroded

bone ; the centre appears to consist only of membrane, as though

the salts of the bone had been entirely absorbed. The erosion seems

to be the earliest stage of this condition.

Left hiitnerus.—Its lower extremity appeared thickened. On
making a vertical section through the bone the epiphysis showed no

trace of having been separated from the diaphysis ; but between the

two there was a lamella, one line thick, of soft, gelatiniform material

;

this gradually passed into the cancellous bony tissue of the shaft.

The medullary cavity was not well marked as a cavity ; its place

was occupied by a light, spongy, cancellous tissue, containing dark-

red marrow (Plate X, fig. 3). The lower half of the shaft appeared

as if encased in a sheath of new bone ; this is separated from the

shaft itself by a narrow cavity, containing marrow enclosed in

delicate trabeculae. The periosteum could be easily separated from

the shaft, even over the sheath of tbe new bone just referred to.

The upper extremity was normal. There was no centre of

ossification in either epiphysis.

Lefi ulna.—This bone was stripped of its periosteum without any

difficulty ; its surface was then seen to be nodulated ; this was most

marked in its upper third, and at the junction of the middle witbthe

lower third (Plate X, fig. 5).

Left radius.—The upper two thirds of this bone were encased, so

to speak, in a shell of new bone, similar to that described on the

humerus. The epiphysis appeared as if it had been partially sepa-

rated from the diaphysis. But this may have been accidental, as

there were no evidences of pathological changes between them.

Bight femur.—On section it showed thai the head and great tro-

chanter were entirely cartilaginous, and together formed the upper
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epiphysis ; there was no centre of ossification present. Between

this epiphysis and the shaft there was a dark line (? inflammatory)

of demarcation. The shaft, in its whole length, consisted of a fine,

trabeculated, spongy tissue, and contained marrow ; there was no

medullary cavity, properly so speaking. The line of junction

between the shaft and the lower epiphysis was demarcated by a

dark line, similar to the upper one ; but beyond this there was no

pathological condition to note. There was a small ossific centre in

the middle of the lower epiphysis, somewhat nearer to its diaphysial

than to the synovial surface. The periosteum did not appear

thickened, neither was the surface of the bone altered.

Patella.—This was entirely{cartilaginous and normal.

Bight tibia.—The whole shaft of this bone, by contrast with the

other bones, appeared thickened (Plate X, fig. 4). On section, that

which appears to have been the normal shaft was eiisheathed in a

layer of new bone ; this is particularly obvious on the posterior sur-

face of the bone. On the anterior it is lamellated, as though depo-

sited at intervals. As in the humerus, there is an interval between

them, which contained a delicate trabecular structure filled with

marrow. In the upper epiphysis there is an ossific centre ;
none in

the lower one.

Rightfihila. This was nodulated and thickened, after the manner

described above in the ulna.

I was unable to remove any other of the bones, but I examined

them as carefully as I was permitted ; they did not present any

such well-marked changes as were found in the bones just

described.

Case 2.—Julia B— , set. 13, an orphan. Her father died of

phthisis, set. 42 ; her mother of " chalky rheumatism," set. 39. An
accurate history of the patient during her infancy could not be ob-

tained. Her guardians, however, stated, when she first came under

observation, that the girl had enjoyed good health for some years

past. She was one of three children ; the eldest, a boy, aet. 16, had

suffered from similar "lumps," but was now quite well ; he was said

to have a very large head. The youngest child, a girl, set. 9, was

quite healthy, though very pallid. (These children lived at some

distance from London, and it was not possible to get to see them).

The ])atient herself began to suft'er, two months before she came

under observation, with an intcnye aching pain in some of her bones.

This was shortly followed by an enlargement of the bone. The en-
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largement came on very gradually. She was first seen on October

12th, 1879. At that time there was a marked swelling, of an ovoid

shape, over the angle and ramus o£ the lower jaw on each side

(Plate X, fig. 1). They corresponded roughly with the insertion

o£ the masseter muscles. The movements of the jaw were in no

way interfered with. These nodes were not painful when handled.

The inner third of the left clavicle was the seat of a similar swelling,

and others were found on both tibiae, at the lower end of the left

humerus, and on the left radius and ulna (Plate X, fig. 2). The

calvaria did not present any appreciable changes. The central in-

cisor teeth were sound and well-shaped. The girl appeared quite

healthy and strong, and she presented no other appearances

suggestive of congenital syphilis.

She applied at the hospital on account of a constant aching pain

in her bones ; the pain was not worse at night. In view of a possible,

or rather probable, syphilitic origin, mercury and iodide of potassium,

alone or in combination, were administered by turns. At the end

of three or four months the pain quite disappeared ; some of the

nodules also disappeared (those on the clavicle and humerus), others

diminished in size, while others, again—notably those on the jaws

—

continued to grow. December 2nd, 1879.

Addendum, May 21st, 1880.—The patient has continued under

observation since being exhibited to the Society. The bone lesions

have continued much in the same condition. If there be any

alteration at all the hyperostoses are a little less bulky.

On the other hand, the bones of the right forearm and the right

clavicle are beginning to enlarge.

8. Disease of growing ends of shafts of long hones in congenital

syphilis.

By Thomas Baelow, M.D.

No. 1.

THIS specimen consists of the right radius and ulna taken from a

child set. 4| months when he died. It will be seen that the

lower end of the radius is more bulky than it ought to be, not from

any increase in the intervening tissue between the epiphysis and the
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growing end of the shaft, like that seeu in rickets, but from actual

displacement outwards, to a slight extent, of the lower epiphysis.

On making a vertical incision through the lower epiphysis and shaft,

it is found that just above the junction of the two what may be

called the ossiform tissue is quite soft, and that very little efibrt

would be necessary to entirely separate the epiphysis from the shaft.

No such change is found at the junction of the upper epiphysis with

the shaft of the radius or of the epiphyses of the ulna with its

shaft. There is no change of the periosteum in the neighbourhood

of the lower end or of the radius, but there is a little roughening of

the lower fourth of the back of the ulna.

There is also some thickening of the periosteum and roughening

of the front of the middle part of the right tibia.

There were no changes found in the vault of the skull, but at the

outer portion of the anterior surface of the left petrous there was

thickening of the periosteum and roughening of the surface of the

bone, and in this situation there was also some addition of rather

soft vascular bone.^ There was nothing in the antrum of the

mastoid or in the tympanum to explain this condition, and I con-

clude that it must be regarded as a specific osteitis. On the surface

of the left hemisphere, and to a slight extent on the riglit, there

was thin, yellowish lymph, and there was some opacity of the mem-
branes at the base. I presume this meningitis was set up by the

bone disease. No changes in the arteries were seen. The spleen

was enlarged without any notable alteration of its substance.

The capsule was much thickened. At the surface of one luug

there was a small greyish-yellow mass, semi-gelatinous in consist-

ency, the size of a split pea, which I took to be a gumma.

This child had been brought to the hospital when six weeks old

for bad purulent ophthalmia. He was not suspected to be syphi-

litic until he was two months old. There was at that time a slight

rash on the nates, but it was inconclusive, and my belief is, there

was a very slight collapse of the root of the nose ; but the diagnosis

of congenital syphilis was made because of there being then distinct

' Congenital syphilitic disease of the bones, forming the basis cranii, must be

rare, because M. Parrot in his extensive researches has not found it. But since

XQakiag the above post-mortem, 1 have examined a skull in a syphilitic infant,

aged seven weeks, where there was acute osteitis of the upper surface of the

orbital plates of the frontal, and a similar condition on parts of the petrous on

the two sides.
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splenic enlargement, and very sliglit swelling and pseudo-paralysia

of the right wrist, followed in a week or two by slight displacement

of the lower end of the radius and the appearance of a node on the

middle of each tibia.

No specific history could be obtained from the father, but it was

ascertained that the mother had been a prostitute before her mar-

riage, and no further details seemed required.

No. 2.

This specimen has been obtained by removing the left knee-joint

from a male child, set. 6| mouths when he died, and making a ver-

tical section antero-posteriorly. It will be seen that just above the

junction of the lower epiphysis of the femur with its shaft there is

considerable softening, extending over an area in the section of at

least half an inch square.

There is some similar softening, though less in amount, at the

junction of the upper epiphysis of the tibia with its shaft.

There is scarcely anything remarkable to define these softened

areas from the adjacent structures ; they differ scarcely at all in

colour, and it is only when the finger is applied that it is found

that the earthy material has quite gone, and that they yield to the

slightest pressure.

There is no appearance of suppuration, caseation, or granulation

;

the ossiform tissue seems to have merely become pulpy.

The periosteum over the lower end of the shaft of the femur is

thickened, a little, but that over the tibia is not altered.

In the joint the synovial fringes certainly appear a little thickened,

but that is all one can note abnormal. There had been during life

some enlargement of the upper ends of the right radius and ulna,

but these were not examined after death.

The other lesions found in this child were remarkable ; some of

them were syphilitic, some tubercular, and others probably simply

inflammatory. On the outside of the skull there were at least five

round areas of localised periostitis. They were situated on the

frontals, parietals, and temporals, at some distance from the fon-

tanelle. In some of them there was thickening and vascularity of

periosteum, which could be detached without difficulty from the

bone ; in other places the subjacent bone was slightly worm-eaten,

and in one spot, viz. above and external to the left orbit, the

destruction had been so extensive that, for an area covered by half-
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a-crown, the dura mater was exposed and presented a granular

surface. Over none of these areas was there any attempt at new

bone formation, as in the cranial osteophytes described by M.

Parrot. They were, in fact, ulcerating nodes, and in connection

with some of them there had been suppuration during life. No
change was found in the brain or its membranes.

The liver vvas enlarged, and showed several small gummata, each

the size of a lentil, on the upper surface, and on the under surface

one gumma, the size of a hazel-nut, with a vascular zone round it,

but strictly defined. No caseation had occurred in any of them.

Besides the gummata, there was throughout the liver extensive

interlobular infiltration with small cells, as shown under the micro-

scope.

The spleen was not enlarged ; there was some adhesion of perito-

neum to it and granulations in the adhesions, and in the substance of

the spleen were several small caseous nodules, obviously tubercular.

The mediastinal glands were all caseous and softening.

There were some grey granulations on the visceral pleura of the

right side, a small pleuritic efi'usion, with some collapse of the

lower lobe of the right lung, and some pericardial effusion becoming

flaky.

The history of this case was indubitably syphilitic. The mother

has been pregnant nine times. The first six pregnancies resulted

in two miscarriages at four months, and in four children born dead.

The first living child had the most severe syphilitic manifestations

of skin that I ever saw in a child. He recovered, extensively

scarred. After treating him, I found that the father was suft'ering

from periostitis of the nasal bones, and there was a history of geni-

tal sore. Both parents were now put under a coui'se of iodide of

potassium, and the mother was also very slightly salivated by mer-

cury. The child from whom this specimen is taken was born after-

wards, and for three months was an exceedingly healthy child.

Then a slight, though typical, squamous rash appeared on the

trunk and genitals, and when ho was five months old the lumps
appeared on the head, which proved afterwards to be due to

ulcerating nodee with some pus under the periosteum. Within a

fortnight of the appearance of the lumps on the head, there was
slight enlargement above the left knee, with unwillingness to move
it; and in another fortnight there was enlargement at the upper
ends of the right radius and ulna. The signs of pleurisy appeared
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a day or two before the child's death. The supervention of tuber-

culosis had not been suspected. I have found such a condition in at

least two other syphilitic infants on post-mortem examination.

RemarJcs.—This disease was well illustrated in M. Parrot's

address given before this Society last year, and specimens o£ long

bones so affected had been previously shown to the Society by Mr.
llaward and Dr. Groodhart ('Path. Trans.,' vol. xxviii).

I shall not discuss the different renderings of the morbid process

by Dr. Wegner as an osteochondritis, and by M. Parrot as a gela-

tiniform transformation. The points to which I wish to draw

attention are that— (1) with regard to nomenclature, the disease is

not in any sense an " epiphysitis," but a change at the growing end

of the shaft
; (2) that although it may be associated with periostitis,

or with the formation of subperiosteal osteophytes, it may exist also

quite apart from those conditions, that the change is strictly endos-

teal, and that the term "perichondritis," which has been applied, is

not a correct one
; (3) that clinically, the disease appears often to

resolve completely, but that where separation of the epiphysis,

partial or complete, occurs, it does not result, so far as I have seen,

from actual suppuration in the softened zone, although suppuration

in the structures surrounding the end of the bone is occasionally

seen.i. December 2nd, 1879.

9. Case of disease of the hones in a foetus , presumably

syphilitic.

By F. S. Eve.

THE foetus from which the bones were taken was aborted at the

fifth or sixth month of pregnancy from a woman, fet. 31, at the

time in St. Bartholomew's Hospital.

The evidence of syphilis is not conclusive, and is derived from the

circumstances of the case taken together rather than on the con-

dition and history of the mother. It rests on the followino- facts :

That the foetus was aborted, the abortion occurring before the com-
mencement of the treatment of the case ; the changes in the bones

^ Mr. Haward'8 case also supports this statement.
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of the fcBtus, which correspond to those described independently by

Parrot^ and Wegncr^ as due to congenital syphilis ; and the uncertain,

but to some extent corroborative evidence of syphilis suggested by

the presence of a stricture of the rectum in the mother.

The stricture was annular, two and a half inches from the anus,

and the symptoms of rectal disease had existed for three years ; at

the earlier part of that period she passed for a considerable time

blood and slime with her motions, no doubt owing to ulceration of

the rectum.

No history of syphilis could be obtained on questioning the

mother. She had borne, she stated, two healthy children, but

seven years had elapsed since the birth of the last child.

She left the hospital apparently cured, but has now a recurrence

of the stricture, with the passage of blood and slime per anum, a

year having passed since her discharge from the hospital.^

I have not been able to see the father of the child, who is an

engineer in the docks.

The following changes were observed in the bones of the foetus

:

The bones of the skull showed a thin, porous deposit of bone

along the margins on the outer table, especially around the anterior

fontanelle, along the frontal and coronal sutures, and in the temporal

fossa.

Both epiphyses of the femora and tibiae, the lower epiphyses of

the humeri, and the upper epiphyses of the ulnse were separated from

the diaphyses. The epiphyses were connected with the diaphyses

by the thickened periosteum, and the interval between them con-

tained a dirty, grumous detritus. The surrounding periosteum was

discoloured, and in several instances separated for some distance

from the extremity of the diaphysis, the bone beneath being rugged

from absorption, as if carious.

On section, the extremities of the diaphyses were found to be soft

and infiltrated with a yellowish-brown material.

The connection between the other epiphyses and diaphyses was

loosened, and the extremities of the diaphyses were softened.

The left tibia and fibula were much thickened by the deposit of

soft, chalky bone on the surface of the shafts. On the tibia the

I
' Archives de Physiolotrie,' tome iv, p. 319.

* 'Virchow's Archiv,' 1870.

3 The above facta were aicertained after the commuQication of the case to the

Society.
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thickening was greatest at the centre of the shaft, producing a

large nodular projection.

There was no apparent deposit of bone on the surface of any of

the other long bones, except on the posterior surfaces and lower

extremities of the humeri.

Microscopic appearances.—The following changes were observed

at the extremities of the bones, the epiphyses of which had not

actually separated (see fig. 1) :

The epiphysial cartilage was normal.

The intermediary cartilage did not appear greatly changed, except

that the continuity between the vertical lamellae of calcified, cartilage

and the vertical lamellse of bone appeared to be broken, probably

owing to the delayed or deficient deposition of bone on the surface

of the calcified cartilage. The spaces were choked with granular

marrow substance, especially those between the lamellae of calcified

cartilage. The marrow was more granular, and apparently breaking

down at the extremities of those bones, the epiphyses of which had

separated.

The lamellae of bone at the extremity of the diaphyees were thin,

and presented distinct evidence of unusual absorption in the very

large number of Howship's lacunje containing osteoclasts, seen on

their extremities and sides (see fig. 2),

The separation between the epiphyses and diaphyses appeared to

take place at the junction of the intermediary cartilage with the

bone lamellae—that is, at the line where ossification normally takes

place. The intermediary cartilage, in cutting sections, also sepa-

rated from the epiphysial cartilage, thus becoming detached.

The periosteum was much thickened, especially at the junction of

the epiphyses with the diaphyses. Beneath it there was a thick

layer of fibrillar tissue, which in places showed patches of imperfect

ossification (see fig. 1).

Transverse sections through the centre of the shaft of the fibula

afi"ected with the osteoid change (Parrot) showed that the enlarge-

ment was due to the formation of lamellae of bone on the surface of

the shaft, which foi'med a network, the meshes of which were

elongated and vertical to the surface of the bone (see fig. 3) . The

ossification was very irregular and incomplete, the lacunae in which

the bone-corpuscles lay being extremely large, and in places many

of them were united to form spaces.

Bemarks.—The morbid changes in the bones appear to me to be
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due to a hyperplasia of the elements out of which the osseous tissue

is formed, with a deficient power of organisation and deficient deposit

of bone-salts.

The process has a different result in the different situations at

which ossification takes place.

At the extremity of the diaphyses there is a marked arrest of de-

velopment of new bone, and a tendency to breaking down of the

newly-formed marrow ; while on the surface of the shafts the redun-

dant fibrillar tissue formed beneath the periosteum is frequently

converted into bone, and produces the thickening shown in the tibia

and fibula described.

The difference probably depends on the different forms of ossi-

fication in each case, and probably also on the more abundant blood-

supply to the periosteum.

10. Crcmio-tahes associated with congenital syphilitic disease of

parietal hone.

By Thomas Bablow, M.D.

THIS specimen is the left parietal bone of a female syphilitic child

aged eleven months when she died. The child was under the

care of my friend Dr. Sansom, to w'hom I am indebted for the

specimen. It will be seen that at least three quarters of the outer

surface is invaded by a finely granular deposit, which forms a band

of decided thickening, two inches broad, parallel to the interparietal

suture, and extending up to it. On the other parts of the outer

surface, the deposit, though definite enough, is thin, and forms a

band varying in breadth from half an inch to an inch, reckoning

from the margin.

Everywhere the morbid bone is of a dull brownish-purple colour.

The only part of tlie outer plate not invaded is the parietal emi-

nence ; there the surface is smooth and the colour normal.

The inner plate shows many smooth conical pits, but near the

lower margin are two spots, where excavation has taken place to

such an extent that the bone is reduced almost to a membrane.

It is to be observed, however, that the outer surface of the outer
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table is over these spots quite continuous and complete. I wish

also to point out that the whole bone is exceedingly flexible, and

yields in quite a remarkable way to pressure. This applies to the

thickened as well as to the thinned portions.

I have brought this specimen along with others illustrating the

lesion of cranio tabes in syphilitic skulls, especially for the purpose

of showing how it difters from Mr. Parker's specimen shown this

evening, in which also there are perforations. Mr. Parker's spe-

cimen is an example of M. Parrot's atrophic form of congenital

syphilitic skull, where, according to his nomenclature, there has

been gelatiniform transformation of bone and disintegi'ation of its

substance. The perforations in Mr. Parker's specimen are difterent

in position from those of cranio-tabes, inasmuch as they are near

the upper margins of the parietal s instead of near the lower pos-

terior angles ; but the important difference is that the loss of sub-

stance is in the outer table, and that it extends inwards instead of

being in the inner table extending outwards.

In a recent paper by M. Parrot, in the 'Eevue Mensuelle,' the

subject of cranio-tabes is very exhaustively discussed, and tliis

specimen illustrates very well some of the points in the etiology of

the lesion, which M. Parrot sets forth. Eor the production of

cranio tabes there would seem to be three factors— (1) bone inor-

dinately soft and yielding
; (2) the pressure of the brain on the

inner surface
; (3) some resisting body on the outer side against

which the head lies.

Syphilitic bone in the infant is inordinately soft and yielding, as

this specimen shows, even where there is thickening from new
deposit. A syphilitic child is often a weakly child, and lies with

its head back on the nurse's arm. Obliquity of the skull from

flattening of the posterior part of one or other parietal is undoubt-

edly commoner in syphilitic than in non-syphilitic children, and it

is impossible to resist the conviction that such flattening is often

due to outside pressure on unduly soft bone.

The pits on the inner table which, carried to the extreme, give

rise to the spots of cranio tabes, would appear in this specimen to

correspond very well with what might be effected by the pressure

of convolutions.

M. Parrot has been the first to describe the rare occurrence of

cranio-tabes as a foetal condition. All his specimens of this kind

were from premature stillborn children, and so far presumably
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syphilitic. It is important to note that in these cases the spots of

crauio-tabes were not posterior, as in the ordinary cases, but in the

froutals and anterior part of the parietals, in fact, around the

fontanelle.

M. Parrot points out that in the ordinary position of the foetus

in utero downward pressure would tell more in this part of the

skull than elsewhere. December 2nd, 1879.

11. Two cases of disease of the skull-cap.

By KoEMAN Moore, M.D.

CASE 1. Skull-cap of a female child, set. 7, who died in St. Bar-

tholomew's Hospital, in one of Dr. Gee's wards, of tubercular

meningitis.

The inner surface of the skull-cap is irregular, rough, and thickened

in parts. The thickening is greatest on the inner surface of the

parietal bones, but it is also considerable on the upper part of the

frontal bone, along the middle line, and on the upper part of the

occipital bone.

On the right side there is a depression, of the size of a shilling, on

the coronal suture, and a similar but somewhat smaller depression

exists on the left side on the same suture, but a little nearer the

middle line. The outside of the skull and the dura mater showed

no morbid appearances.

The incisors were deeply notched. No scars were found, nor

other evidence of syphilis. The frontal eminences were prominent,

but no other bones gave any indication of rickets. The chest

was of normal proportions. The right lobe of the cerebellum

contained a caseous mass, the size of a walnut, under the microscope,

merely structureless and granular. On the convexity, and about

the Sylvian fissure, were numerous tubercles, and there was lymph

around the nerves at origin, and abundant ventricular and sub-

arachnoid eftusion. Two bronchial glands were caseous, and the

others contained fresh tubercle. Both lungs contained groups of

recent tubercle.

There was no tubercle on the peritoneum. On both sides of the
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ileo-csBcal valve were small ulcers, but they were not distinctly

tuberculous.

On the anterior wall of the oesophagus were two rounded scars

as of old ulceration. Thus, the child's body gave evidence of scro-

fulous disease in the cerebellum, bronchial glands, and intestine,

and of syphilis in the teeth, and perhaps in the oesophageal scars.

Such scars I have noticed twice in children, but I am not prepared

to assert that they are syphilitic. The child had smallpox at one

year of age, and they may have been due to that disease. Whether
the skull disease is syphilitic or scrofulous is, perhaps, open to

dispute.

Case 2.—Skull-cap of a female child, set. 6, who died in St.

Bartholomew's Hospital, in one of Dr. Andrew's wards, of ulceration

of the intestines, with amyloid disease of liver and spleen and

kidneys.

The skull-cap is somewhat thick at the centres of the parietal

bones, and its inner surface shows numerous pencilled, dendriform

patches of grooves, which give the surface a worm-eaten appearance.

These patches vary from the size of a silver penny to that of a six-

penny piece. On the dura mater there were corresponding villous

patches.

The incisors were notched. I could find no distinct scars, but

the puckering around the anus was greater than normal. The

lungs, mesenteric and lumbar glands contained caseous masses.

The intestines were extensively ulcerated ; the ulcers with tubercle

at base.

I do not feel clear that this is a case of syphilitic disease of the

skull-cap, but it is, I think, diseased. The visceral lesions would

point to scrofula. December 2nd, 1879.
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12. Dislocation of the external semilunar fihro-cartilage of
the knee-joint.

By ElOKMAN J. GODLEE.

[With Plate XI.]

IN
opening an old knee-joint that had remained for years amongst

the stock of anatomical treasures at University College, my
friend, Professor Thane, noticed that the external semilunar fibro-

cartilage was displaced. The specimen was exhibited to the Society,

and a drawing of it will be found on Plate XI. It will be seen that

the condition of things is quite unmistakable. The circumference

of the fibro-cartilage has been torn away from its attachment to the

capsule of the joint, and it now occupies a vertical position in the

intercondyloid fossa. The displacement must have occurred some

time before the death of the individual, for the fibro-cartilage re-

mains stiffly in its present position, and appears to have somewhat

shrunk from its natural size ; it is also obviously flattened by the

pressure of the inner part of the condyle. At the same time the

inner surface of the capsule is smooth, and it will be observed that

the cartilages on the femur and tibia show no signs of alteration,

except a little change due to chronic rheumatic arthritis, which,

it should be observed, occurs at a point on the tibia which, under

ordinary circumstances, would have been protected from friction by

the semilunar cartilage.

I am not aware that any specimen of this dislocation is to be

found in any of our London museums, although a considerable

number of cases have been placed on record, as, indeed, one might

have been led to expect from the fact that in most instances a com-

plete recovery appears to have been made ; many, very likely,

going about with the fibro-cartilage in the same position as that

in my preparation, others, probably, after obtaining a complete

reduction.

]Mr. Hay was the first to draw attention to this class of injuries,

under the term of internal derangement of tlie Jcnee ('Pract. Obs.,'

p. 332, 2nd ed.), but he does not appear to have arrived at ^ny

definite notion of the actual injury that occurred. The subject is

more or less lightly treated upon in Sir A. Cooper's lectures, and





DESCEIPTION OF PLATE XI.

This Plate illustrates Mr. Godlee's Case of Dislocation of Ex-

ternal Semilunar Cartilage. From a drawing by himself. (Page

240.)

a. External semilunar cartilage, occupying a vertical position in the

intercondylar notch.

b. Outer part of capsule, from which the cartilage has been torn.

c. c, c. Patches of erosion from chronic rheumatic arthritis on the

condyles of femur.

d. Patches of erosion from chronic rheumatic arthritis on that p:irt of

the tibia on which the semilunar cartilage originally lay.

e. Internal semilunar cartilage in the natural position.

f. Transverse ligament.

ff.
Tendon of popliteus mufcle.

h. Anterior crucial ligament.

^•. Posterior crucial ligament.

/. Infra-putellar mass of fat.

m. Tendon of triceps extensor cruris.
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by more modern authors, Erichseu, Holmes, &c. ; but the best

account is to be found in ' Cooper's Surgical Dictionary,' under the

heading *' Dislocations." It is there pointed out that, whilst the older

observers noticed no deformity whatever, except that Mr. Hay

observed a slight relaxation of the ligamentum patellae, in some of

the later recorded cases a projection has been noticed, and almost

invariably on the inner side of the knee. In one case the projection

seems to have been at the outer, and in another at the inner and

posterior part of the knee which latter must have represented a

different kind of accident from that shown in my preparation. If

the cartilage should assume the position which it does in this case, the

only possible deformity which could occur would be a slight pro-

jection at one side or other of the ligamentum patellae, caused, in

all probability, not by the cartilage itself, but by the fat in the alar

ligament pushed forward by the cartilage. There would, perhaps,

be a depression corresponding to the place from which the cartilage

had slipped. Such a condition of things existed in a case recorded

by Mr. R. Clement Lucas ('Brit. Med. Jour.,' 1879, p. 744),

which, I imagine, must have been of nearly the same nature as

my case.

Looked at from an anatomical point of view it would seem most

likely that .the external and not the internal fibro-cartilage should

be the one to slip, for it will be remembered that the cartilages

are retained in position chiefly by means of their attachment to the

capsular ligament of the joint. Now the shape of the external

cartilage being that of a large segment of a small circle, as compared

with that of the internal, which forms a small segment of a larger

circle, it follows that the anterior and posterior extremities of the

external reach a position near the centre of the joint, being attached,

in fact, immediately in front of and behind the two pieces of the

spine on the upper surface of the tibia. The external cartilage

has thus a much less extensive attachment to the capsule of the

joint than the internal, and is, consequently, much more movable.

The sheath of the tendon of the popliteus again communicates,

often in two places, with the capsule of the joint beneath the ex-

ternal semilunar cartilage, that communication which is constantly

found being to the outer side, that which occasionally occurs, at

the back of the joint. This greatly diminishes the extent to which

the cartilage is attached to the capsule. It is also possible that this

cartilage is liable to irregular movements from the fact that the ten-

16
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don of tlie popliteus muscle has a not inconsiderable attachment to

it. But be this as it may be, it appears actually to be the internal

which most usually sufters displacement, that is, if we are to accept all

recorded cases as authenticated, a position I should be very sorry to

occupy, when it is remembered how readily loose cartilages in joints,

strains, &c., may be mistaken for this, not easily diagnosable, condition.

How the accident occurs is very much a matter of conjecture.

The most common form of injury appears to hare been a blow

upon the toes when turned outwards, or a twist inwards of the

foot, but it is probably produced in a number of different ways.

I would merely point out how comparatively free is the movement

of the tibia laterally over the condyles of the femur when the

joint is flexed, especially in loose-jointed people, and that this

movement of the tibia is more free towards the inner than towards

the outer side. Of course, the cartilages move with the tibia, and

it seems to me quite comprehensible that when the external carti-

lage is drawn already well towards the inner part of the outer

condyle of the femur, a sudden jerk or twist might force it still

further and cavise it to pass actually outside the circumference of

the cartilage, i.e. either in front of or behind it. This would be

very likely to rupture the attachment of the capsule and to drive

the cartilage into the position we have seen it occupying.

February V7th, 1880.

13. Diseasedjawbonefrom case of cancrum oris.

By W. Harbison Ceipps, F.E.C.S.

THE patient, from whom the lower jaw was taken, was a boy, set, 3,

who had enjoyed good health until a few days previous to his

admission to St. Bartholomew's Hospital. The parents stated that

the child was in the habit of playing with a favourite cat, which,

just before the disease broke out, had to be killed, on account of

the face becoming greatly swollen, and a fetid discharge from the

nose. On admission to the hospital, the left side of the lower jaw

was swollen, the swelling being so hard and circumscribed as to

suggest the idea of a sarcomatous tumour. In a couple of days the

Hwelling had extended further forward, and was superficially ulcer-
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ated. The discharge from the mouth became very fetid. During

the next fortnight the disease slowly progressed until the whole

aveolar margin of the lower jaw was swollen, and several of the

teeth had drop])ed out.

For a few days the disease made no further progress. It then

showed signs of attacking the left side of the upper jaw. A large,

hard, brawny swelling formed on the outer side of the face over the

angle of the jaw. A week later this commenced to slough, the

sloughing action at the same time attacked the whole of the lower

jaw and the right side of the upper jaw. So virulent was this

sloughing that in forty-eight hours the whole of the parts were

converted into a soft, creamy mass, as if the parts had been mixed

with some virulent acid. The child rapidly died. At the post

mortem examination the parts were so soft that they could be wiped

away with a cloth, with the exception of the remains of the lower

jaw. From this all the teeth had dropped out, and it had a worm-

eaten appearance, large cavities being formed in places. The bone

had partly succumbed to the corroding action of the disease, and

probably had the child lived a little longer it would have been

totally destroyed. April 20th, 1880.

1-4. Ostitis {with tdceration) of skull ; gummatous injiltratioa of
dura mater ; cerebral endarteritis ; gummata in spleen

and lung (.?) ; fibroid testes. From a case of syphilis.

[Card speci?}ien.)

Exhibited by S. Couplas-d, M.D.

FROM a man, set. 46, who contracted syphilis twenty years before

his death. Twelve months before death attacked with left

hemiplegia, which appears to have improved, with the excep-

tion of the facial palsy on the same side. This even increased and
was very marked, when he was admitted into the Middlesex Hospital,

under Mr. Lawson's care, on October 3rd, 1879 ; at the same time

there was deafness on the left side, and marked hypersesthesia of

skin of this side of face. He died six weeks after admission.

The caJvaria is uneven, irregularly thickened on external surface,

and on left parietal region presents a loss of substance of whole

thickness. The inner table has a spongy, porous aspect, and was
extremely vascular when recent.
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Dura mater thick and opaque, adherent to left lateral lobe of

cerebellum by sypbilomatous new growth.

The main arteries at base of brain, all apparently the seat of en-

darteritic change ; the left anterior cerebral, middle cerebrals, and

posterior cerebral, are all plugged by recent clot. (No softening of

cerebrum.)
Caseous nodules in upper lobe of right luiiff

:

—syphilomata (?).

Spleen.—Small yellow nodules ; diffuse infiltration extending

from a yellow mass in hilus.

Bight testis slightly, left testis markedly, " fibrous."

January Qth, 1880.

15. Cra7iial bosses. {Card specimen.)

Exhibited by J. Abebceombie, M.D.

THE skull is that of a female child, set. 20 months. On the frontal

bones are two large rounded bosses, greatly raised, having a

diameter of about two inches ; their margin is well defined

everywhere, except posteriorly, where they run into bosses on the

parietal bones, bridging over the coronal suture ; this is much more
marked on the right side.

Both parietal bones, but especially the left, are extensively

invaded by bosses, the upper portions near the sagittal suture and
the parietal eminences alone escaping.

"When fresh these bosses were of a dull crimson colour, and
presented numerous minute purple spots and streaks ; they were
soft and easily indented by the nail.

The pericranium was not adherent over the bosses. The anterior

fontanelle is very widely open, and lozenge-shaped, measuring three

inches from before backwards and two inches across.

The history of the case is very incomplete, as the mother died

the day before the child was seen. She had had three other chil-

dren, and was said not to have had any miscarriages. The child

had a flattened bridge to its nose.

At the post-7nortetn the spleen weighed less than half an ounce,

but was very firm. The child died of diphtheria.

May 4.th, 1880.
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16. A unitedfracture of right ulna from a case of locomotor

ataxy. {Card specimen.)

Exhibited by W. B. Hadden, M.D.

THE fracture is at the junction of its middle and lower third.

There is considerable thickening around the seat of
fracture.

The patient was under the care of Professor Charcot.
No history was given with the specimen, which is preserved in

the museum of St. Thomas's Hospital.

February 17th, 1880.

17. Loioer extremity of a right femur from a case of locomotor

ataxy. ( Card specimen.)

Exhibited by "W. B. Hadden, M.D.

THERE is considerable reduction in the diameter of both condyles,
the cartilage is removed, and the surface eburnated.
Some new bone has been formed, chiefly around the margin of

the joint.

The patient was under the care of Professor Charcot.

No history was given with the specimen, which is preserved in

the museum of St. Thomas's Hospital.

February 17 tJi, 1880.

18.-4 Dislocation upioards of the acromial end of clavicle with
fracture of clavicle.

(
Card specimen

.

)

Exhibited by Peedeeic S. Ete.

THE ligamentous connections between the clavicle and acromion
are almost completely torn through.

There is a transverse fracture at the junction of the inner with

the outer two thirds of the clavicle ; the periosteum covering the
superior and inner surfaces of the bone is intact.

From a man, a3t. 35, who fell from a scaffold, a height of fifteen feet.

The acromial end of the clavicle projected upwards, and there was
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SO mucli separation that a finger could be inserted between it and
tbe acromion.

Death took place from injuries to the head.

Jamiarij QtJi, 1880.

19. Ostitis of right os calcis or comhinecl periostitis and osteo-

myelitis [scrofulous.) [Card sjjeci?nc}i.)

Exhibited by "Waltee Eivinoton.

FAMILY history. Father and one child died of phthisis. Patient

and other members of family suffer from winter cough.
This bone was removed this afternoon from a lad, set. 15, who

had been admitted into the London Hospital at the beginning of

October, suffering from supposed rheumatism. Abscesses formed
over the riglit radius and right os calcis. He was transferred from
the medical to the surgical side of the house. He had some basic

pneumonia, more extensive on the right side. The radius in the

greater part of its length and os calcis were found to be bare of

periosteum. After some days' rest the opening over the radius

ceased to discharge and has closed, but the foot continued to dis-

charge veiy freely, and the pus was offensive. As the discharge

appeared to be exhausting the patient, and the presence of the

bone to be detrimental to the lungs, the os calcis was removed.

Section shows that the posterior part of the cancellous tissue is

infiltrated with yellowish caseous-looking material, and that the

nutrition of the epiphysis and articular cartilages on the upper
surface has been interfered with. The anterior portion of the

bone being comparatively healthy, the cartilage for articulation

with the cuboid is sound. The yellow matter has not yet been
submitted to microscopic examination. The posterior epiphysis is

separated, being adherent only by the periosteum on the under
surface of the bono.

The patient made an excellent recovery.

Novemher 4:th, 1879.

20, Caries of spine producing aortic deformity ajid probable

obstruction. [Card specitnen.)

Exhibited by Aethue E. Baezee.

TnE specimen illustrates the effects of angular spinal curvature on
the aorta, and the production in the latter of abrupt knuckling
and folds projecting from its posterior wall into its lumen.

This deformity of the vessel has been pointed out by Dr. Hilton

Fagge as a probable cause of obstruction and consequent hyper-
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trophy and other disease of the heart (vide ' Guy's Hosp. Eeports,'

vol. xix, p. 199). The specimen shows that the aorta is tied into

the angle by the intercostal vessels. There was no cardiac hyper-

trophy.

The immediate cause of death was pneumonia and pleurisy, set up
by the pus from the spine making its waj to the pleura and invad-

ing it and the lung, a cause I have seen operate in two cases,

though it must be rather rare. October 21si, 1879.

21. Excision of hnee-joint, hone tioelve years afterwards.
(Card specimen.)

Exhibited by Henet A. Lediaed, M.D.

THIS specimen was taken from a man, set. 29, who died in the

Cleveland Street Sick Asylum, from caries of the lumbar ver-

tebrae and kidney disease, on the 25th January, 1880. Twelve
years previously the left knee-joint had been excised by Sir William
Fergusson in King's College Hospital. The patient was a cab-

driver, and had enjoyed good health for ten years after the opera-

tion, with great strength in the limb, which was shortened to some
four or five inches. The preparation shows so solid and compact a

bony union, that it is impossible to make out the exact seat of the
operation.

There is osseous ankylosis of the head of the fibula.

April 6t7i, 1880.

22, Dislocatio7i of the hip-Joint from disease. {Card specimen.)

Exhibited by Henet A. Lediaed, M.D.

THIS specimen was taken from a youth, set. 19, who had sufi'ered

from hip disease, as well as necrosis elsewhere, for several

years—the bone disease following rheumatic fever.

The patient came ixnder my care during the last few months of
his life only, and suffered severely from general waxy degeneration

In this instance there has been disease of the head of the femur
and destruction of a portion of it, as well as ulceration and absorp-
tion of the margins of the acetabulum.

A mass of carious bone projects into the upper part of the aceta-

bulum, and upon this mass, as well as the upper rim of the
acetabulum, the head of the bone has formed a new socket, to which
it is united by fibrous tissue, not far from the anterior inferior

spine.
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There are two or more large osseous fistulfc in the acetabulum.

Although neither of these specimens show as clear a displacement

as is met with in traumatic dislocations of this joint, still the head

of the bone has escaped, more or less, from the acetabulum. I hold,

therefore, that " dislocation from disease" is no misnomer, for,

whether the dislocation results from disease of the head of the bone,

or carious enlargement and absorption of the acetabular rim matters

very little, the effect upon the limb is much the same. Again, as to

the capsule of the joint, in these cases it would have been very diffi-

cult, if not impossible, to recognise whether any existed at all, so

thickened, matted, and altered were the soft parts around the

joint. December 16M, 1879.

33. Dislocation of the hip-joint from disease, {Card specimen.)

Exhibited by Henby A. Lediaed, M.D.

THIS specimen was removed from a boy, fet. 14, who had suffered

from hip disease for many years, and died from waxy degenera-

tion of the internal organs. The limb was shortened and

thrown across its fellow. The head of the bone is seen lying above

the normal limit of the acetabulum, and rests upon some heaped-up

bone on the dorsum of the ilium, near the sciatic notch. There is

extensive disease of the acetabulum, with perforation and carious

enlargement, and the head of the femur, though altered in shape, is

not much diminished in size ; it seems, therefore, that dislocation

has resulted more from breaking down of the margin of the aceta-

bulum than from disease of the head of the bone.

There is great thickening of the ilium.

The ankylosis of the head of the femur and the ilium is fibrous

only. The epiphyses of innominate bone are ununited.

December Wth, 1879.

24. Osteitis of the ulna in connectioji with inherited syphilis.

[Card specimen.)

Exhibited by Jonathan Hutchinson.

rpnrs portrait was exhibited in order to illustrate a condition not

I unfrequently assumed when a node ulcerates. The bone
exposed liaving been previously indurated by chronic osteitis

is very slow to exfoliate and remains exposed, it may be for years, at

the bottom of the ulcer. Partly from this long exposure, and
partly from its roughened surface, the bone is very apt to become
blackened. These conditions were well shown in the portrait, which
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was from the arm of a girl, the subject of inherited taint who had
many other nodes. This ono had been open for more than a year,

and the exposed bone remained firmly fixed. In the end it became
loose and a large discoloured fragment was removed. This peculiar

result of osteitis occurs both in inherited and acquired syphilis, but
its best examples are seen in the inherited disease (see Case 27).

May ^th, 1880.

S5. Living sulject sJiowing dwarfing of the tibia foUoioing de-

tachment of its lotver epiphysis. (Card specimeii.)

Exhibited by JoNATHA^" Huxcnixsoif.

THE subject of this case was a girl, set. 14, who received a severe
injury to her ankle nearly five years ago. The result has been
that the lower end of tlie tibia is now imperfectly developed,

being both too slender and too short. By the continued growth of

the fibula the foot has been pushed over to the inner side. The
fibula is now relatively to the tibia more than an inch too long. The
tibia is also shorter than that of the other limb.

The accident consisted in a fall in a garden upon some pieces of
wood. The foot was so much injured that the patient was confined

to bed many weeks. Unfortunately the surgeon who attended her
has since died, so that no evidence is obtainable as to the precise

nature of the injury as diagnosed at the time. That there was a
separation of the lower epiphysis with considerable displacement is

rendered almost certain by the presence of a transverse ledge which
crosses the tibia about two thirds of an inch above the tip of the
inner maleolus. The lower part of the fibula is not only too long
but appears to be thickened, but no distinct ridges, as if the results

of fracture, can be traced.

I have never before happened to see this condition at the ankle-
joint, but repeatedly at other articulations.

A lithograph taken from the Society's ' Transactions,' vol. xiii, was
also shown in order to illustrate a precisely similar condition of

things in the ulna and radius.

Also a drawing showing the same state from another case

;

a section of the bones of the carpus and forearm having been
made to show their relative positions.

[A plaster cast of the girl's foot has been deposited in the
museum of the Royal College of Surgeons.]

Novemher 19th, 1879.
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26. Large recurrent encJwtidroma of the upper jaio. {Card
sjyecimen ; two pliotograplis arid tumour.)

Exhibited by Jojti-Than Hutchinson, for J. H. Keeling, M.D.
(of Sheffield).

Photo. 1—showing the state a year after the growth began.
Eyeball displaced upwards.
Photo. 2—showing the state more than two years after the first

operation, and just before the second.

The tumour began to grow in 1876. In July, 1877, it was
removed by an incision from the floor of the orbit. In October,

1879, it had attained a large size and occluded both nostrils, and
bulged the palate downwards. The upper jaw was now removed,
and the tumour taken away in fragments.
The tumour was a nodular enchondroma with but little tendency

to ossfication. It had grown into all the adjacent cavities, displacing

and ex2)anding the bones. It did not appear to have any bony cap-

sule of its own, but wherever it came into contact with bone
adhesions had formed. The bones, which had been expanded and
thinned, were not disintegrated. Thus, it would have been quite

possible to have avoided removal of the palate and alveolus, which
were not really involved in the disease.

The part from which the tumour took its origin is not clear. It

may possibly be yet further back than the parts removed (sphenoid
bone ?). On the other hand, the eai'ly displacement of the eyeball

by pressure from below would suggest that it began in the antrum.
It is feared that the removal is not yet quite complete.

November 4:th, 1879.

27. Chronic osteitis in conriection with inherited syphilis.

{Card specimen i j^ar^ of a jihida tvhich had been excised).

Exhibited by Jonathan Hutchinson.

THE subject of the case was a girl of thirteen, in whom many
bones were aflccted. Her teeth and physiognomy were cha-

racteristic, and there was a complete history.

The fibula was greatly enlarged, and in consequence of suppura-
tive periostitis a portion was exposed, rough and discoloured.

As the exposed portion did not become loose it was decided to

excise the ailected part. The periosteum was detached and the

shaft of the bone cut through above and below the scat of the

disease. The bone as shown was seen to be much enlarged and
indurated, and its medullary canal almost obliterated. Its surface
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was very rough. The outline of the portion which had been
exposed in the ulcer could easily be distinguished, and although its

boundaries could be traced in the section, there was no progress

towards its separation.

The specimen was shown in order to demonstrate the tendency
to general hypertrophy and induration of bone in congenital

syphilis, and also the extreme slowness with which separation of

fragments exposed by suppurative periostitis occurs (see Case 2-i).

December 16tJi, 1879.
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VII. DISEASES, ETC., OF ORGANS OF SPECIAL SENSE.

1. Optic nerve from a case of optic neuritis with good
sight. {Card sj)ecimen.)

[With Plate XII.]

Exhibited by E. Nettleship.

JOHN "W—, set. 22, died with a cystic tumour of cerebellum, under
Dr. Stone's care, at St. Thomas's Hospital, on November 5,

1878. Four days before I had found severe double optic neuritis
;

discs steeply swollen, striated, and greyish-pink, with only a single

small haemorrhage. He read fg, or nearly fg Snellen, and made
out No. 1 Jaeger after looking at it for some time ; visual fields and
colour perception not tested. He was ill and weak on his legs.

Microscopical examination.—Optic disc much swollen, varying
from 2^^ to 3^ times its natural thickness. Under a moderately
high power the swelling is found to be caused chiefly by fusiform

and globular enlargements of the nerve-fibres, which by mutual
pressure cause the appearance of a reticulated structure with very
thin mesh-walls ; this change afiects the whole papilla, and extends
a short distance into the retina. In the papilla the small vessels

appear to be increased in number, and scattered clumps and tracts

of nuclei are present, especially around the small vessels, but there
is no general increase of cells. Outer layers of retina near the disc

oedematous.

Lamina cribrosa pushed somewhat forwards (towards the eye),

and its anterior layers opened out by the oedema of the nerve-fibres.

In, and still more just behind, it there is marked increase of nuclei,

especially in the fibrous septa between the nerve-bundles. This
increase of nuclei is also noticeable in greater or less degree
throughout the whole orbital portion of the nerve, especially in the
circumferential part (.^ce fig. 2) ; the cells are often crowded into

little groups, particularly at the nodal points of the septa.

The subvaginal space near the eye shows evident increase of

nuclei, but no overgrowth of connective tissue ; there was no
marked distension of the sheath. The swelling of the nerve-fibres

begins in the lamina cribrosa, and is wanting behind ; but at one
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Illustrating Mr. Nettleship's Case of Optic Neuritis with good
sight. (Page 252.)

Fig. 1.—Longitudinal (axial) section of optic disc and neighbouring parts

(only one half is shown ; the other half is still more swollen),

i?. Eetina.

Ch. Choroid.

Scl. Sclerotic.

L. Cr. Lamina cribrosa, its anterior layers separated by the swelling of

the bundles of nerve-fibres.

c. a. Central retinal artery.

c. V. Central retinal vein, x 55.

Fig. 2.—A small part of the periphery of the optic nerve in transverse

section. The section is from the portion of the nerve in the optic foramen.

I. S. Inner sheath of the nerve.

The section shows increase of nuclei, especially at the nodal points of

the fibrous septa and at the innermost part of the sheath, x 55.
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part not far from the eye an apparently similar change is neen

between the inner sheath and the nerve itself.

The infra-cranial ^ari of the nerve was not examined.

January 20th, 1880.

S. Eyeball degenerated and C07itaining much cholesterin from a

ch ild. ( Cat^l speoimeii.)

Exhibited by E. Nettleship (for the President).

THE somewhat shrunken eye has been divided transversely. In
one half the semi-opaque lens is seen from behind, partly

covered by a soft substance which consists chiefly of choles-

terin scales. This mass is united over about half the circumfer-

ence with a tough membrane of varying thickness, which again is

intimately adherent to the choroid and ciliary body ; over the other

half of the circumference it was less adherent and has been
removed to expose the ciliary body, &c. The other glass-cell contains

the posterior half of the eye seen from the front. The choroid is

quite covered by the same tough membrane within which is the
soft cholesterin pulp. The membrane varies in thickness and
firmness in difi'erent parts, but its outlines are not now easily made
out. The choroid is almost devoid of pigment over about half the

circumference.

The retina cannot be identified ; it is perhaps represented by the

membrane adhering to the choroid, in which case the mass of
cholesterin represents the vitreous humour ; or the cholesterin

mass may contain the remains of a detached and softened retina,

the adherent membrane being adventitious. The latter is the more
probable. Probably the cholesterin is derived from a copious
haBmorrhage like that seen in the next specimen.

History, imperfect.—Cataract was noticed at the age of nine
months. The eye was excised at three years. It was then soft

and irritable, with a very deep anterior chamber, iritic adhesions,

and opaque lens. No history of injury or illness.

May im, 1880.

3. Spontaneous intra-ocular hemorrhage in an infant.

{Card specimen.)

Exhibited by E. Nettleship.

ONE lateral half of the eye of a child, set. about 18 months, under
the care of Mr. Duncan.

Retina detached and shrunken behind into a narrow cord,

which expands in front to enclose the much shrunken greyish vitreous
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Jiumour. .The wide space between retina and cJi07'oid is filled by
blood-clot (containing well-foi'med corpuscles), which in front is

butf-colourcd, but at the back of the eye has a dark chocolate hue.

Iris in contact with cornea; posterior aqueous chamber contains

some curdy substance,

Le)is flattened and pushed forwards, its central part being in close

contact with the iris ; its posterior part is of a reddish-brown colour.

A thin layer of dark brown colour is seen at the junction of the

retina with the shrunken vitreous. The globe was hardened in

spirit, and consequently became puckered.
At the age of fifteen months the child was very ill, with scream-

ing attacks and other apparently cerebral symptoms. He recovered
well, but during, or shortly after, the illness a reddish appearance
was seen iu one eye. No history of injury either to head or eye.

At the time of excision the eye was shrinking and soft, the pupil

was irregular from iritic adhesions, and a reddish-yellow reflex was
very apparent from behind the lens. Mat/ 18th, 1880.

4. Atrophy of optic nerce and retina, and other changes in an
eye lost by erysipelas spreadincj to the orhit. {Card speci-

men ; microscopical specimens?)

Exhibited by E. JSTettleship.

SPECIMENS are from right eye of John H— , set. 40.

May, 1878, erysipelas beginning at left ear, spread super-
ficially to corresponding cheek and eyelids, across nose to rio-ht

eyelids, where it passed deeply into orbit and caused sloughing of
cellular tissue of upper lid. There was solid chemosis, immobihty
and some protrusion of eye, and ulceration of lower part of
cornea. All perception of light lost early in the case, but no
ophthalmoscopic examination possible. Tension not noted. Solid
oedema of lids and conjunctiva, and muco-purulent discharge re-

mained for many weeks. Eye excised at end of July, and oedema, &c.,
slowly subsided.

Adhesion of conjunctiva and fascia to globe at front of eye, but
not further back

;
parts around optic nerve thickened and tough,

but nerve itself slirunken. Vitreous humour normal except some
albuminous exudation and excess of cells on its surface

;
pigment

epithelium separates too easily from choroid.

Microscopical changes—.(Edema without inflammation of cornea,
optic nerve sheaths and outer layer of sclerotic ; oedema of con-
junctiva with cell-exudation and extravasation of blood ; a?dcma of
ciliary body without cell exudation, the muscular tissue being but
little aff"ected ; iris thickened and containing excess of nuclei, the
fibres of its ligamcntumpcctinatum thickened, unusually distinct, and
containing probably excess of nuclei ; large extravasations beneath
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conjunctiva and into retina (cliiefly its nerve-fibre layer), and some
blood in subvagiual space of optic nerve ; atrophy of optic nerve

and disc, with cupping of disc, but no evidence of previous swelling
;

atrophy of nerve-fibre and ganglion layer of retina, leaving its

connective-tissue framework unaltered. Xo marked or important

changes in choroid.

Details.— Corneal oedema is caused by dilatation of its cell-spaces,

which are usually empty, but sometimes contain non-staining

granular matter ; corpuscles flattened against sides of the spaces

and not increased. Descemet's epithelium badly stained and not

increased.

Intervagiiial trabecidce of optic nerve, its inner sheath and inner

layer of outer sheath much swollen, but no cell-increase
; empty

ramifying spaces (lymphatics) at bead of intervaginal space.

Nearly whole breadth of cut end of optic nerve (about jV in. from
eye) appears to be necrotic, but this change affects only one half

of the nerve at the lamina crihrosa. In this necrotic part all the

elements are soft, ill defined, scarcely stained, and entirely devoid of

nuclei, the nuclei of its small intrinsic vessels alone remaining.

Other part of the nerve well nucleated, but showing degeneration of

nerve-fibres. Optic disc moderately cupped, partly owing to complete

atrophy of nerve fibres, partly from depression of lamina cribrosa,

indicating probably heightened intraocular pressure ; fibrous tissue

forming floor of disc very richly nucleated.

State of the blood-vessels.—Engorgement of veins of conjunctiva

and loose episcleral tissue, both in front of eye and near optic

nerve ; small veins of ciliary body often contain great excess of

leucocytes. Schlemm's canal widely open and empty, and irido-

corneal angle quite free. Veins of choroid and sclerotic proper
usually empty though patent ; vessels of chorio-capillaris often

empty.
Arteries.—Anterior and posterior ciliary arteries upon and in

sclerotic, and central retinal artery in optic nerve and disc, show

—

1, adventitia much swollen, clear, and homogeneous ; 2, muscle coat

greatly thickened by swelling, without multiplication, of its elements
;

3, intima often corrugated, and lumen sometimes considerably

narrowed; most of the large arteries are full of blood. Similar

changes, but less marked in the choroidal continuations of the
posterior ciliary arteries. February Srd, 1880.
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VIII. MORBID GROWTHS.

1.

—

Tumour of face^iilexiform sarcoma?

By Jeremiah McCarxhy.

[With Plates XIII and XIV.]

AB.— , set. 76, was admitted into the London Hospital, April^

• 1880, with a tumour, of the size of half an orange, com-

pletely concealing the right eye. It was somewhat circular, slightly

lobulated on the surface, about three inches in diameter, and an

inch iu thickness. It extended from the right eyebrow to nearly

the angle of the mouth, and from the nose to the temporal region.

It was very vascular, bled freely ^n the slightest manipulation, and

sometimes spontaneously, and looked like some fungous growth

from the orbit. On examination, however, it proved to spring from

the right cheek immediately below the lower eyelid. There was no

enlargement of the lymjihatic glands and but little pain, which the

patient referred to the part of the scalp supplied by the supra-orbital

branches of the fifth nerve.

Patient stated that he had had a small wart on his face from

which he used to pull off a scab ; that this wart had grown to about

the size of a walnut, and was then burned off with caustic, but that

it soon returned and grew to the above-described size in thirteen

months.

The tumour was in chief part removed with the benzoline cautery,

and the rest freely excised. There was some troublesome haemor-

rhage from large vessels near the nose, and a raw surface about

the size of a florin left, in which were seen the fibres of the orbicu-

laris palpebrarum completely exposed. Three days after, this

surface was grafted with about twenty pieces of skin obtained from

a supernumerary finger removed from an infant. All the grafts

took, and in three weeks the wound had completely healed with
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Illustrating Mr. McCarthy's Tumour of the Pace. (Page 256.)

PLATE XIll

Gives a front view of tlic tumour as it appeared during life.

PLATE XIV.

FlO. 1.—(Hartnack, obj. 2, oc. 3, tube closed.)

a. Trabecule of fibrous tissue.

h. Cord-like bands of round cells.

c. Necrosed portion in centre of these bauds.

d. Apparent space between fibrous tissue and round-celled growth

probably due to shrinkage of the latter.

Fig. 2 (Zeiss' obj. F., oc. 3, tube drawn out).—Slightly oblique section of a

blood-vessel in a bifurcation of band of round-celled growth. The component

cells of vessel are much swollen, and the nuclei large and in some instances

subdividing. The intra-nuclear network is well seen in the surrounding " round

cells."

Fi&. 3.—(Zeiss' obj. F., oc. 3, tube drawn out.)
'

a. Fibrous tissue, with connective-tissue corpuscles.

b. Apparent sinus between fibrous tissue and "round-celled" growth,

with very fine interlacing fibres passing across.

c. Elongated nuclei of cells, showing intra-nuclear network.

d. " Giant nucleus " subdividing.

e. Mulberry giant nucleus.

These microscopic drawings are by Mr. FrederickJTreves,



Trajis. PfeLth. Soc Vol. XXXT PI XHI.

:L ,

%

^ \

T..Burqess del et llth
WBst,New«,a.. t C imp





Trans Path. &c Vol XXXI PI XIV.

/^^•7*aip; iv

< si

V.^
'"': :'%&(

^:^w ""^^^^fesv^

,A#%*'.-.

4y^Sss;

y
^^^^^^isvs^^

Fi.4 I-

Fii.n

Fi6.in

^i?=fves del.

Mi-Qtem Sitjs. iTcrp.

E Noble Snuth.fecit





TUMOUR OP FACE. 257

scarcely any eversion of the eyelid. The patient, who had greatly

improved in condition while in the hospital, was dischared cured.

The tumour, on section, presented a juicy, somewhat fibrous ap-

pearance, and was studded with numerous yellow masses, each

about the size of a pin's head.

The results of microscopic examination were as follows :—The free

surface was bouuded by a very thin membrane, in vertical sections

appearing like a sharply-defined line, and much resembling the

basement membrane of the skin. There were, however, no papillae,

nor any trace of epidermis, except near the attached border of the

tumour, where there was laminated epithelium, with the component

cells swollen and loosely connected together. Beneath this mem-
brane was rapidly growing fibrous tissue, with a great abundance of

connective tissue and lymph corpuscles, and in some parts many
coloured blood-corpuscles ; occasionally the outline of a capillary

vessel could be distinguished, but for the most part these blood-

corpuscles were free in the interstices of the tissue, and their

presence there was most likely due to the manipulation and pressure

inevitable in the removal of the tumour. Deeper still similar

fibrous tissue was arranged in trabeculse with large meshes. This

part was very vascular, and contained some large blood-vessels

and many capillaries. Some of the blood-vessels appeared to be

becoming occluded by increased cell-growth in their walls, and

much resembled the condition o£ blood-vessels to be found in the

thymus gland of a newly-born child, the precursors of the so-called

Hassall's corpuscles.

The meshes of this tissue were filled with plexiform cord-like

bands composed of cells with large oval nuclei, showing a very

distinct intra-nuclear network. For the most part no outline of

the cells could be distinguished, and the narrow interval between

the nuclei presented a finely granular appearance and did not stain

with ha^matoxylin. At the periphery of these cords, however, in

some parts, very distinctly outlined columnar cells could be seen,

the nuclei forming the largest part of the cell. Again, in many
parts of these cords, wei'O nuclei so very large that the cells to

which they belonged might fairly be called " giant cells." These

cells had usually a well-defined limiting membrane, and the cell-

substance formed a narrow colourless line round the nucleus. This

was sometimes segmented on the surface so as to resemble a mul-

berry, and at other times had thick processes projecting irregularly.

17
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Some cells contained four or more nuclei, so arranged as to suggest

their origin by segmentation from a single nucleus. Sections

stained with eosin and hfematoxylin showed some very fine fibres

passing from the surrounding connective tissue between the peri-

pheral cells of these cord-like masses, and in some parts these

fibres were larger and formed a distinct network, in each of the

meshes of which was contained a single cell. Por the most

part, however, these fibres could only be traced between the peri-

pheral cells. Many of these cords contained in their centre a

necrosed mass, consisting of granular debris and some corpuscles.

Lastly, these cords were altogether non-vascular, and in many

parts there was a space between them in their surrounding con-

nective tissue, much resembling a lymph sinus of a lymphatic

gland. These spaces, however, obviously resulted from shrink-

ing of the softer substance under the influence of hardening

reagents, and in some parts traces of ruptured fibres could be seen

in them.

The history of this tumour, its macroscopic and indeed, to a

great degree also, its microscopic appearance, correspond with the

descriptions given by Vircbow and Billroth of sarcomatous growths

originating in warts. An illustration of so-called plexiform sar-

coma in ' Billroth's Pathology ' might serve as a diagrammatic

sketch of portions of this tumour.

With the greatest deference to these authorities, it requires a

large degree of faith to believe that these cord-like masses are of

connective-tissue origin. Their sharp differentiation from their sur-

rounding connective tissue, the absence of blood-vessels, and the

appearance of the individual cells, suggest rather some form of

rapidly growing epithelial structure. May \Sth, 1S80.
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2. Pulsating tumours of the left parietal hone, associated with

others similar tumours of the right clavicle and both femora,

and loith great hypertrophy of the heart.

By Henet Moeeis, M.B.

[With Plates XV and XVI.]

MAET B— , set. 40, a needlewomaB, was admitted, under my care,

into the Middlesex Hospital, on August 6th, 1874, for a large

pulsating tumour of the head. She was a short, stout woman,
with a thick, fleshy neck, and some general swelling of the thyroid

body. She had always enjoyed good health, with the exception that

when quite a girl she had "white swelling in both knees," which

had caused her to walk slightly lame ever since ; old cicatrices over

the lower end of each femur firmly adherent to the bone beneath,

indicated also some other previous aflection. She was a widow,

and thirteen years ago had a child, now dead ; her catamenia had

always been regular. There was no family history of any disease.

1872.—Two years ago she fell whilst romping, and struck the

left side of her head against a table drawer. She fainted at the

time ; a small blood tumour quickly formed, but had disappeared by

the next morning, and an aching pain was felt for some hours after-

wards.

One month after the blow a hard but painless lump, the size of a

Barcelona nut, was detected on the parietal bone a little to the left

of the sagittal suture.

1873.—This increased slowly but continuously, and in the summer
of 1873 was the size of a small apple ; then a second lump was

noticed in front of it, and nearer the temple than the first. Before

Christmas, 1873, these two swellings had united into one, and went

on increasing in size more rapidly up to the time of admission. For

three or four months previous to admission she had suffered from a

dull, throbbing headache, involving the left half of the head and

affecting the left eye.

1874.

—

0)1 admission there was a very prominent, soft, pulsating

circular tumour to the left of the middle line on the vertex of the

skull. It measured 13 inches in circumference, 5f inches from side
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to side, and 5^ inches from before backwards. Above, it reached to

the middle Hue and forwards to the line of junction of the hairy

scalp with the forehead. It was most prominent towards the

top of the head, and around the circumference of its base a hard

raised ridge, probably bony, was felt.

The tumour did not move with the scalp ; the skin covering it

was no where ulcerated, but was mottled with a purplish blue

colour, and large distended veins ramified over the lower and

anterior part. Pressure caused no actual discomfort, though a sense

of relief was felt on its removal. The sight of her left eye was

slightly impaired, and she stated that when the headache was very

intense she saw flashes of light in it. There was no alteration in

the appearance of the eye. There were no enlarged cervical glands.

Six days after admission the tumour was punctured, and a little

blood withdrawn. She thought she was relieved by this.

On August 15th the accompanying photograph was taken.

25th.—An uniformly pulsating and expansile tumour was dis-

tinctly perceptible both to eye and hand immediately above the

sternal end of the right clavicle. There was dulness ou percussion

over the manubrium sterni down to the second interspace, and

extended a little to the right of the sternum. The left common
carotid pulsated more distinctly than the right, and could be seen

pulsating along its whole course. There was no diflierence in the

radials at the wrists. Dr. Coupland examined her chest, and

reported that the apex beat of the heart was rather nearer the

nipple than normal, but the area of cardiac dulness was not increased.

Both heart sounds at apex were rough and accentuated ; at the

second left interspace a faint systolic murmur was heard, followed

by an accentuated second sound ; at the second right cartilage

there was a rough systolic murmur, which could be traced in a

curved direction across the manubrium sterni to the second left

interspace.

September 3rd.—As the tumour was increasing and the cuta-

neous veins more distended, an attempt to check its growth by

compression was tried. For this purpose a cap of strong elastic

webbing was placed over it, and fastened across the head and around

the forehead by bands and buckles.

11th.—The tumour measured 12} inches in circumference, and

had, therefore, diminished half an inch. The compression waa

causing some pain.





DESCEIPTION OF PLATE XV.

Illustrating Mr. Morris's Case of Pulsating Cranial Tumour,

(Page 259.)

The upper figure is taken from a pLotograpb, and shows the appearance of the

tumour four years and two months before death.

The lower figure represents a vertical section through the centre of the

cranial tumour, and through scalp, skull, and dura matei*.
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19th.—The tumour was stationary, but as the cap caused exces-

sive '* wearing " pain, it was ordered to be abandoned at night, and a

few days later it was discontinued altogether.

October 6th.—She left the hospital, the tumour being then 6^

inches in antero-posterior, and 7 inches in transverse, measurement.

There were no cerebral symptoms whatever, and the only thing

complained of was a^seuse of general fulness in the tumour and

distension of the thyroid gland.

She returned to the hospital on December 24th, 1874, when the

following report was made :

" Not much alteration in the tumour. No cardiac trouble, no

sliortness of breath, no cerebral symptoms. The hard rim formerly

felt around the base of the cranial tumour is now distinct only in

places, but at the front part of the circumference there are small

movable bodies. The scalp is quite supple and can be wrinkled up

between the finger and thumb over the surface of the tumour.

Both the right and left temporal and the left supra-orbital arteries

are felt pulsating strongly as tbey converge to the tumour, and a

small artery beats very forcibly just above the outer angle of the

left orbit. When the sterno-mastoid muscles are put on the stretch,

the soft pulsating swelling below and between their origins is seen

extending upwards for If inch. It spreads under the right muscle,

but does not pass beyond the inner edge of the left sterno-mastoid.

The pulsation of the tumour is communicated to the fingers placed

on the right sterno-mastoid. There is swelling and pulsation over

the front of the sternum, over the right sterno-clavicular joint, and

right first intercostal space, for 2 inches downwards from the

sternal notch, and for 2* inches to the right from the median line.

A depression along the origin of the right sterno-mastoid muscle

marks ofi" the deep cervical from the superficial thoracic part of this

swelling.

" There can be but little doubt that the cranial tumour is spring-

ing from the diploe, and the swelling in the neck is in all proba-

bility a growth of the same kind from the sternum or clavicle, but

the following questions occur as to the head tumour:—Are the

movable bodies phleboliths or detached nodules of bone ? Is the

unafi'ected condition of the skin due to the protective and limiting

agency of the pericranium, and will the dura mater act in the same

way to protect the brain ? "Will not death be soon caused by com-

pression of the brain, or will the tendency be to increase outwards,
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being prerented from growing freely inwards, by the constantly

acting hydrostatic force of the cerebral circulation ?
"

During her short stay in the hospital at this time, she was ex-

amined by several of my colleagues; including Mr. De Morgan, Dr.

Thompson, and Dr. Greenhow, who all concurred in my opinion that

the neck tumour was not aneurysmal, and that the cranial tumour

was in all probability diploic in origin. r

On January 1st, 1875, Dr. Greenhow reported that a distinct

systolic murmur was heard over the sternal tumour and extending

along the right carotid artery ; that resonance was greatly im-

paired all over the area of this tumour; that the tumour pulsated

and was expansile ; that immediately to the right of the spinal

column, between it and the scapula, a distinct murmur was audible
;

and that a distinct murmur was also audible over the greatly en-

larged left temporal artery along its course to the tumour on the

head. The patient now went to reside at Brighton, and on March

16th, 1875, she wrote :
" I am sorry to tell you that the tumour in

my head continues to increase ; it measures 14 inches in circum-

ference and 63- inches in diameter, it is also much harder than it

used to be. My chest is very painful, I cannot move my right

arm without much pain, and I find my right breast is affected

from the swelling in my chest, and hurts me when I cough or even

sigh."

For information respecting the further progress of the case I am

indebted to my friend, Mr. Couling, of Norfolk Square, to Mr.

rield, at that time attending at the Sussex County Hospital, and

to Mr. Morris, of Dorset Gardens.

On November 6th, 1875, Mr. Couling wrote :
" The swelling at

the top of the chest has increased somewhat, and the swelling on

the top of the head has very much increased. She is ver}"- anxious

to have the latter punctured, as she says she had so much relief

after you did this during her stay in the hospital."

On the 22nd of November, 1876, Mr. Couling wrote :
" Both

swellings are increasing, and she has another on the top of the

ritjht thigh, which I discovered yesterday."

On April 2l3t, 1877, I had the opportunity of examining her

again. She was confined to her bed, and had been for a very long

time past. She was suffering much, and had become quite thin.

Her general intelligence and sight were unaffected. Her pupils and

radial pulses were equal. There was an enlarged gland in the pes-
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terior triangle of the right side of the neck. A large, smooth,

rounded, and softly-pulsating tumour was situated near the right

hip-joint, and had all the characters of an expansion of the upper

end of the femur. The thigh was flexed on the abdomen and ad-

ducted ; it was seldom moved, and then only with great and lasting

pain.

The chest tumour was very prominent, pulsating, expansile, and

of rounded outline. The fingers could now be easily dipped down

behind it at its upper border. The head tumour was larger, and all

the chief arteries leading to it pulsated visibly.

On May 12th, 1878, 1 saw her for the last time. All the growths

had increased ; that on the scalp had spread over the median line,

and was much more prominent. The tumour of the right thigh was

as big as a large adult head. Another pulsating tumour had ap-

peared in the left hip. The veins of the forehead and left side of the

neck pulsated. She suiFered intense pain.

On October 27th, 1878, 1 heard ofher death through Mr. Couling,

and subsequently I received the following account from Mr. Morris,

of Brighton, who made the 'post-mortem examination :

" I attended Mary B— , on and off, from September, 1876, till

she died, of bronchitis, October 27th, 1878. She had had several

previous attacks, and the expectoration was generally very foetid.

During the last six or eight months she occasionally coughed up a

considerable quantity of blood.

" About nine months before her death a swelling similar to the

others appeared in the left hip. All the superficial blood-vessels of

the neck and scalp were enlarged and pulsated strongly, and there

was a murmur at the base of the heart. Her pupils were nearly

equal, the left a little larger than the right. Her intellect was clear,

though her temper was very irritable. Her chief troubles were

shortness of breath, inability to lie down, and pain in the different

tumours. On inspection after death a fifth tumour was found over

the inner condyle of the right thigh-bone, about five inches in length

by three inches in breadth, which could be grasped in the hand and

moved, though it was adherent to the bone beneath.

" The rio^ht thigh looked as if it was dislocated, being rotated in-

wards, BO that the inside of the thigh rested on the bed. On
removing the skin from the upper part of the chest and neck the

blood-vessels were found to be very large and full of blood. The

heart was very large, like a bullock's, but the valves were
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healthy. The kidneys were healthy, and there was no deposit in the

lungs.

" On sftwing through the bone around the parietal tumour, and

cutting through the dura mater to the same extent, the latter was

found, at one point, to be adherent to the pia mater.

" J should think, from the appearance of the growth, that it most

decidedly began in the diploe. The skull as bone seemed to be

completely destroyed in the situation of the growth. There was no

sign of inflammation or congestion about the brain, which was flat-

tened and depressed by the tumour. The tumour, at the inner end

of the right clavicle, was as large as an egg ; it was in the substance

of the clavicle itself The sternum was not implicated at all, and

the right sterno-clavicular joint was healthy.

" The other tumours were not dissected, owing to want of accom-

modation and the objections of friends."

Subsequently I received one half of the cranial tumour, the other

half having been placed by Mr. Blaker, of Brighton, in the Museum

of the Sussex County Hospital.

The growth is seen to be well limited by the pericranium on the

outer and the dura mater on the inner side, each of which rises off

their respective surfaces of the bone over the convexities of the

tumour. On the outer surface of the bone the tumour spreads wider,

is more prominent, and altogether larger than on the inner surface.

At the centre the whole thickness of the bone has disappeared for a

distance of an inch and a half, and from this the tumour spreads

at once over the ragged edges of the bone on to the outer surface,

both in front and behind, for about one inch and a half. Though

the tumour is tightly compressed between the pericranium and the

bone, it seems to have been but loosely connected with the latter,

and gives the idea of having simply spread itself out upon the ex-

ternal surface of the skull. On the inner side the bone slopes oflf

gradually up to a thin edge of the inner table, which projects a little

over the convex surface of the tumour, so that the inner table is

destroyed to nearly double the extent of the outer, and the diploe

is encroached upon to a greater degree than either table. The bone

is very much increased in thickness, and is very hard. The branches

of the middle meningeal vessels are plainly visible running over the

inner surface of the tumour, beneath the dura mater, and the

grooves on the cerebral surface of the bone for the ramifications

of the meningeal artery are very much wider than usual. A diploic
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vein, of large size, is seen at the cut edge of the bone, far beyond

the tumour.

The microscopical structure of the head tumour having given rise

to much diversity of opinions on the part of several who examined

it, I asked my friends Dr. Good hart and Dr. Thin to give me a

report of it, and the substance of their reports was stated to the

Society when the specimen and drawings were shown. It is satis-

factory to find, from the subjoined accounts, that they at least have

arrived at much the same conclusion as to the nature of the growth,

and. that, too, though their investigations were conducted indepen-

dently of one another.

Dr. Goodhart writes :

" To the eye the section is spongy in texture, and under the

microscope it is seen to be composed of a hyaline basis like that

found in rapidly growing enchondromata or myxomata, and for

either of which it would very well do. This basement matrix con-

tains very few cells or nuclei that can be said to be proper to the

tissue it makes, but it is crow^ded with cells, which can, I think, be

traced from one or two together up to those forming a definite

lining membrane to spaces with which the field is covered. It

appears to me that the earliest stage is one of single cells embedded in

the tissue. The next one of clustering of three, four, or five cells

together, all of similar appearance and probably derivatives of the

isolated cell ; iu these clusters the central parts give way, and a cyst

is formed lined by these cells. The cysts then gradually expand,

and so form the spongy texture which the tumour exhibits. All

the larger cysts are lined by a very uniform lining of cutical cells,

and many of them are, I believe, a secondary process, filled with

blood-corpuscles.

" From the appearances presented, the tumour, though confes-

sedly of doubtful nature, is probably a rapidly growing enchon-

droma. And for the following reasons

:

" 1st. The matrix of it is of a peculiarly colloid appearance,

unlike anything save the basis of some enchondromas and myxomas
and the tumour is certainly not a myxoma.

" 2ndly. Though the cells are undoubtedly small, I think certain

stages of cyst formation can be traced.

"3rdly. That the cutical cells which line the space are unlike the

cells of a columnar epithelioma, are unlike those lining the
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vascular spaces of a nsevus, and are quite like those found in some

cases lining the cyst of an enchondroma testis, and sometimes of

parotid enchondromas.
" It has been held by some that the tumour is a naevus, but the

spaces are quite unlike naevoid spaces in the existence of so well-

defined an epithelium, and further, the mere presence of blood in

many of the spaces, and, I may add, the existence of pulsation in

the tumour during life, are not necessarily any contradiction to

this view ; for many tumours not intrinsically naevoid pulsate, and

some undergo a secondary conversion into naevoid tissue at a later

period of their history. Cavernous tumours of the liver, for in-

stance, originate in fibrous tumours."

Dr. Thin writes :

"The tumour, a portion of which was given me to examine,

has been fourteen months in spirit. On cutting it I found that

its consistence was more favorable for obtaining thin sections

than would have been the case in a tumour composed of ordinary

fibrous connective tissue. A portion was soaked in water for two

days, and still retained suflScient resistance to the knife to permit

sections to be cut.

" The tumour is composed of a matrix and cavities. The former

is homogeneous, and sparsely infiltrated with minute rhomboidal

particles, and does not stain well with carmine. It is divided into

lobules by bands of fibrous tissue, which stain strongly vrith

carmine. The fibrous tissue of the investing pericranium also

stains well in carmine.

" The cavities vary in size from that of the ordinary cartilage

capsule seen in hyaline cartilage to cavities sufficiently large to be

easily seen by the naked eye, some of them being equal in diameter

to that of an ordinary sewing needle.

" In their least developed stage the minute cavities contain a

single cell in their centre, but very few were found in this stage.

All the other cavities, even the very small ones, are lined by a single

layer of cells. Seen from the surface these cells are observed to be

of nearly uniform size ; the nucleus is round, the cell protoplasm

scanty and granular, and the outline of each cell very distinct. The

cells are polygonal, many being pentagonal, and are very epithelial-

like in their arrangement.

" Their length and breadth are about equal, '012 mm. and "OOG mm
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being extremes of measurement iu either direction, the majority

and the mean of a number of measurements being "009 mm.
" The cells are planted in the matrix, side by side, like an epithe-

lium, but there is nothing iu the appearance of the individual cells

that I consider to be absolutely decisive in favour of their epithelial

nature.

" Logwood has an affinity for the matrix, which it stains readily,

contrasting iu this respect with carmine.

" The large cavities are filled with a homogeneous substance,

which stains readily aud deejily with logwood. Dr. Hamilton, of

Edinburgh, to whom I sent a portion of the tumour, has given

attention to the nature of this substance, and writes me to the

effect that ' it is not fatty nor amyloid, and that it is exactly like

colloid, with this exception, that it does not readily moisten with

water.' Around some of the large cavities, from which the cells

have fallen out, a thin delicate membranous-looking shred is seen

in carmine-stained sections, but I have not observed any appearance

to which I think it would be justifiable to give the name of mem-
brana propria.

" I consider the matrix of the tumour to be cartilaginous, and in

consideration of the cavities I consider that the growth might be

termed a cystic enchondroma. I do not think that the appearance

resembling tubular epithelium is sufficiently definite to decide the

nature of the growth. Possibly it is tumours in some respects

like this one that have been described as instances of a combina-

tion of chondroma with alveolar sarcoma.

" The appearance of the cell-lined cavities is unlike anything

produced by morbid action originating in the sweat or sebaceous

glands, so far as my reading or experience teaches me."

A portion of the tumour having been sent to M. Cornil, of Paris,

he reported upon it iu the following letter to Dr. Thin :

" Paris ; Je 2e Avril, 1880.

*' MoNsiEUB ET Savant Confkeke,—Je n'ai jamais vu de tumeur
absolument semblable a celle que vous m'avez envoyee : M. Eanvier

non plus.

" EUe est formee de petits kystes fermes, a contenu colloide et a

revetement forme par une seule couche de cellules pavimenteuses

constituant une membrane parfois isolee par le hasard de la

preparation.
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" Dans la partie de la turaeur qui vous m'avez envoy^e (j'ignore

ei toute la tumeur etait constituce de la meme fa9on) tous ces

kystes, meme les plus petits, avaient absolument la meme structure.

Le stroma etait fibreux sans caractere special. La substance col-

lo'ide qui remplissait complctemeut les kystes etait assez dense, homo-

gene, sans qu'il y eut d'etat interm^diaire entre elle et les cellules

parietales des kystes.

" La partie que vous m'avez envoyee presentant le developpe-

ment complet sans qu'il y ait d'elements normaux de la peau ou des

parties voisines en voie de modification, il m'a ete impossible de

determiner I'origine de cette tumeur.

" Les preparations de cette tumeur ne ressemblent absolument a

aucun tissu normal. EUes se rapprocbent un peu de la structure

de la glande tbyroide. Elles peuvent etre comparees aux tumeurs kys-

tiques multiloculaires de I'ovaire et du peritoine dont cependant elles

different par la structure uniforme et par le volume des kystes qui

sont tous tres petits.

" On pourrait encore comparer ces kystes a quelques uns de

ceux qu'on trouve dans certains carcinomes ou epitbeliomes col-

loides, Mais la encore, a cote d'alveoles a contenu colloide, on en

trouve qui presentent nettement la structure du carcinome ou de

I'epitheliome a cellules pavimenteuses ou cylindriques.

" Si tous les points de la tumeur sont identiques a celui que vous

m'avez envoye, s'il n'y a pas moyen, aux bords de cette tumeur,

de determiner son origine, je la regarderais comme ne rentrant dans

aucun cadre connu ; comme se rapprocbant des kystes k contenu col-

lo'ide— adenome ou epitheliome colloide—ou micro-kystome colloide.

" Veuillez recevoir I'assurance de mes sentiments tr^s distingues,

"V. COIINIL.

" G, rue de Seine, Paris."

Professor S. W. G-ross has sent me a report of a case which has

not before been published, and which in some particulars bears a

resemblance to Mary B— , although in others it is as strikingly

difl'erent. These will be best appreciated by given the description

in his own words.

"Multiple central medullary round-celled aarcoma of the osseous

centre system, occurring in a mulatto boy, 51 months of aye.

" At the age of 42 months pain was experienced just below the
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left ehoulder-joiut, and, four weeks subsequently, a, small swelling

was detected near that locality, which continued to increase, without

interruption, until it finally measured five inches more in circum-

ference than the opposite arm. Shortly before death it was tender,

soft, elastic, bossed, and hot to the touch, while the skin was glossy,

the seat of ecchymotic spots and enlarged capillaries, and the sub-

cutaneous veins were somewhat prominent.

" One month after the appearance of the swelling near the

shoulder a tumour developed in or over the left parietal bone, which

gradually extended over the entire corresponding side of the head,

until, just before death, it mounted 3|- inches above the level of

the side of the cranium, and 2^ inches above the vertex, its bulk

being almost equal to that of the head itself. It was hot, soft, and

fluctuating ; the veins of the head and face were unduly large, and

both upper eyelids were ecchymotic.

" Five months after the first symptom in the left shoulder, the

lower extremity of the left femur began to enlarge, there having

been pain in this situation for one week previously. It was 2^
inches greater in circumference than its fellow, and its external

features were similar to those of the tumour of the left humerus.

"At this time, or three months before death, the belly began to

swell, and suff'ering was experienced in the right shoulder, which

terminated in the appearance of a tumour in the head of the corre-

sponding humerus, one week before the fatal issue, when a swelling

was discovered at the angle of the left lower maxilla. For the last

two weeks of its life the child's general condition notably failed

rapidly, it having lost flesh, strength, appetite, and spirits, and its

sleep having been broken by sufiering. Death ensued on the 10th

of September, 1879, the total duration of life having been only nine

months.

" On post-mortem inspection, the tumours were found to have

originated in the medulla of the involved bones. Their tissue was
rosaceous-white, soft, and almost difiluent. Of the left humerus
nothing remained save the lower epiphysis ; the left femur was
involved throughout its lower three fourths, while the tumour of the

right humerus was confined to its head. In deference to the

wishes of the parents the cranium was not examined.

" The retro-peritoneal glands formed a mass as large as an adult

head, which was most prominent on the leftside, and closely adhered

in front to the small intestines. Its surface was largely bossed, its



270 MOllBID GU0"VVTHS.

consistence soft and elastic, and its tissue, on section, was of a delicate

pink tint, mottled, here and there, with extravasatcd blood.

" The left kidney was atrophied ; the right was enlarged one third,

and pale ; the liver was hypertrophied, fatty, and friable, and

adherent to the diaphragm. The thoracic viscera were normal.

" The minute structure of all the growths was that of a myxoma-

tous, small round-celled sarcoma.

" The successive development, at short intervals, of tumours in

the osseous system and in the abdominal lymphatic glands, shows

that the neoplasm of the left humerus was the primary one, and

that the others were of a secondary nature.

" The points of interest are the early age of the subject and its

unusually rapid course. In my paper on " Eound- celled Sarcoma,"

in the ' American Jour. Med. Sciences ' for October, 1879, I show

that of twelve cases the earliest age was nine years, the average

being twenty-eight, while the average life of those which was a

natural course was twenty-three months." March 2\st, 1880.

EepoH of tJie Morbid Growths Committee on Mr. Morris' specimen of

pulsating tumour of cranium.

The specimen submitted to us consists of a portion of the vault

of a skull, on the outer aspect of which is what appears to be the

larger part of a flattened tumour, about an inch in thickness. Cor-

responding with the centre of this is a smaller tumour of the inner

aspect of the skull, also flattened, and about an inch in thickness,

which communicates with the external tumour through an aperture

in the skull an inch and a half in diameter. The outer tumour is

completely covered by what appears to be the pericranium, the inner

by the dura mater. The bone is thickened and sclerosed at the

circumference of the aperture. The thickening is greater on the

inner side, and this aspect of the opening is much wider than the

outer. The bone is nowhere continuous over the surface of either

of the masses.

A section of the growth presents, to the naked eye, a very fine

spongy appearance, traversed by a few fibrous bands, and in the

intracranial portion are found several spiculse of bone. The inner

table of the skull around the growth is deeply furrowed by

branches of the meningeal arteries, the grooves for which are much

larger than natural.





DESCRIPTION OF PLATE XVI.

Illustrating the Report of the Morbid Grrowtlia Committee on

Mr. Morris's Pulsating Cranial Tumour. From drawings by Mr.

R. J. Godlee. (Page 270.)

Fig. 1.—A section, seen under a low power, x 56 diameters.

Shows large and small alveolar spaces, some filled witli colloid material,

some empty.

Fig. 2 and 3.— x 275 diameters.

2.—Some of the smaller spaces ; a piece of the wall being looked at

directly shows the arrangement of the epithelium.

3.—Parts of three large spaces filled with colloid material.

FlG3. 4 and 5.— x 370 diameters.

Two groups of very small spaces indicating their earliest development.

In Fig. 4 are seen two single cells, which are apparently forerunners of

the alveolar spaces.



Trans Patt Sec.Vol XXXI PJ XVI

Fi6rV

Fi6

Fi6.n.

T̂16V.

Fi^ru

R J Gc dlee. ad nat del E.Noble Smith.fecit

Mmtem JBxcs inrp





tULSATTNG TUMOUR OF CRANIUM. 271

Sections examined microscopically display the following struc-

ture :—The basis substance is composed of a homogeneous material

traversed by bands of fibrous tissue and by vessels. Contained in

this basis are numerous spaces differing in size, for the most part

circular in shape, but sometimes elongated and irregular, most of

which are distinct, though a few appear to communicate with one

another. The larger spaces are lined with a single layer of small

distinct polygonal cells, containing each a single nucleus. The

interior of these spaces is filled with a homogeneous substance

staining both with carmine and haematoxylin, which in rare instances

contains some altered blood or a few cells which may possibly be

adventitious. The smallest spaces are packed with cells similar to

those which line the larger ones. Where the smallest spaces are most

abundant, single large granular cells are occasionally seen, which

appear sometimes to be undergoing subdivision. We do not find

any cells resembling those of cartilage or mucous tissue, nor have

we been able to discover in any part of the tumour individual cells

distended with colloid substance ; but as soon as the spaces reach

any considerable size, a globule of colloid material appears sur-

rounded by a single layer of cells.

We have not met with any primary tumour of bone presenting

the foregoing characters ; and the specimen submitted to us does

not resemble any form of sarcoma or enchondroma with which we

are acquainted. We have been struck with the resemblance

between the structure of this growth and that of certain enlarge-

ments and tumours of the thyroid gland ; and the same idea seems

to have occurred to M. Cornil, to whom a section of the tumour

has been submitted. We have since discovered that this patient

suffered from a considerable enlargement of the thyroid, which

indeed is well illustrated by the photograph appended to the

report. The question therefore arises whether this and the other

tumours were not secondary to a primary afi'ection of the thyroid

body. In support of this theory we may refer to a short paper by

Cohnheim, in 'Yirchow's Archiv,' Bd. 68, s. 547 (1876), which

contains the details of a case of colloid tumour of the thyroid (G-al-

lertkropf), with secondary growths in the lungs, the bronchial

glands, the vertebrae, and the femur. The structure of these tumours

appears to have corresponded precisely, in almost every particular

with that of the growth in Mr. Morris' case. Cohnheim also refers

to a similar case, reported by Max Eunge (' Virch. Archiv,' Bd. 66,
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8. 366, 1876), the microscopical examination of which was made by

Von Eecklinghausen, when, with a similar enlargement of the

thyroid, a tumour presenting the same microscopical characters

existed in the axis and atlas. lu each of these cases, as well as in

that submitted to us, tumours of a similar microscopical appearance

existed in bones, and on each of them an enlargement of the thy-

roid gland was present.

The tumour therefore appears to belong to the same group as

those to which we have referred. They are evidently malignant,

but the evidence with regard to them is, at present, very meagre,

and is not, in our opinion, sufficient to warrant their being placed

amongst any one of the large classes into which morbid growths

are usually subdivided.

Marcus Beck.

Henet T. Butlin.

ElCKMAN J. GODLEE.

3. Recurrent mammary tumour ; spindle-celled sarcoma {?)

;

the sixth removal}

By John Gat.

THE specimen exhibited was taken from the right mammary
region of an unmarried woman, aet. 38, on the 26th of May,

1880.

It was the sixth removal of tissue, including tumours, that had

been made from that neighbourhood. The first took place in May,

1865, the growth having been six years in the course of develop-

ment ; the second was in July, 1867 ; the third in May, 1869 ; the

fourth in May, 1874 ; and the fifth in June, 1877.

The intervals between the acts of extirpation and time of

apparent return of these several products varied on each occasion

from three months to as many years. On the whole, their growth

' See ' Putliological Truiisactious,' vol. xvi, p. 240; vol, xx, p. 359; and vol.

zzvii, p. 233.
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was slow, but it was noticeable that the period o£ greatest activity-

was on the approach of the spring season. At no time has there

been any discoverable disturbance o£ the axillary or other glands.

At the second operation the mammary gland was also taken away,

for it had wasted, was very closely attached to the tumour, and

overlapped it.

The first commenced at the upper and inner edge of the breast,

and took a curvilinear course downwards along its margin until it

reached a point slightly below the inferior border ; the second took

the like course but along the outer side ; whilst those which fol-

lowed shifted their position, as I anticipated, gradually further in

the direction of the axilla, until, as in the ease of the last, it

attained a position (for purposes of operation) in somewhat dan-

gerous proximity to the large vessels.

The recoveries were uniformly satisfactory, and left a series ot

white glistening linear cicatrices, that have shown no tendency to

become the seats of unhealthy deposit or change.

After the first the growths were multiple ; on one occasion there

were seven, in close apposition to, but not without some slight

freedom of independent motion on, each other, whilst they severally

moved freely together as one mass, and each gave evidence of

being distinctly lobulated. To external observation they had the

ordinary objective signs of what has been known as " adenoid,"

" recurring fibroid," or " spindle-celled sarcoma," but on closer,

combined with histological, inspection, it seemed matter of doubt

whether either of these terms is calculated to give a correct notion

of their true nature and pathological imporb.

Moreover, up to the last, the tumours do not seem (with one

exception) to have differed materially in their essential character-

istics ; and although in accordance with the difficulties which

surround morbid histological investigations there have been in

narration some minor points of discrepancy, at the same time,

there are none that do not admit of reconciliation with the general

view of their nature, suggested in the course of the reports that

have been made of theui

.

From Dr. Hodgkin's and my own observations they seem to have

been originally cystic or cystiform, and to have assumed their

advanced and more concrete appearance by the packing, and

especially the compression to which their histological constituents

had been subjected
;
for on cutting them through the surfaces bulged

18
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out as if in virtue of their release. They were found, too, exclu-

sively within the meshes of the deep fibroid textures j their favourite

habitat being the fibrous envelope of the mammary gland, its mar-

ginal fringe, and especially its prolongations in the direction of the

axilla ('Trans.,' vol. xx, p. 359).

Thus, on the removal of these tumours, small cysts, some of ex-

ceeding minuteness, were found congregated in these particular

expansions, diminishing in numbers and size according to their

distance from the tumours. Dr. Groodhart, who was so good as to

examine some (' Trans.,' vol. xxv, p. 233), reported them as " having

the usual appearance of spindle-celled sarcoma. Each tumour,

however, had," as in the case of those observed by Dr. Hodgkin and

mj^self, "a margin of greyish-coloured new growth, without

defined capsule." This was, it might be fairly assumed, due to an

aggregation of such cysts around the sarcoma ; and, it might be,

that they had some embryonic relation to it. This helps us towards

an explanation of the lobular character, as well as the recurrence of

these products, the lobules being made up of the close aggregation

of condensed tissue that were originally detached cysts. And this

seems to be indicated by the fact that in some instances these cysts

appeared to have been so closely impacted that, in the process of

expansion or development, a cyst, failing to drive its neighbours

before it, enfolded or invaginated them instead ; for we found cysts,

in apparently the interior of which two or more were hanging by

a common pedicle, which were, however, on outer side, and each con-

tained the same elementary products, viz. roundish and spindle-

shaped cells, with granules interspersed amongst very delicate

matrix tissue.

The specimen exhibited differs from the former specimens in that

it contains two growths closely contiguous, but diff'ering in most

respects from each other. The first, the oldest, is strictly analogous

in composition and appearance to those by which it had been pre-

ceded. It lay deep beneath the skin surface, and in a situation

between the cicatrices of the former removals and the axillary

vessels. It was a growth of several months, and had reached the

size of a large walnut when, in January, I advised its removal.

Circumstances, however, occurred which precluded the palnent

from following my advice until the 18th of Tebruary, when she

became alarmed by the presence and rapid development of a second

tumour, close to, but above and on the inner side of the first, and
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bordering on the clavicle. It had reached a considerable size, had

raised itself ratlier abruptly above the level of the surrounding skin,

was two inches in breadth at the crest, a little less at the base,

and of a deep purple colour from intense capillary injection. An
ulcer had formed in its centre, with thick pouting or everted lips,

and a deep cavity, from which an ichorous iluid constantly poured.

There was still no glandular complication.

The new growth, whatever it was, had involved the skin ; and be-

tween this and the healthy integument there were no exactly defined

limits. Still, there was healthy skin at no great distance ; and after

consultation I advised the free removal of the two growths, although

this proceeding required the leaving of a large and deep gap, which

would have to be filled up by the granulating process.

This was acceded to ; the patient made a good recovery, and at

this date (July) the cicatrix and adjoining tissues are free from

any evidence of returning disease.

I made an examination of the growths, but as they were referred

to the Morbid Growths Committee,^ I shall be content to give its

report of their nature. I will, however, just say that the second

tumour appeared to be an advance towards malignancy, and to

present an illustration of a transition class of structure, between the

simple recurrent and the absolutely malign, in a person clearly pre-

disposed to the latter form of growth, partly by hei'itage (her

mother died of cancer) and in part by the modifying influence of

advancing age.

If the recurrence of these tumours, which, as we all know are

very common, is explained by the facts I have endeavoured to

relate, it will be clear as a practical inference that, in order to deal

with them successfully, they should be removed as soon as they are

recognised, and with considerable freedom as to contiguous textures,

taking care especially to spare but as little as possible of their mar-

ginal fibrous appendages, especially of those which lie in the direc-

tion of the axilla.

The patient in this case, from being a pale, scraggy-looking and

weakly person at the time she was first overtaken with these

growths twenty years ago, has improved in health, and is now
fairly healthy, well nourished, and strong. May l^th, ISSO.

1 See Appendix.
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4. Recurrent tumour of the breast removed seve?i ymrs

after first operation.

By T. W. NuNN.

THE patient waa a lady, set. 50. The tumour was not larger than

a filbert, and had formed to the axillary side of the cicatrix of

the first operation, but was independent of the cicatrix. It was

moveable and unconnected with the skin. On section, the fibrous

matrix is seen to contain loculi lined with epithelium, the epithelial

cells being piled up, so as to have a columnar appearance, the cells

being more adherent to each other than to the wall of the loculus,

have, in the process of preparation of tlie specimen, shrank, leaving

a space between their parietal aspect and the actual wall of the

loculus, at the same time they enclose a space, thus a cystic

arrangement obtains. Through the kindness of Mr. Curling, who

operated in the first instance, and who had a microscopic examina-

tion made for him by Dr. G-oodhart, I am able to quote Dr. Good-

hart's report as follows :

—
" The growth is a cancer. ... It is,

however, not an ordinary form of scirrhus, but has apparently been

in its onset a cystic disease into these (in some cases very minute)

cysts, very vascular tufts of new growth had sprouted, and the

breaking down of these had caused the bloody contents of some of

the cysts." In the sections of the second growth some of the cysts

contained an amorphous material, probably altered blood. The

question is, what tissue has undergone the change described, a lym-

phatic or an outlying fragment of the mammary gland ?

March 15th, 1880.

Report of the Morbid Growths Committee on Mr. Nunn's case

of recurrent tumour of the breast.

"We have had submitted to us two microscopical sections, both

exhibiting the same characters. The growth is made up of stroma

and cells of tlie epithelial type. The stroma consists of fibrous

tissue, between the bundles of which are numerous elongated cells,

and in many parts contains longitudinal streaks of blood-crystals,

probably marking the course of obliterated vessels. Large vessels

are seen running through the stroma, especially near the epithelial-

covered surface.
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The stroma encloses circular or irregular spaces of considerable

size, lined sometimes by columnar, sometimes by more cubical epi-

thelium, and for the most part filled with blood, or else showing

evidence of having only lost their sanguineous contents during the

process of mounting the specimen. In some of these spaces small

villous projections are seen, covered with an epithelium similar to

that before described. The structure of the growth thus cor-

responds clearly with that of the original tumour. It must be

classed amongst the cancers, as it is obviously a modification of

gland tissue, probably both of duct and excreting elements, which

has a tendency to infiltrate surrounding structures and to recur after

removal. At the same time it differs widely from any of the ordi-

nary forms of scirrhus.

This variety of cancer is rare. A description of it will be found

in Cornil and Eanvier's 'Manuel d'Histologie Pathologique,' p. 11G6.

Two similar cases have been recorded in the * Transactions ' of the

Society during late years {vide vol. xxv, p. 224, and vol. xxvii, p.

270), both of which specimens came under our immediate notice.

Though differing somewhat in various particulars these three

tumours present the following characters in common

:

1. A coarse stroma of well-formed fibrous tissue.

2. Large spaces lined with epithelium and often filled with blood.

3. The projection of villous growth into these spaces.

4. A tendency to infiltrate surrounding tissues.

Marcus Beck,

May 10th, 1880. Eickaian J. G-odlee.

5. Myeloid sarcomata of lowerjaio and rib ; mollities ossium.

By Henry T. Butlii^.

[With Plate XVII.]

Jjj
— ^ jet. 50, was admitted into St. Bartholom-ew's Hospital in

• June, 1877, with two tumours of the lower jaw, one of which

had existed seven years, the other four years. Both were of small

size and caused him but little inconvenience, and as he appeared to

be in delicate health no operation was performed.
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On the 27th of September ho was again admitted, on account of

a fracture through the neck of the left femur, the result of very

slight violence, for it had occurred from the rolling over of a chair

on which his foot was resting while he tied the laces of his boot.

Almost from the time of the accident he gradually sank, and died

at length with symptoms of an indefinite nature, for which we

found it difficult to account.

At the post-mortem examination, two tumours, each about the

size of a walnut, were found in the body of the lower jaw, one on

either side, but not quite symmetrical. Both were of central

origin, for a thin layer of bone covered a portion of the surface of

each. Both were red and fleshy in appearance, firm and elastic in

consistence, succulent, but not allowing juice to be scraped from

the cut surface. The right sixth rib contained a tumour bearing

precisely similar characters. Examined with the microscope all

these tumours presented the characteristic appearance of myeloid

sarcoma ; around and between the giant-cells were spindle-cells

(fig. 1). In the left side of the thorax, lying close to the spine, and

attached to the fibrous tissue covering the vertebrae and bodies of

the second, third, and fourth ribs, was an oval tumour, about two

inches in diameter, perfectly encapsuled, white and fibrous in

appearance. Its microscopic structure corresponded with its

general appearance (fig. 2). No other tumours were discovered.

The femur was broken through its neck, and at the seat of frac-

ture existed a cavity as large as a walnut, smooth-walled, and filled

with partly clotted, partly fluid and diluted blood. The whole

base was softer than normal, so that it could almost be cut with a

knife, and was sawn vertically down the centre with a few strokes

of the saw. Its cortex was less compact and more fatty than that

of a healthy bone, while its medullary cavity was filled, partly with

yellow fat, but chiefly with a red firm substance resembling that

which formed the myeloid growths. The right femur presented

similar characters, save that the red substance was more abundant

;

and in its head and neck was a cavity like that in the broken bone,

but filled with thin clear fluid. The right humerus was in the

same condition, and its head contained an elongated cavity filled

with clear fluid. The calvaria was softened so that it could be

easily bent between the thumb and fingers of one hand, but

retained its elasticity, for it immediately regained its shape when

the pressure was relaxed. Otlier bones examined were similarly





DESCEIPTION OF PLATE XVII.

This Plate illustrates Mr. Butlin's Case of Myeloid Tumours and

Mollities Ossium. From drawings by himself. (Page 277.)

Fig. 1.—From tumour of lower jaw. x 240. [Hartnack, oc. 3, obj. 7, tube

drawn out.]

Fig. 2.—From fibrous tumour of thorax, x 240.

Fig. 3.—Transverse section of humerus, showing Haversian canals filled with

new growth and enlarged (with low power).

Fig. 4.—From red-coloured material in medulla of humerus, x 240.

Figs. 5 and 6.—From medulla of femur, x about 240.
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soft and altered, except tbat they contained no cavities. Sections

were examined of the humerus and femora. All presented cliar-

acters essentially alike. The Haversian canals were widened out,

the cancellous spaces were enlarged (fig. 3), and all parts were

filled with a tissue composed of round cells like leucocytes, with

which were mingled fat cells (figs. 5, 8, 6), or with a tissue composed

of spindle and giant-cells like those of the myeloid tumours, but

scarcely so well defined (fig. 4). This condition of the bones is

singularly interesting on account of the presence of myeloid

tumours in the jaw and rib. It may be explained on one of three

hypotheses, first, fts a fragility such as that which is sometimes

recorded in cases of carcinoma, a condition of which I have no

experience unless when the bones are actually filled with cancer.

Second, as a general sarcomatous disease of many bones, producing

tumours only in certain of them, but producing a myeloid material

from which tumours might easily have been developed in many of

them, a hypothesis favoured by the characters of the tissue in the

bones, but negatived, I think, by the fact that this myeloid material

was not everywhere coincident with the softening and alteration of

the bones. Third, as due to mollities ossium, probably not con-

nected with the myeloid disease. To this theory I incline, for the

aflfection of the bones was very general, their characters both to the

naked eye and with the microscope were such as are described in

eases of mollities, even to the colour and firm consistence of the

dark red substance, and the cavities in certain of the bones re-

semble those described and figured in a case of mollities ossium by

Mr, Solly in the * Medico- Chirurgical Transactions ' for 1844 (vol,

xxvii, p. 435). Octoler 2lst, 1879.

6. Lymphosarcoma {lymphadenoma) of the mediastinum

involving the pericardium.

By Feedeeic S. Eve,

WALTER S— , Jet. 20, was admitted to St, Bartholomew's Hos-

pital, April 12th, 1878, under the care of Dr, Andrew, with

the following history

:
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At Christmas he was attacked by pains in the stomach, sickness

after food, and palpitation. For the last few months he had

suffered from pain in the upper part o£ the chest, increased on

exertion. There was dulness over the upper portion of the ster-

num, extending also outwards on either side nearly as far as the

junction of the cartilages with the ribs, but further on the left than

on the right side.

There was general pulsation over the prsecordium and over the

first and second spaces on the left side, close to the sternum.

May 2nd.—An attack of phlebitis of the left leg came on.

July 16th.—He was discharged at his own request. No marked

change had taken place in the symptoms.

He was re-admitted October 1st. Some prominence of the upper

part of the chest, to the left of the sternum, was noticed. There

was fulness at the root of the neck on both sides. The physical

signs were not materially altered.

He suffered from dyspnoea, with nocturnal exacerbations, and had

a laryngeal cough. The right radial pulse was stronger than the

left.

The symptoms of intra-thoracic pressure increased, and he died

December Ist.

I am indebted to the house physician, Dr. Kidd, for the clinical

notes.

Post-mortem.—A soft, brain-like tumour was found filling the

mediastina and bulging forward from the base of the heart. The

pericardium was infiltrated by the growth, and over an inch in

thickness at the base, but gradually became thinner towards the

apex. The inner surface of the thickened membrane was rugous

and papillatcd ; the sac of the pericardium contained sanious serum.

The A'isceral layer of pericardium was not thickened. The heart

was small but normal. From the base of the heart the growth ex-

tended along the large vessels, surrounding, and to some extent

compressing, the arch of the aorta. The vagi were seen entering the

mass of tumour, but the trachea, bronchi, and oesophagus did not

appear to be compressed.

The mediastinal lymphatic glands and those at the root of the

neck were much enlarged, soft, and conglomerated into masses.

With the exception of a sniall tumour connected with the

xiphoid cartilage there were no secondary deposits.

Microscopic characters.—The growth in the pericardium was
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composed of round (lymphoid) cells, resembling those in the dis-

eased lymphatic glands but slightly larger. There was an abundant

matrix of homogeneous connective tissue, and in places the growth

was traversed by fine bands of delicate fibres.

In the enlarged lymphatic glands all distinction between the

cortical and medullary portion was lost, and there was no trace of

reticular tissue. The cells were embedded in a large quantity of

gelatinous connective tissue. No multi-nuclear cells could be

found.

Remarlcs.—The only remarkable feature in the specimen is tbe

infiltration and great thickening of tbe pericardium. It is impos-

sible to determine from an examination of the specimen itself,

whether the disease commenced in the lymphatic glands or in the

pericardium ; but, from the nature of the disease and the tendency

—

shown in other cases reported—for the morbid growth either to

extend directly to, or to implicate secondarily the serous membranes,

there appears little reason to doubt that it originated in the lym-

phatic glands. The extension of the disease from the lymphatic

glands to the serous membranes is not surprising when the intimate

relation which the serous sacs bear to the lymphatic system is borne

in mind.

These lymphadenoid growths appear to be an example of what is

originally a simple hyperplasia, taking on all the features, clinically

known as malignancy. In the simplest form—simple lymphoma

—

the growth is limited to the gland, or set of glands, in which it ori-

ginated ; in other cases it passes beyond the capsules of the gland,

and infiltrates the surrounding tissues, extends along the lymphatic

sheaths of the vessels, or invades the neighbouring serous mem-
branes ; while finally secondary growths at times occur in far distant

organs. Kovemher 14^7«, 1880.
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7. Lymphadenoma of the lymphatic glands , liver, spleen,

lungsi and pleurce.

By Frederick Taylor, M.D.

ALFEED M— , set. 9, wa3 admitted under my care into tbe Evelina

Hospital in May, 1S79. His mother is a delicate woman,

aged tliirty-four, but suffering from no special illness ; his father

has had rheumatic fever several times. As a baby he was suckled

and partly fed until twelve months of age, and then fed with his

parents. He is the eldest of the family. At the age of four or

five he had whooping-cough, and measles six months later. This was

followed by a discharge from the right ear.

The present trouble commenced six months before admission.

Small lumps were noticed on the right side of the neck ; these in-

creased in size, and others were soon noticed in the right axilla, and

one in the left axilla. He complained of some pain in the abdomen,

which swelled. The bowels were rather confined, the appetite vari-

able, and he had occasional nausea. On admission, he was a well-

formed boy, with dark complexion, dark eyes, and brown hair. The

glands on the right side of the neck, above the clavicle, and between

the sterno-mastoid and trapezius muscles, formed a considerable pro-

minence ; they were soft, rather tender on examination, freely move-

able under the skin and upon one another. There were none felt

under this clavicle, nor in the suboccipital region ; but there were

similar masses in the right axilla, in the left axilla, and above the

left clavicle, of which that in the former situation was the largest.

The veins over the right pectoral region were conspicuous. The

liver was not felt, but the spleen reached just below the left ribs,

and on deep inspiration ])rojected about three quarters of an inch ;

the edge was hard, but not rounded or apparently thickened. Exa-

mination of the chest showed slight dulness of the right apex pos-

teriorly, feeble respiratory murmur generally over the right chest,

and some crepitation in the right axillary line. The heart presented

no abnormal sounds. The urine was clear, of a pale straw colour,

of specific gravity 1012, acid, free from albumen, but with a slight

excess of phosphates.

Towards the end of June the glands on the riglit side of the neck

wore somewhat larger ; individually they felt harder, and were tender.
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There was much fulness below the clavicle, and the veins in this neigh-

bourhood were large, and the sternal end of the clavicle was dis-

tinctly pushed forward. The mass in the right axilla was somewhat

larger, that in the left axilla seemed unaltered ; nothing was per-

ceptible in the groins. The right side of the chest was now some-

what dull in front under the clavicle ; the heart was normal in

position and sounds.

On July 10th it appeared that the glands on the right side of the

neck were larger, extending under the sterno-mastoid to its anterior

border ; the individual glands seemed to be of the size of Spanish

nuts. On the left side there was one gland in front of the sterno-

mastoid, others above the clavicle, and another at the posterior

border of the muscle higher up. Below the clavicle the pectoral

muscle was apparently pushed forward by something behind it, and

the left axillary glands had increased in size. The right axillary

mass had also increased, and appeared to be composed o£ one or

more large glands. All the glands were tender. The physical

signs of the chest had considerably altered. There were now, right

front, from clavicle to hepatic region, dulness, with rather faint

bronchial breathing and bronchophony ; riglit back, crepitation at

the apex. Left front, dulness from above the clavicle to the second

space, and along the left border of the sternum, with crepitation

over this area ; below this, short high-pitched resonance, with sup-

plementary breathing. Left back, bronchial breathing and crepita-

tion at apex. The spleen and liver were felt lower in the abdomen
than formerly. The finger tips were thickened, the skin tense and

shining, the nails very convex.

At the end of August he was getting thinner ; all the glands

appeared somewhat smaller and not so tender. He had had occa-

sional epistaxis, was anaemic and sallow. He had, however, a good

appetite, slept well, and was free from cough or undue perspiration.

In September the condition of the right chest became more

serious, as it obviously contained fluid by which his breathing was
much hampered.

On September I6th the physical signs were as follows :—Right

front, complete dulness from clavicle to hepatic region, with

bronchial breathing over the whole area, and deficient tactile

vibration, most markedly below ; right back, dulness to angle of

scapula, resonance impaired above this, breathing faint and im-

perfectly bronchial, with absence of tactile vibration over the dull
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area : above, deficient vesicular murmur, mixed with crackling

rales, ^gophony at the angle of the ninth rib. Left front, dul-

ness under the clavicle and along the sternum, continuous with the

dulness of the right side ; the breathing was bronchial near the

clavicle, supplementary below the outer half of the clavicle and

towards the axilla. Left back, resonance ulightly impaired, breath-

ing supplementary. The liver was much displaced downwards.

On the ISth the right chest was punctured posteriorly, and

eight ounces of clear fluid were withdrawn. The relief was but

slight. He continued restless at night, with hurried respiration,

and occasional slight cough. He lay mostly on the right side, and

had now oedema of the right eyelids, right arm, and chest and

scrotum.

On the 26th the feet also were oedematous, and he was more

distressed. He had cough, without expectoration, occasional slight

epistaxis, and dry, hot skin. The physical signs of the chest were

much the same, with the addition of sibilant and crackling bron-

chitic sounds. The heart sounds were regular, but distant. The

glands in the axilla were somewhat tender, and the skin over them

was reddened. All the other glands appeared larger, and the pec-

toral veins were more prominent. The abdomen was distended,

and the spleen reached the level of the umbilicus. Three days

later (September 29th) he died.

The temperature during his illness fluctuated considerabl3%

On May 7th (two days after admission) it rose nearly to 104°,

continued about 103° till the 10th, and then fell during four

days to 9S° ; continued normal till the end of May ; rose suddenly

in the first days of June to 103°, and fell remittingly till the

10th, continuing to be 98° in the morning, and 100° in the

evening, until the 20th. From this date till July 18th it formed

a curve, reaching 103° at its summit, June 29th to July Sth,

with but little difference between morning and evening records.

For a few days the temperature was normal, then formed

another curve, beginning July 24th, reaching 102°—103'5° between

July 28th and August 9th, and falling to 100° on August 15th.

From this until the 30th it was scarcely above the normal ; it

then again rose, reaching its highest, 1030°, on September 18th,

and gradually fell till death. A certain amount of correspond-

ence was observed between the condition of the glands and the

variations of the temperature. Thus the glands were painful
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on admission when the temperature was high, and less painful

during the remission of May. They were noticed to be larger

during the elevation of June 20th to July 18th. They were

again noticed to be "not so large" and to seem smaller on August

27th, after twelve days normal temperature ; and they were swollen

and tender after ten days, during which the temperature had been

rising. There was no leucoeythaamia. The quantity of hsemo-

globin was from 65 to 80 per cent, of the normal on May 10th, and

75 per cent, on July 25th.

The post-mortem examination was made nine hours after death,

and the following conditions were found :—Enlargement of the

cervical, axillary, mediastinal, and mesenteric glands ; extensive

effusion in the right chest, with compression of the lung ;
effusion

in the pericardium ; new growths of adenoid structure on the

pleura, on the pleural surface of the lung, in the liver, and in the

spleen.

Lymphatic glands.—Externally, the most prominent were those

of the right axilla, and the right side of the neck. The glands in

the right axilla formed a mass four or five inches in diameter,

which extended deeply into the axilla between the subscapularis

and serratus muscles, and also turned over the axillary border of

the scapula to overlie the infra-spinatus. These glands were more

or less continuous with those of the neck by a chain of glands

under the clavicle and pectoralis ; and the same condition existed

on the left side. The glands in all these situations were of different

sizes, from that of a bean to that of a hen's egg, one in the right

axilla measuring two inches in diameter. They were united to-

gether by connective tissue, and were freely moveable upon one

another. On section they were white, semitranslucent, with some

more opaque spots, moderately firm to the touch, but not cheesy.

On opening the chest, it was seen that the glands about the

trachea were continuous with an enormous mass, which surrounded

the base of the heart, the great vessels, and the root of each lung.

All the glands in this neighbourhood were involved, and many
reached a great size. Posteriorly the oesophagus was pushed to the

left by two large glands measuring each two inches in diameter ; in

front the veins and arteries were entirely concealed, but though

their walls were no doubt pressed upon, they were not invaded by

any new growth. In the abdomen the mesenteric glands were

generally enlarged, the largest being about the size of a hazel nut.
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Lungs and pleura.—The right chest contained a considerable

quantity of fluid ; it was not measured, but was probably a pint or

more. The right lung was compressed against the mediastinum,

but was connected to the pleura in the axillary line by a band of

adhesions an inch and a half in length and one inch in vertical

height. In this band of adhesions were numerous (twelve or more)

small spherical growths of a white colour, the largest the size of a

pea. Growths of the same size and characters were scattered over

the surface of the lung, and were partly scattered, partly arranged

in groups, over the parietal pleura under both ribs and sternum.

On the left side the pleural cavity was normal. Both lungs were

healthy in structure, and presented no gland-like growths in their

substance.

Seart.—The pericardium contained from eight to ten ounces of

fluid. There was no pericarditis, but at the base, at the point of

exit of the aorta and pulmonary artery, were a few masses of new

growth. The heart was healthy, and free from vegetations or other

valvular disease.

Abdominal orr/ans.—The liver was large, and mostly normal on

section, but presented a few small white nodules, about a line in

diameter ; and in the centre one lobulated spherical white mass two

thirds of an inch in diameter. The spleen was large, measuring

five inches by three inches, and was irregular on its surface from

the presence in its substance of numerous small nodules, which

shone white through the capsule. A section showed that the

nodules, which averaged one fifth of an inch in diameter, were

scattered uniformly through the organ and formed about half its

bulk. The kidneys were healthy, weighing nine and a half ounces.

Microscopically, the hypertrophied glands, and the growths in the

liver and spleen, showed the structure characteristic of lympha-

denoma.

Bemai'Jcs.—The above is a typical case of lymphadenoma or

Hodgkin's disease. It presents two points worthy of note : clini-

cally, the connection between enlargement of the glands and increase

of temperature
;
pathologically, the growth of nodules of new growth

in the bands of adhesion between the two pleural surfaces. It was

obvious that old adhesions had existed between the luug and the

chest wall, that these had become stretched by the effusion of fluid,

and that subsequent to this, the nodules of lymphadenoma had

formed in the fibrous bands. iVbv. <kth, 1879.





DESCEIPTION OF PLATE XYIII.

Figs. 1 and 2 illustrate Mr. W. H. Cripp's Case of Carti-

laginous Tumour of Arm. (Page 287.)

Fig. 3 illustrates Mr. Eve's Case o£ (so-called) Aneurysm by

Anastomosis of tlie Ear. (Page 88.)

Fig. 1.—Section of a loose nodule of a cartilaginous tumour, showing masses

of homogeneous material thickly studded with cartilage cells, enclosed in well-

formed fibrous tr.abeculffi.

Fig. 2.—A portion of the same under a higher power.

Fig. 3 represents a Section of the Injected Pinna in Mr. Eve's Case, figured

in Plate III. It shows the capillary anastomosis.
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8. Cariilaginous tumour of arm.

By "W. Haeeison Ceipps.

[With Plate XVIII, Figures 1 and 2.]

THE patient from whom this tumour was removed was a healthy-

young woman, ast. 28. The growth had been noticed for six

years, during the last two of which it had not increased in size.

It was situated in the upper third of the right arm immediately

beneath the skin, which was healthy and moved freely over the

tumour. The tumour itself, which was exceedingly hard, was fairly

moveable in the deeper structures. It was pyriform in shape, the

thin end being towards the axilla. It was three and a half inches

in length and two in diameter in its thickest part. In the axilla

were three or four hard nodules the size of small nuts. The
tumour, which was removed by Mr. Smith, consisted of a nodular

mass of cartilage enclosed in a capsule. Besides the main tumour

were a dozen or more completely detached lobulated bits of cartil-

age from a quarter to half an inch in diameter. These portions

were contained within the capsule, but fell out when the capsule

was opened. They fitted most accurately like a Chinese puzzle, the

one against the other. The detached nodules in the axilla proved

to be similar detached portions of cartilage. These detached por-

tions were of a beautiful glistening white. Fig. 1 represents a

section cut from one of these loose nodules. It consists of a fairly

marked fibrous trabeculae, which enclose a number of spaces filled

by a dusky granular matrix in which cartilage cells are clustered

(see fig. 2). In the centre of some of these nodules was some hard

calcareous matter. Dec. 2nd, 1879.

9. Fatty tumour ofabdomen, showingfibrous and osseous changes.

By J. Deeschfeld, M.D.

THE specimens exhibited were three tumours removed from a

female, set. 49. The history of the case is briefly as follows :

The patient, a married lady, who had always been in the enjoy-
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ment of very good health, first consulted Mr. F. A. Heath, senior

surgeon to the Manchester Infirmary, in the year 1876, for a

swelling in the left lumbar region. On examiuatiou, a hard globular

swelling was found, evidently intra-abdominal, freely moveable and

painless, the exact connections o£ which with the neighbouring

organs could not be made out. As the tumour gave rise to no

troubles, nothing further was done. In 1878 the patient again

consulted Mr. Heath, and now a second tumour was detected,

situated in the right lumbar region, painless on pressure, moveable,

and again seemingly not in connection with any of the abdominal

viscera. Soon after tho patient began to sufter from abdominal

tenderness, loss of flesh, and anorexia. It was then considered

advisable that the removal of these tumours should be attempted,

and accordingly on October 18th, 1879, Mr. Heath proceeded to

operate. After having opened the abdominal cavity a small osseous

tumour was found in the left lumbar region, it seemed enclosed in

a dense fibrous capsule, but as no connections with any of the neigh-

bouring organs could be made out, the capsule was partly stripped

ofi" the tumour, then tied, and was returned as a sort of pedicle

into the abdominal cavity. The tumour on the left side was got at

with some difficulty ; it was found to be a firm fibrous mass, sur-

rounded by a thin capsule, and seemed connected with a large fatty

mass at the back of the abdomen by some fibrous tissue. As the

patient had now been under chloroform for a considerable length

of time, and as the extent and size of the fatty mass made its

removal a matter of great difficulty, Mr. Heath, after having tied

the fibrous connection between the fibrous tumour and the mass

of fat, removed the fibrous tumour only, and abstained from any

further operative interference. The patient did well the first few

days, but died from shock and peritonitis on the fifth day after the

operation ; and post-mortem there was taken out an enormous

fatty tumour, weighing twelve pounds, attached to the back of the

abdomen, stretching across from left to right, filling up the hollow

along the spinal column on the rigbt, and extending down into the

pelvis on the left side ; the left kidney was pushed to the right and

lay on the right border of the tumour. On the anterior surface of

the tumour the ligatures were found which had been tied round

the quasi-pedicles of the smaller tumours, showing that the two

smaller tumours were connected originally with the large fatty

tumour. As a further evidence of their common origin a number
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of small bony masses were found near the point of attachment of

the bouy tumour to the fatty mass, aud the second or fibrous tumour
was found on section to be partly fatty and partly fibrous in struc-

ture. Microscopically, the large fatty tumour showed the structure

common to all lipomata; the small osseous masses embedded
in it showed no Haversian canals, but large, irregularly arranged

bone corpuscles, and a bony matrix. The osseous mass, twelve ounces

in weight, was globular in shape and of ivory hardness ; it was still

partly covered with a dense fibrous membrane, in which a number
of blood-vessels ramified, which were seen to pass into the sub-

stance of the bony tumour; the lowest layer of this fibrous

membrane was made up of several layers of osteoblasts. On
section the tumour was seen to be exceedingly dense and to be

made up of bony matrix and bone corpuscles, arranged in lamellae.

Blood-vessels were found in the peripheric part of the tumour,

where they seemed to lie in spaces, not unlike Haversian canals,

whilst the greater part of the mass showed no vestige of vascularity.

The fibrous tumour, found on the left side, weighed fourteen ounces

;

it was distinctly lobulated and surrounded by a fibrous capsule,

which, passing in between the several lobules, formed fibrous septa.

Microscopically, this tumour was found to be of mixed character

;

some parts were composed of tissue corpuscles, nuclei, fibres, aud

fully formed blood-vessels ; in other parts the fibrous tissue was

more of the embryonic type, the cellular elements predominating,

while other parts again were composed of large fat cells enclosed in

fibrous septa, with but a sparing supply of blood-vessels, and but

few tissue corpuscles ; it was evidently a lipoma undergoing a

fibrous change.

Remarks.—The tumour is interesting in several ways. Large

fatty tumours in the abdominal cavity are, in themselves, very rare,

and in the ' Path. Transactions ' only two such tumours are re-

ported (' Path. Trans.,' vol. xix, pp. 243 and 246). Again, while

fatty tumours often undergo calcareous degeneration, true ossifica-

tion in a fatty tumour is a very rare event, and still more rarely is

it found that one part undergoes fibrous change and the other part

osseous change, and that the parts so changed should become so

detached from the original mass as to form separate tumours. The

tumour itself had probably originally sprung from the serous

membrane.

19
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10. Diffuse (?) sarcoma of liver, prohably congenital.

By Egbert "William Parker.

THE specimen was removed from the body of an infant, aged five

weeks. "When the child was three weeks old Mr. Meredith

Townsend, of Kensington, was asked to see it on account of a swelling

and hardness of the abdomen. Nothing unusual had been noticed

since the birth except that every now and then " it drew itself up

and cried out." I saw the child a few days later. There was no

jaundice, nor had there been any. The child was rather a small

one and it was thin and wasted. A satisfactory history of syphilis

could not be obtained.

The child's abdomen was distended and hard, and in the region of

the liver, uneven on its surface : a few large veins were seen ramify-

ing over it. On palpation, a hard substance could be distinctly felt,

it began in the liver region, and reached quite over to the opposite

side of the body, and down as low as the iliac crests. Below the

umbilicus there was a very small area of resonance, but elsewhere

the whole abdomen was dull on percussion. This dulness did not

vary with change of position. Fluctuation was not detected.

There was a slight oedema in the lower extremities, as well as,

though to a less extent, in the abdominal walls. Mercurial inunc-

tions were tried on the chance of its being a syphilitic new growth.

The child died, when aged five weeks.

A partial autopsy was made seventy-two hours after death. The

body was much wasted, the subcutaneous fat was all gone. The

bones all appeared to be normal. The liver filled the abdominal

cavity almost entirely ; it weighed 32 oz. When first removed, it

was of a dark plum colour, mottled over with patches of yellowish

tint, corresponding, when cut into, to a new growth, which was

largely diff"used through the whole liver. This dark colour quickly

changed to a bright scarlet after removal of the liver from the

body. It was obviously due to the presence of blood, with which

the organ was distended, and which gradually drained away from

it after it had been cut into. The new growth was scattered

throughout the entire gland as nodules, varying in size from a

millet seed to a walnut. It looked not unlike caseous material, but

it could not bo shelled out from the liver substance. The upper
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surface of the organ was irregularly, though slightly nodulated ; its

capsule was shiuy, and did not appear to be thickened. The left

lobe was quite as large as the right, and both of them were almost

circular in outline. The under surface was peculiar, in that the

usual subdivisions were less well marked than is common, and

there were several nodules of new growth projecting from it. The

gall bladder was rudimentary, it did not appear even to have con-

tained bile. The vessels were normal.

The intestines were very bloodless, they were empty.

The right kidney was normal.

The spleen was normal as to appearance and position.

The left kidney was small ; this organ and the preceding one

were connected together by a mass of new growth as large as a

Tangerine orange, which, however, nowhere invaded their sub-

stance. This mass was the only bit of secondary growth which was

found ; in general structure it corresponded with that in the liver,

being very vascular and soft. The lungs were pale ; there were,

along the borders of the lobes, patches of (? congenital) atelectasis.

Heart.—The foramen ovale was quite patent, but otherwise

normal.

Uterus and ovaries appeared healthy.

A microscopic examination shows it to consist of round cells

held together by a delicate connective tissue ; the cells are con-

siderably larger than blood corpuscles, and are granular for the

most part. The intercellular substance varies a little in quantity,

but it is nowhere very abundant. The proper gland cells of the

liver cannot be made out in any of the many sections I have

examined. Even in places where there is no obvious naked eye

change, the liver substance is infiltrated with a dense small cell

deposit, which quite obscures the liver cells even if they are

present. There are numerous patches of blood extravasations,

around which, in many places, there does not appear to be any
containing membrane ; elsewhere, however, the vessels appear dis-

tended with blood, and hence I conclude that the extravasations

are all distended vessels. Towards the peripheral portions of the

liver the growth is divided into spaces by strands of connective

tissue, which is sometimes nucleated. In these places there is an
abortive appearance of portal zones (lobules), but it is very

indefinite.

I have called this growth a round-celled sarcoma. But it is open
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to members to sugf^est that it may be a syphilitic new growth.

It is, however, not usual for syphilis to manifest itself in this form,

and it must further be remarked that a history of syphilis in the

parents could not be obtained, and that the infant did not manifest

any other symptoms of congenital disease but this ; if syphilitic,

it would I think be remarkable that the disease should have been

strictly confined to one organ of the body, for the spleen and

kidney have been examined without presenting any traces of a

similar new growth. It is unusual also for syphilis to be accom-

panied by a secondary deposit in the retro-peritoneal glands similar

to the one I have described. I would also add that it was in no

way affected by the mercurial treatment which was ordered on the

chance of its being syphilis. This I consider important as regards

diagnosis, for if there be one point more remarkable than another

in congenital syphilis, it is the readiness with which it is influenced

by a mercurial treatment. The size of the cells too is rather unlike

what is found in syphilis, and the great vascularity of the growth

is, I venture to believe, unlike the generality of syphilitic neo-

plasms. In no place is there any trace of retrogression, or of those

changes which usher in cirrhosis. On the whole, therefore, I am
inclined to regard it as a sarcoma ; for it (sarcoma) is well known
to occur congenitally as well as during early infancy.

Contrary to syphilis, sarcoma commonly does affect a single

organ ; it is accompanied by secondary deposits not infrequently,

and it is in no way (as in the present instance) under the control

of treatment. Further, considering how largely mesoblastic ele-

ments enter into the formation of the original liver, there will be

no histological difficulty in accepting this view.

I have ventured to say congenital sarcoma, not only on account

of its extent and general distribution throughout the entire gland,

but also on account of the youth of the patient. When attention

was first drawn to it it was only three weeks old, and the liver was

then of considerable size, seeming to fill the entire abdomen, and

the child was rather less than five weeks old when it died. One
can scarcely conjecture how early during intra-uterine life this

morbid tendency began to manifest itself; but, in view of the entire

absence of liver cells and of liver function, as largely evidenced by

the undeveloped gall bladder, and also by the absence of bile, which

is normally present during the seventh month, I should regard it as

of a very early date. This view, it seems to me, is strengthened by
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the circular shape and equal vsize of the right and left lobes, which
during their earliest periods are almost identical in these respects.

Under these circumstances we shall have to regard the disease

less as a reversion to the embryonic type, than as a 'persistence of

that type into extra-uterine life. May 4ith, 1880.

11. On some of the appearances observed in a case of cancer of
the liver.

I

By GrEOEGE Thin, M.D.

[With Plate XX.]

T is my intention to illustrate by the drawings which accompany
this paper the changes which were observed in the liver cells

in a case of cancer of the liver. The specimens from which they

have been drawn were prepared from the large cancerous liver of a

woman who died in the Middlesex Hospital. The cancer of the

liver was secondary to a cancer of the breast, which had been

operated on by Mr. Henry Morris. It is a feature of interest in

the case that before a tumour was felt in the breast there had been

long standing disease of the skin of the nipple and areola, the

disease to which Sir James Paget has drawn attention, as being

associated with the development of cancer in the mamma.
The liver was a large one and very thickly infiltrated with can-

cerous deposit. The parts examined were chosen from the borders

of these cancerous masses, and the sections were made through the

margin, including therefore the cancerous and the contiguous non-

cancerous elements.

The cancerous infiltration consisted of epithelial cells arranged in

columns, and was seen in section to be composed of circular or

elongated cell-groups (figs. 5 and 8). The cells were rounded or

polygonal, and were none of them large. They were usually seen

so welded together that the outlines of the individual cells were

obscured, but those that were sufficiently isolated to be distinctly

seen had the shape I have mentioned. A line of demarcation

between the cancer cells and the liver cells was observed in all the

sections examined.
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Usually tbe liver cells near the cancerous deposit were filled

with vacuoles, from which probably fat had been removed by the

hardening fluids, and many of them were broken down and disinte-

grated to such an extent as to be with difficulty recognised. The

fatty degeneration of the liver cells was found at a comparatively

considerable distance from the cancer, and no perfectly healthy

liver cells were seen. Sometimes a column of cancer cells touched

a row of liver cells, and appeared continuous with it, but this

apparent continuity depended on the connective tissue not being

disturbed, the column of cancer cells advancing on a delicate band

of connective tissue from which the liver cells had disappeared. It

was always possible in preparations doubly stained with eosin and

loffwood to observe where the last liver cell ended and the first

cancer cell began. The cancer elements were specially stained by

the logwood. There was no division of nuclei amongst the liver

cells, and no appearances indicative of any other change than that

of disintegration. The nuclei of the cancer cells were larger than

those of the liver cells.

The result of an examination of the specimen has shown that in

this case the cancer development took place without any implica-

tion of the liver cells. May l^th, 1880.

12. On the histology of a cancerous tumour of the mamma.

By Geoe&e Thin, M.D.

[With Plate XIX.]

REBECCA S— , set. 28, the mother of five children, was admitted

into King's College Hospital, under the care of Professor

Lister. A note furnished me by Mr. Davidson, the house surgeon,

states that

:

" Three years before admission the patient first noticed shooting

pains in the left breast, emanating from a small lump about the size

of a hazel nut. On admission, she had a tumour about the size of

a small orange on the inner side, and one about the size of a nut

somewhat below and two inches nearer the middle. There was

much pain in the smaller tumour. The skin over the larger lump

was adherent, and the tumour was moveable over the subjacent





DESCEIPTION OF PLATE XIX.

Illustrating Dr. Thin's paper on the Histology of a Cancerous

Tumour of the Mamma. (Page 29-i.)

Fig. 1.—Early changes iu the gland structures of a lobule, x 95.

Fig. 2.—Part of the border of a cavitj% from which a cell-mass has fallen

out. X 240.

Fig. 3.—The cavity referred to in the description of Fig. 2.

Fig. 4.—The cell-growth in a lobule, iu a more advanced stage than is seen in

Fig. 1. X 70.

Fig. 5.—Showing, as seen under a low magnifying power, the distribution of

isolated cell-masses and cavities, x 14.
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DESCEIPTION OF PLATE XX.

Figures 1, 2, 3, and 4 illustrate Dr. Thin's paper on the Patbo-

logical Histology of Elephantiasis. (Page 337.)

Figures 5, G, 7, 8, and 9 illustrate Dr. Thin's paper on some of

the appearances observed in a Case of Cancer of the Liver. (Page

293.)

Elephantiasis :

Fig. 1.—Cells seen scattered through different parts of the elephantiasis

tissue. X 500.

Fig. 2.—A cell lying on a loosely connected bundle of fibrous tissue.

X 500.

Fig. 3.—Cells in the midst of the elephantiasis tissue, having an

endothelial-like arrangement, x 500.

Fig. 4.— (To illustrate the nature of connective-tissue cells in the normal

tissues.) Cells in the subcutaneous tissue of the mouse, fixed by interstitial

injection of solution of nitrate of silver before the tissues had cooled, x 250.

Cancee of the Livee :

Fig. 5.—Section through the cancerous growth, x 45.

Fig. 6.

—

a and h. Isolated degenerating liver-cells, c. Several degenerat-

ing liver-cells in continuity. x 250.

Fig. 7.—Illustrating further the degeneration of the liver-cells, x 250.

Fig. 8.—a and h. The columns of cancer-cells, seen lengthways.

c. Columns cut transversely, x 250.

Fig. 9.—Illustrating the relations of the cancer growth (a) to the liver-

cells (J). X about 150.
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structures. The nipple, from which there had been a slight dis-

charge, was retracted.

" The glands in the axilla were enlarged, but not those above the

clavicle.

" The breast was removed on Marcli 10th, and the patient dis-

charged on April 1st."

I examined a portion of the larger tumour, the part examined being

on the border of the growth and surrounded by healthy tissue.

This part of the tumour was composed of a number of small

nodules about the size of a pea and less.

The nodules were composed of an epithelial growth which had the

following characteristics :

The epithelial elements were grouped in columns, which were

mostly solid but sometimes had a central lumen. A group was

sometimes formed by only a few large round masses, and sometimes

a single large round cell-mass was found isolated. The cells from

the larger masses had frequently fallen out, leaving either an empty

space in the connective tissue or a round hole lined with a single

layer of cells.

The cells were small and rounded. The nuclei were round and

of uniform size.

The epithelial clusters had formed in the region of a lobule.

The following different appearances observed in different lobule-

areas form, I consider, so many transition stages. Lobules were

observed in which, the cells of the terminal vesicles of the acini were

more or less broken down; in others, instead of the normal vesicles,

round solid columns of cells, witb sometimes a central lumen, were

found ; in a still more advanced stage a few large solid columns of

cells filled the area. In all these stages a considerable amount of

cell infiltration was present. Occasionally one large circular or

oval cell mass was found, equal in area to a small lobule. In the

large cell masses tbe central cells were sometimes found to have

degenerated to an extent that made them only recognisable by a

comparison of transition stages. The cells in this change become

agglutinated and form an amorphous granular mass, which staiua

differently from the less altered cells.

Several solitary round cell masses were observed, of a smaller

size than the large masses last mentioned, a single line of cells

bounding a centrally situated mass of cells which had undergoue

the peculiar form of degeneration to which I have just alluded.
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These were evidently enlarged galactophorous ducts blocked with

cell (Uhris}

The sections examined did not suffice to determine whether new

cell growth in a lobule took place from the columnar epithelium of

the ducts or from the secreting cells, but the tumour is similar to

a tumour I have examined and described in a paper read before the

Eoyal Medical and Chirurgical Society, in which the origin from the

columnar cells of the ducts was observed.

The structure of this tumour differs from that which distin-

guishes cancers which take their origin from the secreting cells of

the acini, and of w'hich a large proportion of the cancers diagnosed

as scirrhous are composed, in the following negative features. The

circular cell-masses, when they are once formed, show little disposi-

tion to extend into the surrounding connective tissue. The soft

intralobular connective tissue soon yields and breaks down, but

the strong interlobular tissue resists the epithelial growth so suc-

cessfully that for a considerable time the morbid changes are

limited to the lobule areas.

All the growths tend to assume a circular form (as seen in

section), the coalescence of several smaller columns not much
modifying this tendency.

There is a tendency to the disposition and form of a columnar

epithelium in the outermost layer of cells, with in some places well-

marked sub-columnar cells.

In some of the new cell growths sections of rounded columns of

cells show a central lumen, producing the appearance that is sup-

posed to be characteristic of the tumour described as adenoma or

chronic mammary tumour.

There is a greater uniformity in the size of the nuclei and a

feebler power of resistance in the cell substance than is the case in

the commoner form of scirrhous tumour. This quality gives rise to

a distinctive appearance, produced by agglutination, granular

degeneration, and a chemical change in the central cells of the

masses.

The most distinctive feature in these tumours, and that which

separates them specifically from the common cancer, which takes

• This peculiar product of cell defeneration stains deeply with eosin. I have

found it in several breast tumoure which belonged to the same class as the cue I

am now describing.
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origin from the parenchymatous cells, is the disposition to form

columnar epithelium.

Whilst they dilFer spi'cifically from the parenchymatous or ordi-

nary scirrhous cancer, they differ only in extent and rapidity of

development from the tumours known as adenomas or adenoid

tumours.

I have thought the present case worthy of being recorded as an

illustration of these points. Leaving out of consideration the age of

the patient, the history and symptoms are those which surgeons

consider to be characteristic of scirrhus. The histology of the

growth shows it to belong to the group of tumours to which I have

alluded, and which I designate duct cancers, whilst in some parts

the structure was identical with typical forms of so-called adenoma.

The term scirrhus would clinically be applicable to the tumour, as

I am informed it would have been to the naked eye appearances of

the centre of the growth, which I had not an opportunity of seeing.

Histologically it would, I believe, be generally called an adenoma or

adenoid tumour. Cases like this show, in my opinion, that the terms

scirrhus and adenoma are apt to lead to confusion. The great

majority of tumours which are called scirrhus differ histologically

from this one, and if this tumour could be called a scirrhous

tumour, the term would be made to cover two kinds of epithelial

growth in the mamma which are distinct from each other.

The term adenoma is used to designate a kind of tumour in the

breast which is usually benign in its nature and which does not

infect the lymphatic glands. But, although this tumour had the

anatomical structure which characterises the majority of these non-

malignant tumours, it was growing rapidly, was painful, infected

the axillary glands, and clinically would, I presume, be called by
most surgeons a cancer. If the use of the term adenoma, as

expressing the idea of a definite epithelial growth, is retained, it

will have to cover not only chronic non-infecting growths, but

tumours that grow rapidly, and infect the lymphatics.

The commoner form of malignant cancers of the breast have

been found by Waldeyer and others to originate in the parenchy-

matous epithelium ; the cancer, of which I have just described an

example, has been found by Waldeyer and myself ^ to originate in

the lactiferous ducts. I am not aware that observers who have

described the structure of so-called adenomatous growths from

1 And I believe other observers whom I am unable to cite.
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examples taken from chronic non-infecting tumours (the adenoma

par excellence of most Engliah patliologists), have traced the first

departure from the normal epithelium, but if I am correct in think-

ing that the tumour I have just described is of the same species

histologically as these adenomas, then I believe it to be a matter of

fair inference that they all take their origin in the duct epithelium.

In substituting another name for that of adenoma, which, I think,

on grounds already stated, to be open to objection, expression may
be given to two available features. One is, the tendency to the

formation of columnar epithelium, and the other is the origin from

the ducts. The reproduction of columnar epithelium of a marked

type would not appear to be constant, whilst the origin from the

columnar epithelium of the ducts, thus ascertained to occur in a cer-

tain number of instances, may be legitimately inferred to be constant.

The terms parenchymatous cancer and duct cancer would, I believe,

give expression to conditions that are invariable, and would desi;^-

nate the source from which each of the two varieties of new epithelial

growths in the mamma take their origin. May 18^A, 1880.

13. Epithelioma of the penis.

By T. ^Y. Nujw.

THE specimen was removed from a gentleman, sat. 70. The
section shows a luxuriant cell growth developing on the sur-

face into papillae, and deeper in the substance of the growth

into loculi filled with cells as in scirrhus, but without the fibrous

matrix proper to that form of cancer. The disease had commenced
six months previously as a small wart, which gradually covered the

greater part of the glaus penis and the prepuce. The prepuce

had been habitually retained forwards, covering the glans.

March 15th, 18S0.
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14. Melanosis of the little Jinger.

By T. W. NuKN.

THE specimen was a section from a melanotic growth on the little

finger of a lady, aet. (about) 50, the finger having been

removed by operation. For many mouths before the operation

there had existed on the inner side of the finger a patch of dis-

coloration like an ecchymosis, the size of a fourpenny piece, which,

however, remained quiescent. Towards the autumn of 1879 this

began to discharge, and as the winter came on, rapidly grew in

thickness. The patient, it may be mentioned, was a person of

unsound mind.

The section shows what was an active cell-growth interspersed

tvith the obsolete pigmented cells of the original discoloration, as

though a sudden stimulus having arisen in the structures the

distinctly cancerous character rapidly developed itself.

There were no enlarged glands either at the bend of the elbow

or in the axilla. March 15th, 1880.

15. Myxosarcoma of the spermatic cord removed from a

child thirteen months old.

[With Plate XXI, Pig. 2.]

By W. J. Walsham.

THIS specimen was sent to me by my friend Mr. Anderson, of

Nottingham, accompanied by the following history :

" "W. E.—, thirteen months old, came under treatment May

7th, 1879, with a tumour, situated partly in the groin and partly

in the scrotum.

" The mother said she first noticed it six months ago ; that it

had been getting steadily larger, and for the last four weeks had

grown very rapidly. The tumour (see woodcut), which was about

the size of an orange, was found to occupy the inner part of the
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fold of the groin, and to reach to the upper part of the scrotum.

It was smooth, globular, circumscribed, elastic, non-translucent,

and had the feeliug of a very tense cyst. The veins over it were

Woodcut 3.

1. The tumour. 2. The epididymis. 3. The testicle.

dilated. The child's general health was good, and he did not appear

to suffer pain.

" On May 10th an exploratory puncture was made with a small

trochar, but without obtaining fluid.

" On May 13th a single incision was made over the front of the

tumour, which was then easily dissected from the tissues of the

scrotum, but was found connected posteriorly with the spermatic

cord. This latter was divided, and the growth, together with the

testicle, readily shelled out. The wound was dressed antiseptically,

and the child discharged a few weeks afterwards apparently in

perfect health. It is now a year since the removal of the growth

and there are no signs of its return."

The tumour, which had the testicle attached by the spermatic

cord to its lower end, was of an oval form, and measured in its

longitudinal axis two inches, and in its transverse an inch and

a half. A capsule of connective tissue surrounded it, and could

be traced over the portion of the spermatic cord between the

tumour and the testicle to the latter structure, which it also
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enclosed. This capsule was apparently the infundibuliform fascia.

The portion of cord between the tumour and the epididymis measured

half an inch. The growth was smooth on the surface, of a firm con-

sistence, and of a creamy-white colour, presenting on section a

somewhat homogeneous, and in places indistinctly fibrillated, struc-

ture. Longitudinal sections, of which the accompanying is a draw-

ing (Plate XXI, fig. 2), were made through a part of the lower end

of the tumour, the contiguous portions of the cord, and the testicle,

in order to better show the relation of the tumour to the cord

;

which latter, to the naked eye, appeared to pass uninterruptedly

into the mass of the growth. By holding these sections up to the

light, the vas deferens could be distinctly traced round the back of

the growth ; and, under a low power, the intimate connection of the

hinder portion of the tumour with the cord could be seen. Under
a high power the tumour was seen to consist in great part of mucous

tissue intermixed with small, round, and spindle cells, and in places

with tracts of ill-defined fibrous tissue.

Solid growths, other than fatty, in the spermatic cord appear to

be exceedingly rare. Fibrous, and fibro-cellular (myxomatous)

growths in the scrotum, however, appear to be much less so. Mr.

Curling, in his work on the testicle, refers to several of the latter,

and states that when they attain some size they become adherent

to the spermatic cord, and in several of the cases he mentions,

could not be separated from it, so that the testicle had to be

removed with the growth.

It seems probable that some of the growths, that had been

regarded as scrotal, adhering to the cord, had more likely their

origin in the cord itself. Indeed, Mr. Curling himself is of this

opinion with regard to one of the tumours he alludes to. Although

it is possible that the present specimen might have originated in

the tissues of the scrotum, I do not think that this is the case

;

for the fibrous capsule, which I think was the infundibuliform

fascia, can be traced over the tumour uninterruptedly on to the

testicle, and the connection between portions of the tumour and

the ducts and vessels appear to be too intimate for the tumour to have

merely become secondarily adherent to the cord. So close was the

relation that at first sight it seemed probable that the growth had

had its origin in some of the ducts of the epididymis. It had not,

however, the papillary appearance common in intra-cystic growths
;

nor am I aware that in any cases of cysts in the cord have growths
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been observed in their interior. The same objection holds good to

the view that it might have been developed from the organ of

Giraldes, or other remains of the "Wolffian body, or from the

Miillerian ducts. Besides, the growth vras too far removed from the

epididymis for it to have originated in any of these ways. On the

whole I regard it as having been developed in the loose connective

tissue of the cord.

In the Hunterian Museum there are three somewhat similar

growths ; two of these are said to be medullary carcinoma, and one

a myxoma. The last seems to have grown from the epididymis.

Of the two former, one, which occurred in a patient between forty

and fifty, terminated fatally within two years of its first appear-

ance ; the omentum and lumbar glands being found at the post

wor^e/rt examination infiltrated with medullary cancer. No operation

was attempted. There is no history of the second case given. In

both the testicle was healthy. In Guy's Hospital Museum there

is a specimen of a growth in the cord called in the catalogue a

melanotic cancer. Mr. Curling, in the work above mentioned,

alludes to three cases. Two of these have already been referred to

as contained in the Hunterian Museum, and the third occurred in

the practice of Mr. Spence, of Edinburgh. The only specimen

shown at the Society at all resembling this, was one which recurred

after the third removal of a fatty growth of the cord. It con-

sisted of a mixture of fat with large quantities of embryonic tissue,

and was regarded as of the nature of a sarcoma. Volckmann

describes a somewhat similar specimen which was called a " lipo-

niyxoma."

Since this communication was written, a very interesting tumour

of the cord has been removed from a child, five months old, at St.

Bartholomew's Hospital, by Mr. Willett. This growth almost sur-

rounded the testicle, which appeared embedded in its lower and

anterior part, and so much so that the growth was thought before

removal to be of the testicle itself. Its structui*e was that of a

mixed sarcoma. February I7ih, 18S0.





DESCEIPTION OF PLATE XXI.

Illustrating Mr. Walsham's specimen of Tumour of the Sper-

matic Cord. (Page 303.) From drawings by himself. See also

Plate XXII, Figs. 3 and 4.

Fig. 1.—Longitudinal section.

a. Tumour.

h. Epididymis.

c. Testis.

d. Tunica vaginalis.

FiO. 2.—Section through the lower part of the tumour, the cord, ami the

testicle, to show the relation of the tumour to the cord. (Natural size.)

a. Tumour.

h. Epididymis.

c. Testis.

Fio. 3.—Segment from one of tlie tubular systems of cells, showing the tliree

zones.

a. Outer zone.

b. Middle zone.

c. Inner zone.

d. Central space.
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DESCEIPTION OF PLATE XXII.

Figures 1 and 2 illustrate Mr. Walsham's specimen of Horny-

Growth from the Eyelid. (Page 306.)

Figures 3 and 4 illustrate his specimen of Tumour of the Sper-

matic Cord. (Page 303.) All from drawings by himself.

Fig. 1.—Vertical section.

a. Horny layer.

b. Epithelial columu.

c. Transverse section of epfthelial column.

d. Base, i inch object.

Fig. 2.—Transvei'se section. ^ incb object.

Fig. 3.—Tumour of the spermatic cord. To show the tubular appearance

of a thin section of the growth seen through a hand lens.

Fig. 4.^-Tn show the tubular systtjms of cells as seen under a high power.

a. Outer zone.

b. Middle zaiic.

c. Inner zone.

(/. Central space. \ inch obj.
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16. Tumour ofthe sjiermatic cord from a childfour years of age.

By W. J. AValsham.

[With Plate XXI, Figs. 1 and 3 ; Plate XXII, Figs. 3 and 4.]

FOB this specimen I am indebted to my friend Dr. Marshall. It

was removed by him from the scrotum of a child, aet. 4, who

was under his care at the Children's Hospital at Nottingham. I

received the following brief history of the case from Dr. Marshall.

" The child was first brought to the hospital two years ago, suffering

from a congenital hydrocele. A truss was ordered to be worn, but

it could not be used for long, on account of the pain it produced.

Subsequently a fluctuating globular swelling appeared just outside

the external abdominal ring, and was thought to be an encysted by.

drocele of the cord. This swelling suddenly disappeared in Sep-

tember last, and was followed, two months later, by another swelling,

just above the testicle, and verging upon the globus major of the

epididymis. This second tumour rapidly increased in size, so that

the fluid in the sac of the congenital hydrocele could not at last be

returned into the abdomen."

On the 31st of January, 1880, Dr. Marshall removed the growth,

together with the testicle, and the edges of the divided portion of

the hydrocele sac were accurately stitched together. The wound
healed favorably, and the child was discharged well. There was no

history of syphilis, neither did the child show any trace of it.

The tumour is situated immediately above the testicle, and is in-

timately connected at its lower part with the globus minor of the

epididymis. The testicle and the anterior third of the tumour are

surrounded by the thickened tunica vaginalis, which has been laid

open from the front. A loose capsule of connective tissue, and a few
scattered bundles of muscular fibres, probably the infundibuliform

fascia, and part of the crem aster muscle, can be traced over the sac

of the tunica vaginalis, and those portions of the growth which are

not surrounded by that tunic. The vas deferens appears to enter

the lower and back part of the tumour ; but it cannot be traced

through it with the naked eye, although microscopic sections of the

posterior part of the tumour show, in places, transverse and longi-

tudinal sections of a duct, probably the vas, intimately surrounded

by the elements of the growth.

The tumour, which measures about one inch and a half in its long
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axis, and about one inch in the widest part of its transverse axis, is

irregularly oval in shape, smooth on the surface, of a pale pinkish-

white colour, and of a firm and slightly elastic consistence.

On section the cut surface appears irregularly nodular, and when

examined by a hand lens gives one the idea that the section had been

carried through a number of coils of one or more thick-walled ducts

(Plate XXII, fig. 3). Thin sections, mounted on a glass slide and

held to the light, present the same tubular appearance, and when ex-

amined by the microscope are extremely suggestive of an intratubu-

lar origin of the growth. Under the half-inch objective the appear-

ance of ducts is seen to be due to the presence of a number of

tubular systems of cells (Plate XXII, fig. 4). On transverse section

each tubular system consists, for the most part, of an irregular and

generally centrally placed space or channel, surrounded by several

tolerably distinct zones of cells. The central space, when present,

shows no trace of limiting membrane. In the zone immediately

surrounding it the cells are closely aggregated, and no blood-

channels are seen amongst them. In the next zone the cells are

much less densely packed, and numerous large blood-vessels with

distinct walls abound. In the outermost zone the cells are sup-

ported by a very delicate, concentrically arranged, reticulum of

fibres ; but this is better seen under a higher power (Plate XXI,

fig. 3). Under the quarter and eighth the cellular elements,

which vary slightly in shape, consist, for the most part, of small

round nuclei, embedded in varying amount of homogeneous or very

indistinctly fibrillated protoplasm.

The exact nature of the growth seems doubtful. I have shown

sections of it to several frieuds accustomed to the microscopical ex-

amination of tumours. They difier in their estimation of its charac-

ters. In many respects it resembles a gummatous growth, but the

child had no signs whatever of congenital syphilis, and there was no

parental history of this disease, a point concerning which Dr. Mar-

shall made careful inquiries. It has been thought a round-cell sar-

coma, or as having affiuities to the somewhat indefinite form of

tumours called by Virchow granulomata. For my own part, although

I am unwilling to give it a name, I believe, from the microscopical

appearances I have described, that it had an intratubular origin, and

I cannot help thinking that it may possibly have arisen in some of

the tubular remains of the Wolffian body (as the organ of Giraldes),

BO abundant at the commencement of the cord. Granting an intra-
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tubular origin, it is possible that it might have arisen in some of

the tubes of the epididymis, or in the vas.

The situation of the growth, then, at a spot where the remains of

foetal ducts normally occur, its tubular character, and the apparent

freedom of other ducts in which it might have originated, seem to be

points in favour of its formation from foetal remains ; and although,

as far as I know, there is no record of any solid growths in this

situation having had such an origin, still, looking to the facts that

cysts are not unfrequently developed from these remains, and that

foetal structures in other parts of the body are believed to be occa-

sionally the starting-points of solid growths, it does not seem to me
unreasonable to attribute the growth in this situation to a like

cause.

From the history of the case it would appear not improbable
that the pressure of the truss, which the child had been ordered

to wear for the cure of the congenital hydrocele, had been the

cause of the intratubular proliferation. Although, if this were
the case, it would rather point to the ducts of the epididymis as

being those affected, it does not, I think, altogether militate against

the view that I have taken, i. e. that the growth had been produced
in the tubular remains of the Wolffian bodies. It would of

course, have been necessary for the Wolffian tubules to have kept
their connection with the vas deferens, i.e. the Wolffian duct ; and
there is no reason why they should not have done so, seeing that in

encysted hydrocele of the testis, which is believed to originate in

these remains, a communication has been shown by Luschka to exist

between the interior of the cyst and the vas.

Another point of interest in the history of this case is the sudden
disappearance of the swelling, which occurred just external to the

abdominal ring, and was thought to be an encysted hydrocele of the

cord. It seems just possible that this might have been a growth
similar to the one subsequently removed, and that its disappearance

might be accounted for in the same way as the disappearance of

the growths described by Dr. Gairduer (' Path. Soc. Trans.,' vol. xxx

p. 387). In that case the growths, which had a structure some-

what similar to that of the present specimen, had disappeared several

times spontaneously. As remarked by Dr. Goodhart, " This was
probably due to the tubular arrangement of the cells, which had
allowed part of the morbid growth to be carried away piecemeal

along the tubes which formed part of the tumour."

20
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The tumour of the spermatic cord, described in a previous com-

munication (see p. 299), had a myxo-sarcomatous structure, and

appeared to originate in the loose connective tissue o£ the cord.

A reference to other growths in the cord will likewise be found in

that communication. April 20th, 1880.

17. Horny growth from the lower eyelid of an old woman.

By W. J. Walsham,

[With Plate XXII, figs. 1 and 2.]

THE growth was removed by my friend Dr. Marshall from the left

lower eyelid of a woman, set. 87, in whom it had been growing

only two months. It is said to have had its origin in a wart, or

small sebaceous tumour, which had existed for many years. The

growth, in external appearance something like a limpet shell,

measures 1^ inches in length, and 1^ inches in diameter at its base.

It has a horny consistency externally, whilst internally it appears

to be composed of a white, soft, sebaceous-looking material. The
specimen is shown for two reasons, 1st, because of the rapidity of

its growth ; and 2nd, because hardly any mention of the micro-

scopical structure of the few similar specimens shown before the

Society has been made in the ' Transactions.'

Microscopically, it is seen to consist chiefly of epithelial cells.

The cells near the surface are compressed and flattened laterally so

as to form the cornuous layer. Columns or club-like processes of

epithelium (see fig. 1) are noticed at intervals extending longitu-

dinally through the general mass of cells. On transverse section

(see fig. 2) the cells composing these columns are seen to be

arranged concentrically, the internal cells being of a somewhat

irregular shape, the more external, however, being flattened and

laterally compressed. The cross section presents much the appear-

ance of the epithelial nests characteristic of epithelioma (figs. 1 and

2). A central space is noticed in the cross section of some of these

columns, which may be cither due to a hollowness of the column or

to the falling out of the central cells. In some fat-cells are seen.
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On tracing some of these columns upwards (see fig. 1) from the

base of the growth they are noticed, after proceeding a variable

distance, in its long axis, to be slightly deflected outwards to the

circumference, where the cells composing them blend with the cells

forming the horny layer. This outward deflection would appear in

many instances to be due to the presence of other and more
internal columns, which, as they grow upwards, press the outer

ones aside, whilst these more internal columns are in their turn

pressed outwards by others still more centrally placed.

Some diff"erence of opinion exists concerning the nature o£ these

growths. In Drs. Jones and Sieveking's ' Pathology,' edited by
Dr. Payne, they are said to originate in the sebaceous follicles,

whose epithelium, thrown off" in unnatural and excessive quantities,

and mixed with the fatty secretion, forms a conical mass which pro-

trudes from the orifice in the skin, and is pushed onwards continu-

ally by fresh accretions to its base. The exact connection of this

growth with the parts from which it sprung could not be deter-

mined, as it w^as twisted oft' at its base, no portion of skin being

removed with it. Prom the small amount of oily matter, however,

which it contained, the large preponderance of the epithelial ele-

ments, and the microscopical arrangement above described, it

appears probable that it originated as an epithelial proliferation

rather than as a sebaceous outgrowth. Specimens similar to this

have been shown at this Society by Mr. Holmes, in 1865, and by

Mr. Wagstaff"e, and by Mr. Bellamy in 1870.

A2)ril Qthy 1880.

18. Dermoid tumour from the rectum.

By Heineich Poet, M.D.

[With Plate XXIII.]

THE specimen exhibited is a dermoid tumour showing an abun-

dant growth of hair, and chiefly of interest on account of its

situation. It was taken from the rectum of a young woman, and

was attached by two pedicles to the posterior wall of the intestine,

about three inches above the external orifice. The following is the

history

:
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A. K— , a>t. 16, was taken into tlie Q-erman Hospital, in October

last, complaiuing of intestinal obstruction, and a forcing pain on

any attempt to relieve the bowels. These symptoms were only of

a recent date, about three months. Some days after her admission

it was observed that a polypoid tumour, of large size, came partly

out of the anus when the patient wanted to pass a motion. A mass

of long hair repeatedly made its appearance, and could only with

difficulty be replaced. The patient was brought under the influ-

ence of chloroform, the round tumour was drawn down as much as

possible, and its attachment, somewhat to the right from the

median line and about three inches above the anal orifice, was

ascertained. As the two pedicles were very short, my colleague,

Dr. Burger, who kindly saw the case with me, was of opinion that

interference should be postponed until the pedicles had become

stretched to a greater length by the frequent straining downwards.

This proved to be the right course. About three weeks after the

patient's admission, one day the tumour came out to its whole

length so that the sister in charge could not replace it. It soon

became gangrenous, and was easily removed with the help of two

ligatures. The patient was in a day or two quite well again, and

has not since shown signs of any recurrence.

The tumour, as it is seen now—it has much shrunk through the

action of alcohol—is 2^ inches long, and measures 2 inches

across in one direction and 1^ inch in the other. As regards its

composition, the bulk of it is made up of fibrous tissue with

numerous fat-cells. Embedded are two masses of bony substance,

the one of hard, the other of spongy consistence. The integu-

ment of the tumour shows all the characteristics of ordinary skin
;

epidermis, papillae, hair follicles, sebaceous glands. The micro-

scopical examination proved also the existence of numerous bundles

of muscular fibres below the cutis. I may add that a well-formed

canine tooth was observed to be growing from the tumour not far

from the pedicles. Unfortunately, no trace of it was left when the

growth was finally removed.

Dermoid cysts are met with in many parts of the body, but I

could not find anything in literature corresponding to the case

which I have brought before you, until my attention was directed

to an article in ' Langenbeck's Archiv,' 1874, in which Dr. Danzel

reports a very similar case. A woman, of 25, complained to him

of hairs which protruded from the anus, and which she pulled out





DESCRIPTION or PLATE XXIII.

Illustrating Dr. Port's Case of Dermoid Tumour from the Eec-

tum. (Page 307.)

The iipper figure shows the appearance of the tumour after it had been iu

spirit for some time. At the upper part a mass of hair is seen escaping, and to

the left are the two pedicles by which the tumour was attached.

The lower figure shows the tumour iu section. Near the upper p:irt is a

portion of bone.
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when they became too long. It was found that they were growing

from a polypoid tumour, the size of an apple, and attached to the

wall of the rectum 21 inches above the sphincter externus. The
tumour was removed, and showed, besides the hairs, a tooth at its

outside. The microscope proved that brain substance enclosed in

a bony capsule was part of the tumour. May IHthy 1880.

19. Lymphoma of mediastinum pressing upon the right bron-
chus and invading the lung. ( Card specimen})

Exhibited by Henbt A. Lediaed, M.D.

THIS specimen was taken from a woman, aged G9, who died in the
Cleveland Street Sick Asylum on July 18th, 1879.

The chief symptoms were emaciation and great weakness, cough,
scanty bronchitic sputa, and lastly, dyspncea with evidence of fluid

in the right pleura ; but the right chest was retracted.

The lung is small, solidified, and compressed by fluid, and shows
general recent pleurisy with adhesion of lobes.

A mass of lymphoma is seen pressing on the right bronchus and
almost occluding it.

The growth has invaded the lung, and there is a dilated condition
of the terminal portions of the bronchi, which were stuffed with
secretion when first examined ; here and there is destructive pneu-
monia, but no emphysema. There were numerous secondary
deposits in the liver as well as in the cervical lymphatic glands.

Microscopic examination of the growth showed the usual lym-
phoid tissue met with in these cases. November 4ith, 1879.

20. Myxosarcoma of the head of the tibia.
( Card specimen.)

Exhibited by W. J. Walsham for Mr, Ai^deeson.

THIS specimen was removed from a woman, aged 30. Eighteen
years ago she noticed pain and slight swelling of the outer
tuberosity of the tibia. The swelling increased gradually to

within five months of the operation for its removal, and then began
to grow rapidly and with severe j)ain. It appeared as a distinctly
circumscribed, smooth, slightly undulating, firm, immoveable
growth, about the size of the fist, on the outer side of the tibia just
below the knee joint. There was au egg-shell-like crackling
around its circumference, but none over its central part. The skin
over it was healthy, and there was no glandular enlargement.
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The tumour apparently springs from the interior of the outer
tuberosity of the head of the tibia. It presents the ordinary
appearance of a spindle-celled sarcoma, and contains a large cyst.

Under the microscope it ia seen to consist of spindle-celled

tissue intermixed with mucous tissue. December 2nd, 1879.

21. Pedunculated fatty tumour, which grew over the anterior

sujjcrior spine of the ilium. (Card specimen.)

Exhibited by W. J. "Walsham.

THE only points of interest in this specimen are its peculiar form,
and the unusual situation in which it occurred. It appeared
as a globular, distinctly pedunculated growth, hanging from

tlie anterior-superior spine of the left ilium. Both macro- and
micro-scopically it has the structure of an ordinary fatty tumour.
The tumour was removed from the body of a woman brought to

St. Bartholomew's Hospital for dissection.

No history was obtained. March \st, 1880.

22. Myxo-Jihroma of epididymis and cord. [Card specimen.')

Exhibited by James F. Goodhaet for Mr. John Gat.

THE tumour shows as an elongated nodular swelling, covered by a

tough capsule like the tunica albuginea. Behind, the vas

deferens terminates in a swollen portion, apparently the com-
mencement of the epididymis. The testicle occuj)ies the lowest part,

and in front of it is part of the tunica vaginalis full of blood-clot.

The section of the growth is firm ; it has allowed of a minute
injection of its capillaries, except where, in its central part, it has

undergone caseation.

Microscopically, its structure is that of a delicate hyaline fibroid

tissue, containing spindle-cell elements in it. From its flickering,

immature structure, it corresponds more to the myxomata than to

fibrous or sarcomatous tumours.

From a healthy married man, aged 45, under the care of Mr. Gay.
It had been observed for three months only. There was no glandular

enlargement. February 17th, 1880.
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23. Tumourfound loose in abdominal cavity. (Card
specimen.)

Exhibited by Frederic S. Eve.

AN oval tumour, found loose in the abdominal cavity of an
old woman, brought to St. Bartholomew's Hospital for

dissection.

It is composed almost entirely of calcareous matter, lying within
a scanty, soft, fleshy material, and is so hard that it was necessary
to make the section with a saw.

Microscopic examination.—Tbe fleshy part of the tumour consists

of fibrous tissue, containing a considerable quantity of involuntary
muscular fibi'e in bands and detached patches.

Hemarks.—The microscopic examination suggests that this tumour
was a pedunculated subperitoneal fibroid of the uterus, which
became detached. March 16th, 1880.

24. Series of Fifteen Drawings of Cancer.

Exhibited by Mr. Hulke.

(I.) Scirrhus offemale breast. {Card specimen.)

A prominent glossy knot in a scar ; an ill-defined mass in breast

;

infected glands in armpit. Eemoval in July, 1879 ; now recur-

rence in armpit, and infection of glands in root of neck. The
primary tumour, thought to be adenoma, was excised in a country
infirmary in 1877. A small knot, midway between breast and arm-
pit, was excised by myself in 1878. It had the clinical and rough
character, on section, of a fibroma. Vlth Decemher, 1879.

(2.) Cancer of female breast. {Card specimen.)

Ulcerated cancer of breast, of about six years' duration, during
the last three of which it was ulcerated. Secondary masses

in the liver. No infection of the lymphatics, and no outly-

ing secondary knots around the primary tumour. Death from
exbaustion. All the viscera excepting liver were healthy.

December 2nd, 1879.

(3.) Scirrhus of female breasts. {Card specimen.)

Primary cancer of the left breast. Secondary infiltration of the

right breast and front of chest. December ISth, 1879.
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Y
(4.) Scirrhus offemale hi'east. {Card specimen.)

EKT chronic cancer; atrophic. Slightly ulcerated; few secondary

knots in an aged woman. December l^th, 1879.

(5.) Scirrhus of breast. {Card specimen.)

EXTENSIVELY ulcerated, the margin a narrow raised hard wall.

Large portions of the ulcer more than once cicatrised by
islands springing up within its area, not running in from the

edge. December ISth, 1879.

(6.) Drawing of cancer of lower lip. {Card specimen.)

PATIENT, an old man, sot. 70, had for about four years a wart on
lip, which gave no trouble until about ten mouths before he

came under my notice, when he chanced to cut it off in

shaving. The little wound never healed but festered aud enlarged,

and some time later it was pronounced a cancer by a medicus, who
excised it. The incisions never perfectly healed, the lower angle

swelled, and he put himself under a quack who burned it, June
12th, 1876. The whole of the infiltrated parts were freely cut

away, and a new lip raised from the chin. The greater part of the

lines of incision healed immediately, and he went home in a fort-

night. Six months later he returned with recurrence under the

chm and in scars. No further operation was deemed proper.

(7.) Caficer of lower lip, and mole on cheek. {Card specimen.)

A CARPENTER, ffit. 56. Finely warty raised sore with sharp,

Ix. slightly everted edges.

Duration twelve montiis.

Excision January 24th, 1877.

Further course not known. January 6th, 1880.

(8.) Cancer of lotver lip. {Card specimen.)

HE patieut, a woman, set. 51, had had during twenty years a

little wart on tlie lip, which did not occasion her any concern

until six months before I saw her, when she iiad a scabbed

warty uher of size of silver sixpence, on a hard base, on the lip and

near angle of jaw an enlarged indurated gland.

The ulcer and the gland were excised. January 6tk, 1880.

T
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(9.) Cancer beginning in lower lip. {Card specimen.)

A LABOURER, aet. 54. Extensive infiltration of lip, cheek, and neck,
with ulcerative infectious of lyuipluitic glaiuis, after excision
of a primary "epithelioma of lower lip two years previously.

The patient lived forty-six mouths after first noticing the disease.

Qth January, 1880.

(10.) Cancer of lower lip and icJdhyosis of tongue. {Card
specimen.)

AN old man. No clear history of duration could be obtained.
The ichthyotic patches on tongue radiated from an indenta-
tion opposite the lower incisors.

The epithelioma was excised ; the teeth removed. Removal of

tongue was declined by the patient. Qth January, 1880.

(11.) Cancer of xoomh, invading vagina and rectum ; colotomy.

{Card specimen.)

CANCER of womb, largely ulcerated ; in the posterior wall ofvagina
a large opening, by which the rectum and vagina freely com-
municate. The infiltration of the walls of the rectum had also

offered much obstruction to the passage of faeces, and when stools

were procured by aperients defecation was attended with great
suffering ; for this colotomy was done. The woman, aet. 74, quickly
rallied from the operation, and her life was prolonged under con-
ditions of relative ease. She survived rather more than two months.

Ind December, 1879.

A
(12.) Cancer of anus. {Card specimen.')

WARTY ulcerated cancer, which, beginning at anus, has in-

vaded the labia and vagina, extending too far along the latter

to allow excision.

Colotomy was therefore done which gave much relief.

IQth March, 1880.

(13.) Chimney-sweep's cancer. {Card specimen.)

THE patient, aet. 52, a sweep. The disease was known to have
been present about seven months. The glands in both groins

were already involved. March l^th, 1880.
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(14.) Chimney-sweep^s cancer. {Card specimen.)

THE man was about 40 years old, a sweep. His brother, also a
sweep, had had a similar cancer in the thigh.

March IQth, 1880.

(15.) Cancer of penis and inguinal glands. {Card specimen.')

THE penis, to the level of the scrotum, has been destroyed by can-

cerous ulceration. The lymphatic glands in both groins are

extensively involved. The man was 5(5 years old. The known
duration of the disease at the time this drawing was taken was
about twelve months. March IQth, 1880.
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IX. DISEASES OF THE SKIN.

1. The histology and pathology of morphosa and its relation

to scleroderma aduUorum.

By H. Eadcliffe Ceockee, M.D.

HiTHEETO there has been no microscopical examination made of

the disease formerly known as Addison's keloid, but now more

generally called morphoea ; as a consequence, its pathology has not

been thoroughly understood, and some authors, as the late Dr.

Tilbury Fox, class it with the hypertrophies of the skin, while others,

as Dr. Duhring, of Philadelphia, place it among the atrophies. To
some extent, as I shall presently show, they are both right. Again

lardaceous deposit is spoken of by some writers, a term for which,

if used in the ordinary pathological acceptation, I can find no
•warrant.

In ' Gruy's Hospital Eeports' for 1867, and again in the volume

for 1869, Dr. Hilton Fagge drew attention to the frequent associa-

tion of this disease with scleroderma adultorum, and argued that

morphoea was only a circumscribed form of it. With few exceptions

this view has met with general acceptance, and Mr. Hutchinson, in

the second part of the first volume of his ' Lectures on Clinical

Surgery,' proposes to call both the general and local disease by the

one name morphcea,at the same time the superficial clinical characters

and course present several points of difference, and it will be more

convenient, in this paper, to speak of the general disease as sclero-

derma, and reserve morphoea for the local one.

The observations have been made upon skin removed from two

women, with their concurrence, one at the East London Hospital

for Women and Children, who was kindly transferred to me by my
colleague. Dr. Donkin, the other a patient attending at Uuiyer-

sity College Hospital ; both are here to-night, and they have both
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been under my care for over two years. I have examined sec-

tions of the disease in its earliest stage, when there were only small

pearly-white spots, about a line in diameter, in the more advanced

patches, where the skin was still thin and transparent, and where

the disease was still older, ivory white, and opaque.

The results are as follows :

Microscopical appearance in the early stage :

Epidermis.—There is no perceptible" alteration in the epidermis,

though, of course, there would be in the pigmented cases. In

some sections I have seen a few leucocytes in the Malpighian

layer.

Gorium.—The papillae are less prominent than normal. In many

of the vessels of the superficial longitudinal plexus and papillary

branches there are found thrombi blocking the lumen ; in some

cases the thrombus extends into the minute branches going up to

the papillae, but more frequently the vessels lying horizontally are

alone occluded. In one section a small dot, situated at the angle of

bifurcation of the vessel, suggested an embolus.

Numerous irregularly branched masses of cells, about the size of

leucocytes, staining deeply with carmine, but taking rather longer

to do so than the surrounding tissues, are always found ; and except

when grouped round the sebaceous glands they mostly lie hori-

zontally, corresponding to the superficial longitudinal vessels.

Blood-vessels can frequently be seen going into and lost in the mass,

and in some cases they are connected with the vessels that have a

thrombus beyond the cell groups ; sometimes the vessel appears to

expand at these masses as if it were ruptured, and the cells were an

eff"usion. In other cases vessels may be seen with cells round

them.

Branching from the cell masses there is often a reticulum, con-

sisting of fine fibrils with well-defined borders and cells at intervals

upon them, like knots on a net. These cells are mainly, as I have

said, round the superficial longitudinal vessels, the papillary branches

being without them, except at their commencement sometimes. The

process is rarely seen in the deep plexus, at least in the early stages,

but the connecting branches of the two plexuses are more frequently

involved ; but this cell exudation may be seen occasionally, even

in the upper layer of the fat.

0?rt;io?5.—Round the sebaceous glands and hair-follicles the cell

groups and reticulum arc very abundant, chietly, I think, because



HISTOLOGY OF MORPHCEA.. 317

there are more vessels in the neighbourhood of the glands. Cells

occur round the sweat duets, but the sweat glands, lying deeper,

usually escape. In one of the sections, showing the cells round the

duct, the gland below is normal, and just above it is a deep vessel

of the corium, running into a mass of cells.

In the later stage the essential feature is the increase o£ the con-

nective and elastic tissues from the fibrillation of the cells seen in

the early stage. The papillse are nearly flattened out. The dense

bundles of connective tissue press upon and obliterate many vessels,

cause atrophy of the sebaceous glands and of the sweat ducts,

very few of which are seen in this stage. In one section, where the

disease is of longer duration, there is, I think, distinct increase in

the connective tissue between the acini of the sweat gland, and the

lining cells appear to be pressed together ; although this implication

of the sweat glands is exceptional, yet the destruction of the ducts

necessarily prevents the escape of the excretion, which I have proved

by the injection of pilocarpine subcutaneously close to the patch,

when while the skin around was quite wet with perspiration, the

patch itself was quite dry, except in one very thin part, which

lacked the smooth parchment-like feel of the denser parts, and gave

a slight sense of resistance to the finger passed over the part. A
zone, about half an inch wide, round the patch, was, though moist,

decidedly less so than the parts beyond.

"With anilin violet and iodine I cannot obtain evidence of larda-

ceous change in the vascular walls, though the cells stain deeper

with both these reagents than the surrounding tissues ; the cut ends

of the muscular fibres in the walls of the vessels are quite discernible,

though perhaps a little less so than in normal vessels. Osmic acid

and nitrate of silver have also been used, with a view of ascertaining

the condition of the nerves and lymphatics, but, it having been done

in the dark days of winter, the staining was imperfect, and no addi-

tional facts were learned by their use.

To recapitulate ; in the early stage :

Epidermis.—In some parts there are degenerative changes in the

deepest layers, but it is for the most part unaltered, except in the

pigmented cases, where the pigment would be seen in the deep

layer.

Corium.—Atrophy of the papillae, thrombosis of the longitudinal

vessels of the superficial plexus, and sometimes of the papillary

branches.
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Cell masses staining with carmine especially abundant round the

sebaceous glands aud hair follicles, but not round the more deeply-

lying sweat glands, but may be round the sweat ducts ; a fibro-

cellular reticulum is seen between the cell groups. Vessels run

into and terminate abruptly in the cell masses as if the vessel had

ruptured, and cells are seen round the vessels.

The vessels of the deep plexus are usually unaffected in this

stage, but the connecting vessels of the two plexuses not unfre-

quently. With methanilin-violet, and iodine, the walls o£ the

vessels show no sign of lardaceous change, and the elements of the

vascular walls are fairly discernible.

In the later stage

:

There is great increase of the connective and elastic tissues of

the corium ;
the process of the early stage described above spreads

to the deep part of the corium, and even to the upper layers of the

fat, and by the contraction of the new fibrous tissue:— («) Vessels

are obliterated, (b) the sebaceous glands are atrophied, (c) the

sweat-diicts obstructed, (d) but the sweat-glands only rarely

involved.

But how are the thromboses, cell groups, and layers of cells

round some of the vessels to be explained ? Some of the sections

show vessels which, by the sudden expansion of the lumen as the

vessel runs into the cell mass, point to rupture ; these and the

other cells stain deeply with carmine and other reagents, but, in the

case of carmine, require some little time longer than the other

tissues ; the cells round the vessels are evidently not due to rup-

ture, and these and the separate cells further away and connected by

fibres into a reticulum, give warrant for the supposition that they are

wandering cells. I would suggest, then, that owing to some either

very chronic inflammatory or other trophic change in the vascular

wall, probably of nervous origin, cell exudation occurs round the

vessel, and by its pressure interferes with the circulation and leads

to thrombosis, and in some cases to actual rupture and eft'usion. I

only put forward this explanation tentatively, and shall be glad to

hear further suggestions from the Society ; but whatever may bo

the view with regard to the above, the other appearances are more

obviously explicable, and the whole facts explain and are corrobo-

rated by the clinical characters and course of the disease, to which

I would briefly allude.

The disease begins as pearly white spots, about aline in diameter,
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slightly depressed below, and thinner than the surrounding skin,

nearly smooth in the centre, and crenated at the margin ; similar

spots may be seen at the extending edge of an already formed

patch. These atrophic spots are the base of the cone of which the

blood supply is cut oif below by the thromboses. The skin inter-

vening between the pearly spots shows a slight mottled pinkiness,

and round the fully formed patch a pinkish-violet zone of dilated

vessels is a recognised clinical feature ; these appearances are the

result of the collateral hyperaemia one would expect to find round

an anaemic area. Other results of the hypersemia occasionally seen

are pigmentation and small extravasations of blood in the alFected

skin.

In a case under the late Dr. Tilbury Fox's care that I saw

some years ago, the patches, which were very numerous, ulcerated.

This I take to have been caused by the blood supply having been so

completely cut off as to occasion the death of tbe tissues. The

patch is formed by the increase in the number and size of the

spots and their subsequent coalescence, and at first the process is

so superficial that the vessels seen through the semi-translucent

affected area give it a pinkish-white tint ; the skin is here slightly

thickened, and the process going deeper, and fibrillation occurring,

the centre and older parts get opaque, ivory white, or pigmented

and. thickened. When the newly-formed fibrous tissue contracts

the skin is drawn into folds radiating from the centre of the

patch, and the puckered part feels thicker. Involution very

gradually occurs, as we may infer by the degeneration and absorp-

tion of the effused products, the skin gets more transparent and

thinner, and slowly resumes its normal appearance. This invo-

lution is occurring in one of the cases shown to night, while the

process of extension may be seen in the other. In the last the dis-

ease has been present about two and a half years, in the other the

patch has been noticed two and a quarter years ; but as it was then

3 inches long by 1^ broad, it must have been forming for a longer

period than that. In both cases the disease recurred in the parts

removed, at all events the site of the cicatrix is scarcely recognis-

able. If we now compare morphoea with general scleroderma,

we shall notice many differences, but closer investigation will,

I think, show that these are less than they appear at first sight.

In scleroderma the opaque ivory whiteness of morphoea is absent,

the skin appears pale or yellowish only, cannot be pinched up
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into a fold, and seema too tight for its contents ; moreover, the

process implicates sometimes the deep tissues as the muscles and

bones.

1

In cases of long standing or so called atrophic stage, the skin

seems thinned and stretched tightly over the subjacent parts, pro-

ducing atrophy of the compressed tissues. There are, however,

many points of resemblance. The two affections frequently occur

in the same subject
;
pigmentation is seen occasionally in both, and

on the border of scleroderma there is sometimes a line of dilated

vessels like that round the morphoea patch. I have observed in

the two cases of scleroderma that have come under my notice, one

of which is shown at the Clinical Society to night and the other last

year, lines of dilated vessels in the skin constituting a network,

which contrasts with the pallor of the intermediate skin. This has

not been generally recorded in the various cases that have been

published, but I was interested to find it figured in a drawing of

the skin in a case of Dr. Harley's, published in the ' Medico-

Chirurgical Transactions ' of last year, and in this case there was

pigmentation between the vessels. Mr. Hutchinson has also noted

it in the case of Mrs. M— , in his recent lectures on Clinical Sur-

gery, where he states " the skin is everywhere streaked with little

tufts and lines of dilated capillaries, giving a slightly ruddy appear-

ance. This teleaugectasis is clearly a part of the morbid process."

Although this observation has only been recorded, as far] as I can

discover, in the four cases I have mentioned, it is confirmatory of

the analogy of morphoea aud scleroderma, and finds a similar

explanation, and I believe will be found more or less in all cases if

looked for. The microscopical appearances in scleroderma have

been frequently described, there is the same increase of the fibrous

and elastic tissues in the coriura aud destruction of vessels ; in some

cases the papilljB arc flattened, and the glands, &c., atrophied, but the

process goes deeper and the fat disappears wholly or partially with

great increase of fibrous tissue, and " the distinction between the

corium and subjacent cellular tissue is lost." No mention of throm-

bosis occurs in any of the descriptions, but this maybe due to the

observations having been made upon cases in which the disease has

existed for some time, and where, therefore, the tiirombi would have

disappeared, and so we only hear that '• many vessels are destroyed."

' Later in the session Mr. Streatfcild showed a case of exostosis in association

with inorphoja, limited to the distribution of the fifth nerve.
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In short, the main diflerenee is that the process is a deeper one

at its commencement, but of precisely the same character, hence

when the new fibrous tissue contracts in scleroderma the skin

over it is tightened and thinned, owing to the adherence of the

corium to the subjacent tissues ; while in morphoea, the upper part

of the corium containing the contractile tissue draws the skin

into puckers and thickens it, as in one of the cases shown to-night.

So too as regards the colour. In morphoea, the superficial vessels

being occluded, the skin is quite white, almost bloodless, the in-

creased connective tissue and cell-exudation making it opaque. In

scleroderma, the deeper vessels being those mainly affected and

occluded, the skin though pale is not so opaque, and many of the

surface vessels are dilated to compensate for the diminished

number of channels below.

But what is the primary cause of these conditions ? In morphcsa

we frequently find the patches lying in the course of a nerve,

especially the fifth, when one half of the head and face is affected.

In such cases Mr. Hutchinson, comparing it with herpes zoster,

strongly insists that we must seek the cause in the nervous

system. Prolonged anxiety, and worry too, are frequently^ a part of

the history of such patients ; but symmetrical cases occur, and in

the middle line, and where patches are not demonstrably limited to

the course of a nerve ; and here the nervous origin is not so apparent.

Moreover, in some cases of scleroderma, the whole body is affected

in the course of a few days. This, and the frequent association of

scleroderma with acute rheumatism, and peri- and endo-carditis,

without other rheumatic symptoms, and the history of cold and

wet so commonly met with as immediately preceding the onset of

the attack, suggests that some blood change is concerned in the

production of the lesion
;

perhaps the increase of fibrin in the

blood, which characterises acute rheumatism, may at least be a

favouring condition. The symptoms and localisation of the process

in the perivascular sheaths present, I think, a close analogy to

phlegmasia dolens, where the thromboses in the veins, with concomi-

tant inflammation of the lymphatics, leads to a similar hardness and

whiteness of the limb ; but here the deep trunk vessels, and there-

fore the whole limb, is aff'ected, while in scleroderma with a similar

tenseness, it is mostly limited to the deep parts of the skin and

immediately adjacent tissues.

A general inflammation of the deep part of the coriutn, and

21
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perhaps of the fat, with consequent lymphatic and vascular block-

ing, seems a feasible explanation, though it does not negative a

possible nerve influence.

In conclusion, I would say, that the histology confirms Dr.

Hilton Fagge's clinical deduction, that " morphoea is ouly a cir-

cumscribed form of scleroderma," except, I would add, that the

process is more superficial ; and where the two are associated,

the diseased process has spread upwards to the surface instead of

remaining deep as a scleroderma generally does. We can con-

sequently well aiford to relieve the over-loaded nomenclature of

dermatology of one of these names, and since scleroderma expresses

the characteristic hard condition of the skin, I would rather drop

the meaningless term " morphoea " and speak only of diff'used and

circumscribed scleroderma. I^^ovcmher 4ith, 1879.

2. A case ofscleroderma aduUorum, illustrating the circum-

scribed and the diffuse forms of the malady.

By Dyce Duckwoeth, M.D.

JULIA H— , set. 2i, single, a general servant, came under my
care at St. Bartholomew's Hospital in April, 1880, suff'ering from

well-marked scleroderma. She complained chiefly of rheumatic

pains in her hands and arms. It was difficult to get from her a

clear history of her ailments. The following account is the best I

could elicit.

Till eight years ago she was in good health ; at that time she

perceived a hardened patch of skin the size of a penny piece, look-

ing something like a bruise, on the inside of her left thigh. It was

the seat of itching sensations. She sought advice in the country

and was treated for two or three months. The patch continued to

grow till it enlarged to the size of her hand, and gradually hardness

and tightness were observed to extend from this under the knee.

After some time she came to a situation at Balham, and believed

that the patches were becoming smaller, as they certainly seemed

paler and softer. After one year's service she found herself becom-

ing gradually weaker in the legs, and sufl'erod from pains in all the
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joints of both upper and lower extremities. The jaw was also

aflfected, and became stiff, and thus mastication was difficult. The

ankles, wrists, and finger-joints swelled, and were painful on move-

ment, but not otherwise. She then left her situation, and had

advice at the West Kent General Hospital at Maidstone. During

the whole of her life she has never been bedridden for a day. The

swellings passed away from all the joints, except those of the hands

and ankles. The patches on the left thigh seemed to be disappear-

ing. After eighteen months she returned to her situation at

Balham, where she now remains. About three years ago, a new

patch was observed below the left knee, the size o£ a sixpenny

piece, of brown colour and hardened. She thinks this patch slowly

grew larger, but without causing any pain, itching, or discomfort,

till April, 1879, when another attack of rheumatic trouble came on,

and all the joints, except the jaw, again became hot, swollen, and

painful. About this time the patches on the leg below the knee

seemed to extend and become harder and darker. In September of

that year she noticed that the left foot and leg generally were very

hard and stiff, and since that time the right leg and both forearms

and hands have become hard and stiff. No more patches have

appeared up to the present time.

The affection is confined in this case to the extremities. The

trunk is nowhere involved. The diff"used form of the disease is best

seen on the hands, forearms, and legs. There is a fair symmetry so

far as the arms are concerned, but less about the legs. The right

thigh is not affected. The hands are much crippled and stiffened,

the fingers being flexed on the palms, especially in the right, aud

the joints are fixed. The skin of the hands and forearms is smooth

and shining, somewhat reddened over the joints. The axes of the

fingers are deflected to the ulnar side. The nails are natural. The

metacarpo-phalangeal aud the phalangeal joints are swollen. The

third and fourth fingers are the most flexed in each hand.

The integuments cannot be freely pinched up anywhere on the

hands or forearms, owing to loss of proper elasticity in the skin.

On flexion of the forearms, it becomes possible to pick up more of

the integument than in the extended position, and the suppleness

increases as the elbows are approached. On passing up the arms

the infiltration gradually becomes less marked, aud the skin on the

tipper arms is unaffected. There are no ivory patches and no pig-

mentation on the upper limbs. The patient states she does not
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perspire on the forearms. The palms of the hands and soles of the

feet were, however, moist while under examination. The arms are

said to feel, as she expresses it, " very stony " in cold weather.

The forearm is fairly well flexed, hut supination is performed with

difficulty. The epidermis on the backs of the hands and forearms

was cracked transversely in many parallel lines, and disposed to

peel off in very thin flakes. Over the bones, such as the tibia), the

integuments seemed to be fused and incorporated with the perios-

teum, and felt like enamelled leather.

On the lower extremities the aff"ection is found to be fairly sym-

metrical below the knees. The integuments are hide-bound and

glossy, of brownish (old ivory) tint, and streaked in places. The

soles of the feet, like the palms, are unaffected, and moist. The

tightness of the skin renders flexion of the knees slow and stiff.

On the right leg the diffused hardness ceases at the lower level of

the patella ; in the left limb a streaky band of induration connects

the affected part on the leg with the original patches on the inner and

posterior aspect of the thigh, passing outwards as far as the biceps

tendon. The hams are both free. On the front of the left leg are

two patches of unaftected skin.

Common sensibility seems natural in all the affected parts.

The oldest patch has evidently undergone much involution, and is

free and supple, though depressed in the centre. There is much

pigmentation about it, especially at its margin. On both thighs

are seen numerous dilated venules, but there is no varix. The

epidermis is peeling off in flakes from the dorsum of the left foot.

The pigmented portions are more marked on the inner aspect

of the legs.

The patient is a slenderly built, fair-haired woman, 5 feet 4

inches in height, and weighs 7 stone 12| pounds. She was

born at Frittenden in Kent. Her complexion is rather pallid

and yellow, but there is a little colour in the cheeks, and

some pigmentation round the eyelids. The teeth are fairly good,

tongue clean, mouth natural, mucous membranes rather anaemic.

She has three brothers and one sister, all in good health, older than

herself. Her parents are living, her father is healthy, her mother

has " rheumatic hands." There is no history of any similar ailment

in any of the relations, so far as is known.

Tlicre is no sign of any thoracic or abdominal derangement.

She Bays she has been delicate for the last seven years, and has felt
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poorly at times. During the past year she thiuks she has become
thinner.

Her appetite is fairly good, bowels regular, catamenia regular,

The urine is sometimes muddy, probably with urates. Sleeps badly,*

disturbed by rheumatic pains.

Remarks.—This case illustrates most plainly the association in

one patient of the two varieties of scleroderma. The disease mani-

festly began in the circumscribed form on tbe left thigh, and slowly

spreading for a time, appears to have somewhat subsided, in that

region. After a time, there ensued some subacute rheumatoid

affection, of wide articular range, and, whether on the passing away

of this any general hardening of the integuments of the limbs

occurred, it is not easy to determine.

It seems fairly certain that a second outbreak of localised sclero-

derma took place about five years after the first patch was discovered,

also on the same limb, below the knee, and this likewise spread and

became connected with the older indurated area.

It is, of course, possible, that this was not the real order of the

pbenomena, and that the sclerosing tendency has been all along

progressive in varying degree, but most marked in the circumscribed

form on the left lower extremity. In any case the contrast between

the localised affection on the thigh, and that on the hands and

forearm is most marked, and accords fully with some previously

observed instances of the malady. The two varieties blend together

on the left lower extremity.

The hands in this instance resemble very much those met with

in many cases of chronic arthritis, in which the skin is contracted

and tightly drawn over the joints. It is of interest to note that

rheumatic affections appear to precede this disorder with some

frequency, and also that the female sex suffer more than the male

in the proportion of three to one.

The disease began and fell with most severity, especially in the

circumscribed form, upon parts of the integument supplied by the

internal cutaneous and long saphenous branches of the left anterior

crural nerve. May ISth, 1880.

Postscript.—This patient has been in St. Bartholomew's Hospital

for about one month, under treatment consisting of cod-liver oil

internally, bathing, soaking ofthe arms in warm water, and frictions

with liniment of iodide of potassium and soap. A considerable
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amount of fine downy bair has made its appearance on the backs

of the arms and hands. July Qtli, 1880.

3. Case of Sclerema.

By W. E. Steavenson, M.B., introduced by Dr. Barlow.

THE cause of death of the child whose body I exhibit this evening

has been the subject of a coroner's inquiry ; and as there were

several interests involved, and a conflict of evidence, I was called

upon by Dr. Hardwicke to make a vost-mortem examination.

I did not see the child during life, but, as the history of the case

has possibly some bearing on its pathology, I will shortly state the

facts.

The child (a male) was born on December 10th, 1879, and had

been brought up by hand, contrary to the wishes of the medical

man who had been called in to attend it. The mother was in the

habit of increasing her income by some daily occupation, which

necessitated her absence from home. The child was therefore

left each morning at a cr'hche, and fed upon condensed milk. The

medical man above alluded to considered that he had reasons to

believe that condensed milk acted in a deleterious manner on

many young children, and had condemned its use.

On the death of the child the medical man gave a certificate,

implying that it had been accelerated by neglect and starvation.

This reflected unpleasantly upon the crbche, and the mother of

the child brought a counter-charge of improper treatment against

the medical man. To smooth down this unpleasant combination

of recriminations my services were called in.

The child died on February 22nd, being then ten weeks old, and

the post-mortem examination was made on the afternoon of the

28th, after the lapse of nearly a week. The weather was par-

ticularly mild for the time of year, but the first appearance of the

body suggested that it had been frozen. The skin presented a

firm, resisting, leathery condition—in places almost as hard as a
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board. No indentation could be made by pressure. The hard-

ness was particularly marked on the buttocks and cheeks. Those

parts of the body which are destitute of fat, viz. the penis,

scrotum, eyelids, alte of nose, ears, and lips, had the ordinary

flaccid feel, and were undergoing early post-mortem changes. The
body weighed eight pounds. There were no marks of violence,

no beading of the ribs, and no sign of rickets. The child appeared

fairly nourished ; there was no approach to emaciation. The sub-

cutaneous adipose tissue resisted the progress of the knife as does

suet. Even the fat in the omentum and around the kidneys had

the same suety appearance and feel.

Larynx and trachea healthy.

Lungs everywhere healthy and crepitant, except a small portion

of the left lung at its lower and most posterior part, which was
collapsed, and contained some slightly puriform mucus. No mucus
above.

Heart healthy ; right ventricle distended vsrith dark currant-jelly

clot.

Stomach healthy ; spleen small but natural.

Intestines natural ; contained bile-stained, semi-fluid substance,

evidently the remains of some food which had been swallowed.

Large intestines contained fsDces. Mesenteric glands natural.

Kidneys natural ; capsules easily removed.

Brain in a very soft condition, most likely from length of time

which had elapsed since death. An increased quantity of pale

serosity was contained in the subarachnoid spaces. Sinuses of the

dura mater contained firm, partly decolorised clot, especially in

the lateral sinuses, but this did not extend into jugular veins.

This case illustrates, most forcibly, the desirability of having skilled

pathologists attached to the coroners' courts. If the post-mortem

examination had been made by an average general practitioner the

chances are that great injustice would have been done to one party

or the other. There is every excuse for the medical man for not

having diagnosed the case ; and not knowing what ailed the child,

instead of inventing a disease, he attributed the death to neglect and
improper feeding, and it is very possible that there was some neglect

on the part of the mother, but not enough to cause the child's death.

And, again, the newspaper press would have been only too glad to

have got hold o£ a sensational story of starvation, which would have

implicated the authorities of the creche.
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I do not intend to hint that I am a sufficiently skilled pathologist

for medico-legal cases, for had I not had the assistance of Dr. Thomas

Barlow, who has seen three other cases of sclerema, I should have

been at a loss to account for the peculiar appearance the body

exhibited in this case, having never seen one of the kind before.

Sclerema is a disease which is very rare, although it has well

recognised features. Among the large number of children treated

at the Hospital for Sick Children in Great Ormond Street only

about four cases of sclerema have been seen in the last six years.

Dr. West calls it induration of the cellular tissue, and considers

it may be due to an unexpanded condition of the lungs. But in the

case before us the pulmonary collapse was certainly of itself not

sufficient to account for death, nor could it have been sufficient to

cause serious disease, and, above all, the pulmonary collapse was

of recent date, but the disease must have been some time in

progress.

It has occurred to me that the disease may be due to some

derangement of the fat-forming functions of the body ; that, instead

of fat being formed, consisting of the proper proportions of olein,

stearin, and palmitin, from some unexplained cause a substance is

produced containing a larger proportion of stearin and palmatin,

resulting in a compound which is solid at the ordinary temperature

of the body. The fat, also, in this condition, cannot be readily de-

carbonised, and the animal heat, therefore, not properly maintained.

In cases of sclerema the temperature of the body falls as low as in

cholera, and is usually not above 70°
; but in this case I could get

no report that the temperature had ever been taken. In sclerema,

therefore, the conditions react upon each other, the existing fat re-

quiring a higher temperature for its liquefaction, and the condition

of the fat being such that the animal heat cannot be maintained*

even at its normal height.

Should this theory of improper formation of fat prove the true

cause of the disease, the source from which the fat is derived would

be a very important element in the question.

There is little doubt that the fat in infants is derived from the

casein in the milk ; and the undue amount of casein in condensed

milk, or in simple cows' milk, as comparod with human milk, may
be the cause of the disease. Sclerema seldom or never occurs in

children properly suckled, but is comparatively common in the

foundling hospitals of France and Germany. March 2nd, 1880.
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4. Xanthelasma multiplex. Disappearance of the patches.

By J. WicKHAM Legg.

IT
may be wortli while to record the following case of spontaneous

recovery from xanthelasma multiplex ; the xanthelasma was

well marked in the third year of jaundice, but had almost wholly

disappeared in the sixth year of the patient's illness.

James P— , aged 32, was admitted into St. Bartholomew's Hos-
pital as an out-patient, under my care, Sept. 24, 1873.

He says he is unmarried, but that he has never had syphilis or

gonorrhoea. He has been a teetotaller since 1863. He has always

enjoyed good health ; in eighteen years he has only been away from

business two hours owing to ill-health.

He has been jaundiced now for three months. He has been over

anxious of late about business.

Present state.—The colour of the skin is a deep sallow, unlike

ordinary jaundice ; the conjunctivae are blood-shot, and do not at

first sight strike observer as being icteric. On close examination

they are plainly so. The urine high coloured, but contains no
albumen, and on being tested with nitric acid in G-melin's way,

there is no trace of a green colour, nothing but a red ring above the

nitric acid is found. The stools are said to be now of a fawn

colour ; under the club doctor they were dark. Liver dulness

(absolute) begins two fingers' breadth below nipple and reaches

down to the level of the umbilicus. The liver can be felt below

this ; it does not cross middle line. It is slightly tender to feel ; its

surface smooth, save just below the junction of the ribs and carti-

lages, where a rounded smooth swelling, the size of a small apple

may be felt. The belly somewhat retracted ; not tender generally.

The pulse is 18 in 15", intermittent about 1 in 18.

There is much itching, especially about the thighs at night. He
does not complain of any pain. His chief trouble is his weakness

and loss of flesh.

To take the nitro-muriatic acid draught.

Oct. 8. Liver dulness as before. Epigastrium slightly tender.

The splenic dulness is enlarged and the tip can be distinctly felt

under ribs. Pulse 22 in 15", not intermittent but very small.



330 DISEASES OF THE SKIN.

There is no murmur at heart ; second sound at base reduplicated.

Weight remains about the same.

11th, The edge of the liver is rounded to feel ; motions of a

light yellow colour. The conjunctiva) are now markedly jaundiced;

the urine bilious, but contains no albumen. A beautiful green

reaction is given with Gmelin's test.

15th. He ate two pears yesterday and has been much purged;

does not feel so well in consequence. Jaundice the same. There

is no xanthelasma palpebrarum.

29th. Epigastrium still tender. Liver dulness as before

;

edge as before ; the rounded swelling as before Jaundice some-

what less. Pulse 18 or 19 in 15". The urine shows no albumen,

but a slight green reaction with nitric acid. There is no xanthe-

lasma to be seen anywhere. The man says he feels stronger.

Tongue very red, cracked across. To-morrow he goes to St. Ives

to live.

Dec. 3. He came up to-day from St. Ives, where he has been for

the last six weeks. He says he has gained two or three pounds in

weight, but he still complains o£ itching ; the jaundice is now only

slightly marked ; the urine on the other hand very highly coloured
;

on boiling and adding nitric acid a faint cloud appears ; there is deep

green reaction with nitric acid. There is a general bulging of the

lower ribs on the right side. The deep liver dulness begins at

nipple, but is not absolute for two fingers' breadth below. The

dulness now extends below ribs for three fingers' breadth. Tym-

panitic sound to the left of the middle line. The liver can be felt

almost to level of umbilicus. Tip of spleen also distinctly felt.

Pulse 20 in 15", not intermittent. Stools now light drab.

He has noticed no changes in perception of colours during illness.

The conjunctivae are much injected. A few yellow spots the size

of pin's point around inner canthus of eyes.

To continue the draught of nitro-muriatic acid.

Aug. 12, 187G. He came to see me again. For several months

past he has been living in North Staftbrdshire, working at the pot-

tery business. He is in London for a day.

He has now well-marked xanthelasma multiplex. There are

large symmetrical patches on the inner aspect of both eyelids of the

plane variety. On the upper right eyelid is a tuberose patch the size

of a- pea. There is none on the face or head, if a doubtful spot on

the lower lip be excepted. None on front or back of trunk, until
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the cleft of the nates be reached ; on each side of the upper part of

this cleft is an abundant crop of prominent tuberose xanthelasma.

In the middle line of the sacrum there is an oblong patch of xan-

thelasma planum. On the arms there is none, save about both

elbows ; the olecranal surface is studded with the tuberose form

;

the flexure with the plane. There is one small tuberosity on back

of right hand ; the flexures of both palms and of the fingers are

marked by broadish lines of linear xanthelasma.

There is a patch of plane xanthelasma at base of penis and

another in middle line of perinaeum. There is none on the thighs

and legs. But on the left sole, just where the great toe joins the

foot, is a streak of linear xanthelasma.

There is no xanthelasma on tongue ; nor as far as can be judged

on gums. He wears false teeth.

He has been slightly jaundiced since his last visit. He scratches

his thighs much, but says this is due more to habit than real sense

of itching. Conjunctivae still coloured yellow ; but the complexion

is very peculiar, not jaundiced, but very dark ; in a healthy person

it would suggest an infusion of black blood. He has black hair.

The urine is high coloured and looks bilious. It does not stain

yellow white paper, nor does it give a green colour with nitric acid.

After being boiled nitric acid causes an opalescence.

He says he first began to notice the xanthelasma in his hands

the spring of this year ; he does not remember in what month. He
thought the patches were due to the cold weather. He has been

jaundiced continuously for three years.

The liver dulness now begins two fingers' breadth below nipple,

and reaches to a finger's breadth above border of chest. In axil-

lary line it reaches to border of chest. It cannot be felt, neither

can spleen. The tongue is red and fissured. The appetite is bad.

He, however, considers himself stronger and better than he was

three years ago.

He was heard from on Jan. 4, 1877 ; he said, " The white marks

upon my hands are less plain, but I have such a habit of rubbing

myself and rubbing ofi" any little scar or head which are (sic) felt

moist when warm."

Oct. 18, 1879. He again reported himself to-day. He is still

slightly jaundiced and looks thin. He is able to do some slight

work, such as that of a clerk or book-keeper.

The patches of xanthelasma have everywhere, save on the eyelids



332 DISEASES OF THE SKIN.

disappeared. The palms of the hands, the elbows, the nates and

siicrum, penis and perinajutn, and the left toe, are free from all

traces of the disease. The skin is quite smooth and supple, and it

is hard to beHev^e that it has been the seat of so extensive a patho-

logical change. Over the elbow there is some roughness, but it is

doubtful whether it be more than is common ; and there are one or

two scars, caused, he says, by his tearing the tubercles out with his

nails, which then bled plentifully.

He cannot remember the exact time at which the patches began

to go away, but thinks it was about the beginning of 1877. No
treatment was adopted with a view to their removal.

There is still the same marked bulging of the lower right ribs,

and the liver's thin edge can be felt just under the margin of the

ribs ; the spleen can also be distinctly felt. The liver dulness

begins three fingers' breadth below nipple line, and at the same

distance in parasternal line, but very quickly is succeeded by a

tympanitic sound.

The urine is still bilious to the eye, but gives no distinct Gmelin's

reaction.

In June, 1880, he came to see me again. He was very weak. There

was no change as to the xanthelasma, save that the patches on the

eyelids were somewhat smaller.

Recovery from xanthelasma has not been often seen. Mr. Hut-

chinson was of opinion that in the palpebral form of the disease,

the patches either increased or remained stationary.^ The only

well authenticated case that I have heard of in which the patches

became smaller, is that of Dr. Frank Smith, which was brought

before this Society some few years ago by Dr. Pye-Smith.^ In this

case there seems to be good evidence that the linear xanthelasma

on the palms of the hands had entirely disappeared, and that

the nodules on the hands, knees, and feet were daily decreasing. It

appears, too, that mercury had been given during this decrease in

size, but it was asserted that the decrease was noted before the

course of mercury was begun. In the case now published no treat-

ment was adopted.

The spontaneous disappearance of the disorder seems to me to

throw some light on its pathology. If tlie patches can so com-

pletely disappear and leave behind perfectly natural skin, it would

• Jonathan Hutchinson, * Mcd.-Chir. Trans.,' 1871, vol. liv, p. 180.

2 W. Frank Smith, ' Trans.,' of this Society, 1877, vol. xxviii, p. 236.
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seem to destroy the theory that they are due to a fatty degenera-

tion, a process akin to that of atheroma. The view which this case

favours is that the patch is due to a fatty infiltration of the subcu-

taneous connective-tissue corpuscles ; and that, with the absorption

of the fat, the skin returns to its natural state. With a true dege-

neration this could hardly take place. October 21st, 1S79.

5. A case of varicella gangrcenosa.

By John Abeeceombie, M.D.

I
HAVE brought this body here to night as an example of an
unusual form of ulcerating lesion of the skin, similar in many

respects to one that was exhibited a few months ago by our Presi-

dent before another society.

The point of especial interest in this case is that the startino'

point was undoubtedly varicella. I have to thank Dr. Dickinson

for his permission to bring the case forward.

The following are the notes :

George W—, aged fourteen months, was admitted into the hos-

pital for Sick Children, Great Ormond Street, on January 27th,

1880. A fortnight ago his mother noticed an eruption of small

spots with watery heads, these continued to come out for about

three days, since then some of them, especially those about the

head, have not healed, but have gone on to form holes and spread.

He has a troublesome cough, but takes his food well. He was
weaned a month ago.

Never a strong child ; no symptoms of syphilitic taint. He has

not been subject to intestinal trouble.

There are two other children alive, none have died.

Parents healthy.

One of these children and three others living in the house had
varicella at the time when this child's eruption came out.

State on admission.—An ill-nourished, wretched-looking baby.

Over the left parietal region is an oval ulcer an inch and a half

long by half an inch wide, with somewhat sharply cut edges
; the

slough has separated leaving a base formed by the tendinous apo-

neurosis. There are two similar but smaller ulcers, one just in



331 DISEASES OF THE SKIN.

front of this, the other over the right frontal region ; the sloughs

have not yet separated from these.

On the left side of the forehead and left cheek are two small,

circular, punched- out sores, each about the size of a threepenny

piece.

Similar, but smaller and more superficial, sores are present

beneath right clavicle and on buttocks.

The eruption is not symmetrical.

Some sharp moist rales can be heard over both backs and at

right anterior base.

Nothing occurred worthy of note after his admission. He took

his food very badly and gi'adually became weaker j the ulcers in-

creased in size a little.

He died on Tebruary 1st.

On examination of the body, thirty-two hours after death, tlicre

was found some pneumonia of both lungs, with recent pleuritis on

right side.

There was one small ulcer just above the ileo-csecal valve, and in

the mesentery opposite the caecum there was a caseous mesenteric

gland about the size of a marble ; there were also a few smaller

caseous glands here.

It is worth mentioning that after this child came into the

hospital the remaining child developed varicella at home.

February 3rd, 1880.

6. A case of lichen ruber {?)

By W. MoEEAiiT Bakeh.

THE case brought before the Society is that of a woman, rot. 53,

who is suffering from a disease of the skin, which began two

years and a half ago.

The disease affects both the trunk and extremities, but more par-

ticularly the extensor aspects of the upper and lower limbs. Here
it appears in the form of largo raised patches of thickened skin, of

a dark colour, and dry, rough, almost warty surface, like sand-

paper, with here and there a tendency to desquamate slightly in
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very fine scales, but nowhere weeping or scabbed, excepting

parts at which, from intense pruritus, the tops of some of the

smaller tubercles and papules have been scratched off, and present

a pruriginous, blood-scabbed appearance. The disease has been
probably lichenoid or at least papular, and the large patches

are formed apparently by the coalescence of papules and tubercles,

which, in other parts, remain still individualized. The outline

of the large patches is irregular, suggesting a coalescence of

papules rather than an extension by increase from a centre.

The skin, not only in the situation of the rough raised patches, but

in the intervals, is darkly pigmented, as in a very old case of

phthiriasis, and this pigmentation is present to some extent in every

part of the body. The dark colour, it is stated by the patient, has

been present for two years.

The palms and dorsal aspect of the hands are both free from the

disease. The soles o£ the feet are also free, but the dorsal aspects

are affected. The scalp is also free from the disease, and the face

almost entirely so ; although the complexion is very dark, and is

stated by the patient to have become so only within the last year

or two.

On the outer aspect o£ the forearms, near the elbow, are a few

dark red patches, less raised and warty than the others, and

looking, as to texture, like those of a mild case of lichen ruber.

One might say that in one part the disease looks like an exag-

gerated prurigo, in another like a psoriasis—papillary not scaly or

scabbed—and in another like lichen ruber.

The general health of the patient is good ; but her rest has been

much broken by the almost intolerable itching which she suffers on

account of the eruption, and which is but slightly amenable to local

or constitutional remedies.

It seems to me not at all easy to decide with certainty as to the

nature of the disease, but, on the whole, I am disposed to regard it

as lichen ruber, and to consider that its exaggerated features are

due to its unusual development and long continuence ; its typical

aspect being materially interfered with by the mechanical irritation

to which it has been subject.

The distribution of the diseased patches of skin resembles closely

that which is more often seen in common psoriasis or lepra ; and

the term "papillary psoriasis" seems at first sight very applicable.

But, essentially, true psoriasis is not a papillary disease, even in
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its most exaggerated forms ; and it appears to me best, therefore,

not to include under this head a disease in which the papillary

outgrowths of skin are so well marked, especially in the earlier

stages of its progress, and in parts where its true characters have

been less obscured by the secondary effects of long-continued

irritation. A2}ril 20th, 1880.

7. 3Iela?iosis offinger.

By ElCKMAK J. GODLEE.

THE patient from whom this specimen was removed was a girl,

set. 9, of a fair complexion, and otherwise quite healthy. Four

years ago the last joint of one of her fingers became swollen ; it

was of a pale colour, and the swelling was attributed to a habit of

sucking the finger. A year afterwards, i. e. three years ago, a

small black spot made its appearance ; it was pricked several times,

and is said to have disappeared, and then to have recurred. Other

spots began to form about a year ago ; all at first were very small,

but gradually increased in size, the original one, however, always

remaining the largest. At one time sensation is supposed to have

disappeared from the finger, but this is not certain, as, at all events,

it was present when the patient was examined.

Poultices were applied before the spot appeared, and, with the

occasional use of a water dressing, were the only form of treatment

tried.

She was born in England, of English parents, and has lived in

England all her life.

When Mr. Heath saw her the last joint of the finger was swollen,

of a pale colour, not tender, and marked by about a dozen small

black spots, the largest of which was not more than one sixteenth of

an inch in diameter. The last phalanx was at once amputated.

I fully expected to find that the microscopical appearance of

the growths would be that of melanotic sarcoma of the papillae, but

the appearance was quite different. Each black spot extended

only as far as the deepest part of the papillary layer of the skin, and
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less deeply at the circumference of the tumours. Each was com-

posed o£ a number of flattened trabecular spaces, placed one above

the other, the trabeculse being formed by epidermic cells.

In the spaces was contained a brown-red material, which, on

section, appeared amorphous, but which, on tearing out, seemed as

if it might be made up of altered epidermic cells. The colour sug-

gested the idea of altered blood, and in some of the spaces, from

which the pigment had escaped, altered red blood-corpuscles were

seen in abundance adhering to the trabeculae.

Round the margin were found epidermic cells filled with brownish,

apparently oily, material. I am at a loss to know in what category

to place these little growths ; the structure suggested the possi-

bility of their having been formed by a succession of minute vesicles,

into which haemorrhage had taken place. April Qth, 1880.

8. On the histology of elephantiasis arahum and its relations

to normal connective tissue.

By Geoege Thin, M.D.

[With Plate XX, figs. 1—4.]

AT a recent meeting of the Society, the President showed a speci-

men of elephantiasis of the prepuce, and invited the members

to take portions of the growth for examination. I prepared and

examined a part of the elephantiasis tissue, with the object of

studying the nature of any cellular elements I might observe,

hoping that the demonstration of the connective-tissue cells in the

comparatively soft tissue would prove easier than it is found to be

in ordinary normal fully developed fibrous tissue. This expectation

has been verified. In a portion of the tissue, which \\ as hardened in

bichromate of potash, many cells were preserved, and in sections

made from it they were conspicuous objects after eosin and logwood

staining. The growth consists of an incompletely developed

fibrous tissue. The bundles, in parts where they have been formed,

are smaller than those in normal skin, and have less uniformity in

thickness than they have in ordinary cutaneous or subcutaneous

tissue. In some parts the stage of bundle-formation has not been

22
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reached, the gelatinous element being found in the condition of

fibrils of varying thickness.

Numerous cells arc found scattered singly throughout the fibrous

tissue (fig. 1), and at some parts they are arranged in groups which

have an endothelial (or epithelioid) appearance (fig. 3). The endo-

thelial arrangement is found in the tracts of fibrous tissue which

surround the larger blood-vessels, and in this position has a resem-

blance to that of the cells which lie on the bundles of young tendon.

Whether they are solitary or in groups, these cells have clearly-

bounded contours, and in no instance have I observed a trace of a

cell process. The smallest cells consist of a round nucleus with a

mere trace of cell-substance, and are indistinguishable from ordi-

nary lymph corpuscles. Tlie larger cells resemble typical endotbe-

lium. In a very few instances, in small cells, instead of the ordinary

nucleus, two small round nuclear elements were seen, their com-

bined area, however, not exceeding that of an ordinary nucleus.

There were no appearances indicative of any process which could

be described as a multiplication of cells by division, and as all

transition stages were found between the cell resembling a lymph

corpuscle and the largest of the endothelial cells, I infer that the

whole of the cells present are derived from the wliite corpuscles of

the blood.

The appearances observed do not support the statement of Rind-

fleisch that the cells multiply by division, nor the remarks in Hebra

and Kaposi's text-book in this connection. These authors remark

that stellate cells, with one or more nuclei, and with processes

which are continued as fibres, are found in elephantiasis tissue.

That I have not seen appearances which could be so described in

my preparations I attribute to successful hardeuiiig, which has pre-

served both the cell and the nucleus entire, permitting the contour

of the cell to be preserved as an element distinct from the tissue on

which it lies.

Scattered through the tissue are many groups of smooth muscu-

lar fibres of new growth.

(Cornil and Ranvier remark that groups of smooth muscle have

been described by some authors in elephantiasis growth, but I have

not found any allusion to the fact in the works of Eindfleisch or

llebra.)

The nature of the cells found in elephantiasis has a bearing on

the important question of the nature of connective-tissue cells in
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the normal tissues and their relation to the substantia propria or

ground substance. Histologists are not agreed as to wliat cousti-

tutes the connective-tissue cell, which is variously described as a

branched element with anastomosing processes (Virchow, Strieker,

Spina), as an element compounded of a central plate with fringes

or wings (Waldeyer), as a flat cell with and without processes

(Ranvier and his school), and as a flat somewhat rounded cell (Key
and Retzius). In the ' Proceedings of the Eoyal Society' (No. 155,

1874) I described the connective-tissue cell of the subcutaneous

tissue as a rounded or somewhat oblong, flat, endothelial cell, with-

out processes, and arranged cell to cell like an endothelium. The
cells in elephantiasis tissue are analogous to the cells described in

that paper, being flat, uubrauched, and applied to the surface of the

bundles of tissue, but not incorporated with the fibrillary substance.

In order to make this clear, I have drawn a cluster of cells from the

subcutaneous tissue of the mouse for comparison with the elephan-

tiasis cells (fig. 4). The preparation from which they are taken

was obtained by the interstitial injection of nitrate of silver whilst

the body of the newly-killed animal was still warm, and is the same

preparation that supplied material for the drawing (PI. IX, fig. 8)

in the paper in the ' Proceedings of the Koyal Society,' to which I

have referred. April Qth, 1880.

9. On the fungus of tinea imhricata {Marison)}

By G-EOEGE Thin, M.D.

THE disease described by Dr. Manson, of Amoy, China, as tinea

imbricata, is the afi'ection which has been termed eczema mar-

ginatum by Hebra, lichen marginatus by Wilson, being popularly

known in Eastern countries as Burmese ringworm, washerman's

itch, &c. Of late years the opinion has been held, almost unani-

1 The appearances described in this paper represent some of the results of

an investigation into the nature of the parasitic diseases of the skin, undertaken

with the assistance of the Scientific Grants Committee of the British Medical

Association.
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mously by dermatologists, that the disease in question is nothing

more than ordinary tinea corporis, and that the fungus found in

the epidermic scales of the affected surface is the ordinary tri-

chophyton.

Dr. Manson has published in the ' Chinese Imperial Customs

G-azette,' for 1879, a report of a series of investigations which in

his opinion show that this view is not correct. He inoculated the

same individuals with scales from an undoubted ordinary body ring-

worm on one arm, and from the variety which he terms tinea

imbricata on the other, and he found that they both bred true, and

that two distinguishable parasitic skin diseases were produced on

the same person. He has further described the fungus of each

variety as being distinguishable under the microscope.

Dr. Manson sent me epidermic scales from one of the cases

of tinea imbricata, closely packed in lead foil, and a drawing

shown to the Society represented some of the mycelium and spores

found in them under the microscope. The quantity of fungus

found in the scales was very great, and, as has been described by

Dr. Manson, the mycelium observed varied very much in size.

When seen under a magnifying power of 500 diameters the finest

tlireads were seen as delicate lines. The largest mycelium I

observed was about one half broader than the mycelium of ordinary

ringworm. There was a considerable amount of mycelium of the

same breadth as the mycelium of the trichophyton tonsurans, and

not differing from it in appearance.

In estimating the importance to be attached to these appear-

ances, the probability of an admixture of other fungi than those

specific to ringworm in scales exposed on the warm moist human

body in hot climates, must be taken into account, but in view of

the apparently crucial inoculation experiments made by Dr. Man-
sou the results of microscopic examination have a certain value.

March 2nd, 1880.
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10. Case of molluscum contagiosum. Illustrated hy a drawing

and microscopical sections.

By James Staetin.

THE case was that of a male child, A. S—, eet. 13 months, who was

brought to me in July, 1878, with an eruption of these warts

over the right eye. The mother states the child contracted them

from the sister, and had them about a fortnight, and that they

were now increasing in size and beginning to ulcerate.

I expressed the contents out of one or two of the tumours, and

examined, them under the microscope. They appeared to be com-

posed chiefly of these mollusc bodies and clear cellular bodies, very

refractile, containing granular matter very similar iu character to

those cells seen in the expressed contents of a comedo, and seemed

to me to be cast off sebaceous cuticular cells.

A vertical section was made through one of the tumours, and in

those cells seen nearest the centre of the tumour these mollusc

bodies are observed somewhat crowded into the substance of the

acini ; vacuolation is seen to be complete in some instances, in

others in process of formation, and the mollusc body is fiUed with an

oily granular substance. There is also noticed considerable hyper-

activity of the gland substance ; for it is a gland, or, as I firmly

believe, an abortive attempt at gland formation. The acini are

increased in size and distended by the mollusc bodies, and so the

tumours are quickly formed. The increase of the ordinary gland

cells is very active, and those of the next cells in order, those con-

nected in their formation from the perverted sebum. Vacuolation

of the protoplasm probably takes place, and the vacuoli become

rapidly filled and distended.

I am led to think that these tumours, after careful microscopical

examination, containing the mollusc body, are an independent per-

verted or abortive gland growth, not taking origin in the already

formed " sebaceous" gland (Tilbury Fox), or in the rete-Malpighian

layer of the skin (Sangster, Thin, and others), but think they are

essentially glandular in their origin, and are formed in the same

way as the sebaceous gland, only wanting perfection, and that all

three layers of the skin enter into their formation, in an abortive,
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perverted, inactive gland ; and I form my conclusions for the follow-

ing reasons

:

1st. That these tumours are always seen in those parts of the

skin usually occupied by sebaceous glands.

2nd. That the mollusc body is never seen wandering outside the

septa of its glandular body.

3rd. That the nature of the contents of the tumour is essentially

similar to that of the sebaceous gland, only that it has in addition

the mollusc body,

4th. That it contains the ordinary but perverted characters of

the sebaceous gland, viz. (1) the numerous acini, but increased

in size. (2) Increased endogenous growth of the ordinary gland

cells. The cells become vacuolated, aud the mollusc body is quickly

formed and filled with perverted sebum, an oily granular matter,

no doubt the principal source of contagion.

5th. That all three layers of the epidermis enter into the forma-

tion of this abortive gland and its contained mollusc bodies.

These characteristics seem all to show that the tumour is essen-

tially glandular, of a perverted or abortive sebaceous nature, which

is a strong evidence in the favour of their origin from this source,

and that they are generally to be met with on the skins of those

patients who show various other signs of perverted nutrition ; and

like other formations of an abortive nature, are very prone to con-

tagion when they meet with a suitable soil, by reason of their dege-.

nerate and rapidly cell-forming power never arriving at their proper

maturity. March IQth, 1880.

11. Ow a peculiar papulo-vesicular eruption [lupus lymphaticus).

By Jonathan Hutchinson,

With microscopic examination hy Alfred Sangsteb, M.B.

[With Plates XXIV and XXV].

I
AM indebted to the kindness of medical friends for the oppor-

tunity of recording together tlie particulars of two examples

of a very rare and probably hitherto undescribed malady. The two

cases were, as the portraits will prove, exactly alike. The subject

of the first was sent to me by my colleague, Mr. "VVaren Tay ; that





DESCEIPTION OF PLATE XXIV.

Illustrating Mr. Hutchinson's Cases of Papulo-vcsicular Eruption

on skin or Lupus lymphaticus. (Page 342.)

The upper figure represents the eruption on the shoulder in Case 2.

The lower figure the eruption on the chin in Case 1.

See also Plate XXV.
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of the second was a lad under tlie care of Dr. Hayes, at the Evelina

Hospital, to whom I owe my best thanks for their courtesy in per-

mitting me to study and publish them.

In each of the two cases the subject of the eruption was a young

boy ; in each the eruption occurred in one single group ; in both it

had been of long persistence, and showed no tendency to change ; in

both the characters were precisely similar. In one the chin was

the region aifected, in the other the left shoulder. I will give a few

particulars regarding each separately, and then add some remarks

on the nature of the eruption, which will be applicableto both.

Case 1.—Frank G— was ten years old when he came under

my observation as a patient at the Hospital- for Skin Diseases, in

January, 1878. There was nothing special to be noticed as to his

constitution or state ; he appeared to be in good average health.

The group of spots had begun by what his mother said looked like

a little wart on the middle of his chin, almost a year before I saw

him. It had spread very slowly, and for some time had appeared to

be stationary. He had no warts or other eruption elsewhere, and

had never had any, with the exception of a single wart on one little

finger some time ago.

Description of the erujytion.—The middle of the boy's chin was

occupied by a patch as large as a penny and made up of coalesced

clusters of small papules. At first sight these looked like low

warts, but on minute inspection no proof of papillary outgrowth

was obtained. On the other hand, many of the little eminences

were translucent, and clearly contained fluid. On several different

occasions I pricked many of these microscopic cysts and obtained

clear fluid. After emptying they always filled with blood.

The apices of the little papules were speckled over with tufts of

vessels. These tufts were most of them bright in colour and varied

in depth, some being purple. They gave a decided character of

bright mottling, almost strawberry-like, to the whole patch.

Examined by magnifying power they are seen to consist of minute

tufts of capillaries, many of them too small to be visible to the

naked eye, and the largest little bigger than a pin's point.

From this case portions of skin were excised for microscopic

examination. These are the subject of Dr. Sangster's report, which

is appended.

I shall not enter on questions of treatment further than they

concern pathology. In this instance, in addition to the excision of
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portions, we destroyed others by cauterisation, at on« time with

nitric acid, at another with the actual cautery. The disease

showed remarkable resistance, and wherever portions were left not

wholly destroyed the original conditions were soon reproduced.

Although much better, the case is not yet cured.

Case 2.—Patrick H— , set. 7, came under the care of Dr.

Hayes, at the Evelina Hospital for Children, in the spring of

1877. The portrait, which is copied in Plate XXIV, was taken in

June of that year. He had a large patch of eruption on his left

shoulder, just where his braces rubbed him.i His mother said that

it had been present three or four years, and had not altered much.

It was not sore, and caused no inconvenience. At the age of three

years he had a fever, and this patch was seen soon afterwards. He
bad no skin disease elsewhere. After the portrait was taken

(1877) the boy remained under my occasional observation for two

years, and during this time no material change took place. He had

no regular treatment. I showed him to the Society in December,

1879, and on comparing his condition then with the former state as

shown in the portrait, it was found that the status quo had been

maintained most exactly. The only observable difference was that

some of the smaller patches, where his clothes pressed, had ceased to

look granular or to show vesicles, and become flat, solid, and some-

what polished.

Description of the eruption.—The patch consisted of a group as

large as the palm, made up of clusters of spots, some isolated, others

aggregated and confluent. These clusters were some of them

roundish, others very irregular, and all consisted of pale spots

about as big as pins' heads, which were slightly raised, and many
of which looked translucent, whilst a few were blood stained. The
skin between the clusters was pale. Tbat many of the spots were

really vesicular, or, at any rate, contained fluid, was easily proved by

examining them with a lens, or by pricking them. When pricked

a clear fluid was easily obtained, which, under the microscope,

showed cells like those of lymph. There were no papillary out-

growths. In many of the spots minute ecchymoses had occurred,

and in some tufts of vessels were seen, in most of which, however,

the blood appeared to be coagulated. The skin around and between

the papules was healthy, and only a little congested close to the

' The portrait, sufficiently faitiiful in other respects, is not so as to the exact

position. The patcit looks lower down on the deltoid than it really was.
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bases of the spots. The character o£ the eruption was remarkably

the same at all parts, varying chiefly in the presence or absence of

capillary tufts aud of vesicles.

General remarks.—It is not very easy to assign with confidence

the clinical relationship of these cases. The history in each of long

duration and no change, would imply probability that they were due

to some local influence, that they belong to the class of local maladies.

No doubt some slight predisposing influences in respect to age

and other unassignable peculiarities must be recognised, but still,

in the main, a morbid change which persists for years and does not

spread must rank as local. Should they be considered as warts, as

a form of lupus, or a variety of naevus ? The alliterate designation

vascular-vesicular-verrucae was at first suggested as appropriate,

but on closer inspection it seemed doubtful whether they could claim

any real alliance with warts, there being no proof of papillary over-

growth. Nor perhaps is it certain that they are vascular, the

presence of thrombotic tufts being possibly due solely to local

injury. Lastly, after microscopic examination the applicability of the

epithet vesicular, in its strict dermatological sense, might perhaps

be disputed. That they are not of the nature of nasvus or mole is

rendered almost certain by the fact that in neither case were they

observed till some years after birth. On the whole their alliance

with the various affections which we group together as lupus appears

the most close. The age of the patients, long local persistence,

incurability, and above all their mode of spreading by the appear-

ance of fresh spots near to the parent one, all fit well with what

occurs in lupus. It would appear that the process once com-

menced was infective as regards adjacent points, and could spread

not only by continuity of tissue, but by proximity. This is the

mode of spreading which we constantly observe in the various

forms of lupus. Possibly this disease has the same relation to the

lymph-system of the skin which lupus erythematosus has to the

blood-vessels. The facts established by Dr. Sangster's observations

would, I believe, agree with this hypothesis, and the name of lupus

lymphaticus or lymph-lupus might thus not be inappropriate ; at any

rate, it may be useful until further researches enable us to speak

more confidently as to its precise nature.

I am not sure that I have ever seen any other cases exactly like

these. A very beautiful young girl, of eleven, was brought to me this

summer with a group of spots on her nose which were causing great
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anxiety, and which exactly resembled those in these children,

excepting that after careful search I failed to prove that any of

them contained fluid. They had been present a few months only,

and they disappeared entirely, and to my surprise, under the inunc-

tion of a weak oleate of mercury ointment. I much suspect that

hers was an example of the disease in its earliest stage. During

the last session of this Society, the late Dr. Tilbury Fox ^ exhibited

a living patient who had on his thigh a large patch wliich somewhat

resembled those in my cases. The resemblance struck me so much

at the time that I took the opportunity of mentioning my cases.

There was the difference, however, as to history, that in Dr. Fox's

case some congenital peculiarity of the skin o£ the nature of nasvus

had been present. On the hypothesis that the disease is o£ the

nature of lupus, however, there is nothing improbable in the sug-

gestion that it might attack a nsevus. I have mj^self recorded

cases 2 in which the conditions of nsevus and lupus erythematosus

were mixed, or respecting which, perhaps, we ought rather to say

that lupus erythematosus had attacked nevoid patches. It is also

to be borne in mind that in Dr. Fox's case, the vesicular patches

did not, as the lad's mother stated, commence until he was two years

old, and they were, although in close proximity, apparently not

connected with the na?vus.

I had the pleasure of showing one of my patients privately to

Dr. Tilbury Fox, and I saw his at the Society's meeting. It did

not at the time impress either of us strongly that our cases were

examples of the same disease. On carefully reading his paper,

however, I cannot feel much doubt that they really are so, and

such I know is the opinion of his brother Dr. Collcott Fox. The

changes in his case were on a much larger and coarser scale than

in mine, a fact, perhaps, explained by their association with con-

genital vascular disease and their longer duration.

Decemler IGth, 1879.

Report of microscopical appearances of Mr. SutcTiinsons case of

vesicular wart-like growth on chin. By A. Songster, M.B.

On examining vertical sections, the Malpighian layer was seen to

1 Sec ' Pathological Transactions,' vol. xxx, p. 470, " Ou a case of Lyinplian-

giectodcs."

^ See ' Clinical Lectures,' vol. i, " Rare Disease of Skin," p. 284.
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Illustrating Mr. A. Sangster's report on Mr. Hutchinson's Case

of Papulo-vesicular Growth on Chin. (Page 346.)

Fig. 1.—From a vertical section:

(a) («') Flask-shaped spaces In papillary layer of conium. (a') is

bounded on one side by the vitreous layer of the hair follicle, and on the

other by an elongated interpapillary iirolongation.

(b) Hair follicles, longitudinally divided.

(c) Dilated hair follicle, containing hairs, debris, and

(d) Acari (Demodex).

(e) Spaces, deeper in substance of skin. (?) Dilated lymphatics.

(/) Interpapillary prolongation from the rete.

[Hartnack, oc. 3, obj. 4.]

Fig. 2.—From a hoi-izontal section, showing :

(a) Lacunar spaces, separated by fibro-cellular septa,

(i) Transverse sections of hair follicles.

[Hartnack, oc. 3, obj. 4]

Above is the outline of an acarus, with (a) granular matter in its interior.
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be hypertrophied, extending downwards in elongated interpapillary

prolongations (fig. 1/!). There was no hypertrophy of the cor-

neous layer, such as accompanies true warty conditions. The hair

follicles showed various states of disturbed nutrition ; in some the

root-sheaths were irregular, presenting saccular dilatations ; in

others the spaces inclosed by the root-sheaths were dilated and

filled with debris (fig. 1 c). Many contained two, three, and even

as many as five hairs (this condition was better seen in horizontal

sections (fig. 2 5.). More striking changes occurred in the coriuni

;

large lacunar spaces occupied its most superficial portion, the

largest of them replacing the papillae. These spaces were variously

shaped ; for the most part elongated, with the long diameter verti-

cal to the surface. Some were fiask-shaped or funnel-shaped, with

the small end pointing downwards (fig. 1 a.). Interpapillary

prolongations from the rete could be traced running alongside of

the spaces, the prolongations being evidently pushed aside and

distorted by the expansion of the spaces. Some of the spaces were

empty; most were filled, or partially filled, with an amorphous

granular material, scattered, in which were a few round cells deeply

stained, answering in size and appearance to white blood-cells. In

a very few instances red blood-corpuscles could be traced in the

lacunae. The walls of the largest spaces were generally uneven,

formed by a more or less consolidated layer of fibro-cellular tissue.

In extreme conditions the space appeared a mere ragged cavity in

fibro-cellular tissue.

There were many smaller spaces, and deeper in the substance of

the skin ; their outlines tended to become more regular and round,

the walls presenting much more the appearance of the adventitia of

a vessel (fig. 1 e.).

Whilst looking through the specimens an acarus foUiculorum

was detected, lying free ; this led to the careful examination of the

mouths of the follicles, in many of which two or more acari were

seen ; they became readily discernible by the deeply-stained granu-

lar matter in their interior.

In this condition of skin it seems that the appearance of vesicles

was not due to a simple upheaval of the epidermis by fluid accumu-

lated between the superficial and deeper layers, but that it was

caused by collections of fiuid in the substance of the true skin.

As to the nature of the spaces containing this fluid, although the

specimen did not admit of its demonstration, it may be conjectured.
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that the deeper ones were dilated natural channels (lymphatics ?),

while the superficial flask-shaped cavities seemed to be truly lacu-

nar, perhaps caused by distension and rupture of the lymph spaces

in the papillary layer. In some spaces absorption of tissue

appeared to have taken place, for their walls were formed by the

limiting membranes of the true skin (vitreous layer of the follicle

and basement membrane of papillae). (Fig. 1 a'.)

The appearance of the contents of the spaces was also in favour

of their having contained lymph.

The occasional presence of red blood-corpuscles answered to the

clinical fact of the tendency of the vesicles to become hsemorrhagic.

No significance will probably be attached to the presence of the

acari ; but it is well to remind ourselves that a serious disease

occurs in the dog from the acarus folliculorum. Dr. Sparkes has

well described this disease in the ' Transactions of the Med. Chir.

Soc' for 1874.

For information as to microscopical appearances similar to those

detailed above, compare

'A Case of Pachydermia Lymphorrhagica ' by Odenius (' Nordiskt.

Medikinst. Arkiv.,' t. vi, 1874). This case is referred to at length

in Busey's work on occlusion and dilatation of lymph channels,

pp. 95, 96.

See also, * Eeport, by C. Stewart, of Microscopical Appearances

in a case of Lymphangeioma,' recorded by Sydney Jones in the

' Path. Soc. Trans.,' 1874—5, p. 233.

Also a case of ' Lymphangiectodes, Account of Histology of,' by

Drs. T. and T. C. Fox, 'Path. Soc. Trans.,' 1879, p. 474.

12. A pigmented mole, loith elephantoid hypertrophy of the mons
and labium ; growth after excision and second operatioti.

{Card specimen.)

Exhibited by Jonathan Hutchinson.

ATOUNO lady, sit. 18, is speckled over on face, shoulders, chest,

and arms, with many hundreds of small pigment moles.

Around the genitals, and on the inner side of left thigh and

buttock, was an immense black hair-growing mole. The mons and

left external labium were greatly hypertrophicd and hung in heavy
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pendulous masses. Five years ago I excised a large part of the
mass. The wound was closed with sutures and liealed imme-
diately. Increase of the adjacent cellular tissue, however, soon
recommenced, and the parts became bigger and more pendu-
lous than ever. The skin was black, coarse, tuberculated, and
covered with thick bristly hairs. Beneath the skin ill-defined,

large masses of dense fibrous tissue could be felt. There was no
oedema, and in this the case differed from ordinary elephantiasis.

The specimen shown was excised a fortnight before by means of a
cautery knife, and the wound left to granulate. The case is of
interest as an example of growth of a mole long after the period of
infancy. The growth took place chiefly in the subcutaneous cel-

lular tissue, and consisted in fibroid hypertrophy, probably of a
kind closely allied to elephantiasis. It is to be noticed that the
parts involved in growth are those which often suffer in elephan-
tiasis, and that probably their partly pendulous condition has had
much to do with inducing their overgrowth. No tendency to
growth has been observed in the other moles, many of which have
been destroyed by the cautery. Novemler, 4th 1879.

13. Photograph of a case of molluscum fihrosum^ one of the
tumours of very large size and pendulous. [Card specimen.)

Exhibited by Jonathan Hutchinson.

THE patient is a Turk. Several small tumours are seen in the
back in the ordinary condition of molluscum fibrosum, that is

not bigger than cherries. Three tumours on the left side of
the back have, however, grown to a large size, and the lowest of
these has become pendulous and attained very unusual dimensions.
It is nearly as big as the man's head, and has become ulcerated on
its lowest patt.

The case is of interest as demonstrating the identity of these
huge pendulous masses with the ordinary form of fibrous mol-
luscum. December Ind, 1879.

14. A peculiarform of mole, " the cocJc's-comh mole '^ {Card
specimen.)

Exhibited by Jonathan Hutchinson,

THE portrait shows a large congenital mole just above an infant's

ear. The mole consists of hypertrophied skin tissues, which
are arranged in rugae or folds with deep sulci between them.

These are quite solid and free from naevoid tissue. At its thickest

part the mole-structure is a third of an inch, but it becomes lower
and lower upwards from the ear until it is finally not distinguish-

able from the skin.
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XI. DISEASES ETC., OF SUPRA-EENAL CAPSULES.

1. Case of disease of supra -renal capsules.

By NOEMAN MOOEE, M.D.

IN the present state of knowledge as to diseases of the substance

and of the parts surrounding the supra-renal capsules, every

case in M'hich the history and morbid appearances after death can

be placed side by side seems worthy of record.

J. "W. H—, set. 25, died in St. Bartholomew's Hospital on Sep-

tember 17th, 1879, and was examined by me thirty-six hours after

death.

Supra-renal bodies.—The right was greatly enlarged and very

hard. The left was enlarged to a less extent, and, on section,

showed a deposit of caseous matter of several degrees of firmness iu

every part.

The semilunar ganglia were of normal size.

There were no patches of pigmentation either on the skin or

within the lips ; the darkest place was around the right nipple, but

neither nipple was as dark aa that of a dark-complexioned person.

The skin was sallowish in relation to the general complexion. The
hair was brown, with a slight degree of lustre. The body was lean.

There was some recent tubercle in the right lung, and some old

scar tissue with puckering at the left apex. There was a partial

strangulation of a piece of ileum, caused by the adhesion of an

omphalo mesaraic diverticulum.

Dr. Southey, under whose care the patient was, has kindly given

me the following account of the case during life:

J. W. H— , a)t. 26, pipe maker.

Previous health.—Good, with exception of some illness for which

he was admitted into Mark in 1870. Not acute apparently, but

its nature not to be guessed from his account.

Present illness.—Began gradually. Thought himself well up to
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August 1st this year (1879) ; about then be first experienced paius

iu bis abdomen, general weakness, and shortness of breath ; his

sight became feeble, and he lost flesh. On August 23rd he took

some kiud of pill, which purged hiui several times, and led to his

passing blood with each motion on 24th ; but from that date up to

27th, on which he was admitted, his bowels acted no further.

Condition on admission.—Abdomen flat and empty, tongue clean

and moitit. Nothing remarkable about skin. Some tenderness in

epigastrium and over colon generally, which felt contracted and

rope-like, and contained some scybala. Liver and spleen seemed

of natural size ; heart normal. Lungs ; apex of left seemed less

resonant than right, and was tender when percussed.

Bladder normal ; urine sp. gr. 1025, no albumen. Fattiness

and anaemia were the prominent features of his illness. His pulse

was 92 ; temperature only 97'4°.

I asked had he had dysentery; there was no history appointing

it. I examined but found no piles. There was increased pulsation

in epigastrium from aorta or coeliac axis.

On 31st he passed a few scybala. A fluid-nourishing diet was

ordered, with warm poultices to abdomen.

Cou7'se and progress.—Temperature, always remarkably low ; on

September 6th 96"2°. He complained only of weakness, headache,

pressure over eyes, dull aching pains all over him. Vomits occa-

sionally. Ordered on 8th half an ounce of castor oil, with Tr. Opii

lTl_x ; this acted twice, bringing natural stools away.

15th. I was informed that he had vomited always at night, but

not during day ; but on this day I saw a potful of greenish-coloured

vomit he had ejected. I ordered brandy, lime water, and milk,

with a small opiate every four hours. He was manifestly sinking
;

pulse hardly to be felt. His answers to me were clear and natural,

but I was told he had been delirious.

Early on morning of 16th, after getting out of bed, he fainted

and died quite suddenly, giving little warning.

Ocioler 1\st, 1879.



352 DISEASE OF SUPRA-RENAL CAPSULES.

2. Fibrous and calcareous changes in both supra-renal capsules,

perhaps of syphilitic origin. {Card specimen.)

Exhibited by "Wm. Ewaet, M.D.

THE patient, a governess, aet. 37, was in a state of considerable

prostration when admitted into St. George's Hospital, in the
latter half of November, 1879, and unable to give any account

of herself. The symptoms of scarlet fever were soon developed, and
she died of exhaustion on December 15th, shortly after a recurrence
of the rigor, the tonsillitis, and the cutaneous rash, with incipient

desquamation. A slight degree of tubular nephritis was found after

death, but the other organs were free from disease with the excep-

tion of the supra-renal bodies. These were altered in shape aud
consistence and were partly calcified. The left capsule was broken
up into numerous islands of apparently healthy tissue, after the
fashion of a syphilitic liver. The calcareous infiltration was moat
marked in the right supra-renal body, which was but slightly lobu-

lated ; its seat was mainly in the cortical matter. The semilunar
ganglia were normal. Of the existence of syphilis there was no
clear evidence ; but a depression of the inner table of the skull was
noticed in the left frontal region somewhat resembling the late

results of a node.

The skin presented no abnormal pigmentation; it was very
pallid. The body was somewhat emaciated.

January 20th, 1880.
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XII.—MISCELLANEOUS SPECIMENS.

1. On a peculiar, circular, tcandcring rash on the tongue.

By Aethur E. J. Barker.

THIS paper is an attempt to group togetber, for the benefit of

tbose who may meet with similar cases, some facts in regard

to a peculiar, circular, wandering rasb on the tongue, of which I

can find no description so far in the medical literature of this

country. It appears to be sufiiciently interesting, not only from

the fact of its novelty, but from some points about its natural

history to be alluded to presently, and also from the discomfort

to the patient with which it was accompanied.

The observations are based on two cases, in both of which I had

a good opportunity of studying the condition, but especially in the

second. For this reason it may be better to take the latter as the

basis of this description, premising that as regards appearance,

duration, habit, &c., the rash in Case 1 was similar down to the

smallest detail, though the family history and the conditions of

life under which the two patients lived were entirely different.

Case 2 was brought to me a good many times, and I was thus

enabled to make a close and more extended study of it with micro-

scopic examination than of Case 1, though here too, the microscope

gave much assistance. I was also able to make a drawing of the

condition (shown). Besides this the mother was kind enough to

continue to make for me (as she had been voluntarily doing before

I saw her first) diagrams showing the extent of the rash at dif-

ferent times. It must be distinctly understood, however, that

though these give an excellent idea of the shape, extent, and mode
of appearance and disappearance of the latter, they are only to be

considered as diagrammatic. But as they were prepared in the

first instance, voluntarily by the mother without any suggestion

23
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from me, they possess a certain independent value. This I

thouglit later miglit be enhanced if they were made at several set

times in the day, and I therefore suggested this to the lady, who

readily accepted my suggestion. I may say that these diagrams,

although more distinctly defined than the rash, are excellent.

The drawing made by myself shows, perhaps, a little more accur-

ately the general appearance of the affection when of about

medium intensity. It gave the mother but little dilEculty to make
these diagrams, as the child willingly held out his tongue for her,

seeming thus to seek relief from the intolerable itching with which

he was tormented, and which gentle rubbing relieved. Besides

this the mother kept me an courant with the child's condition

during the intervals between his visits to me, which extended over

several months. Owing to this, and the intelligent way in which

this lady (the widow of a professional man) gave me all the neces-

sary details as to family history, &e., and carried out instructions,

the history of the case is a much more complete one than it is

often possible to make under similar circumstances.

Case 2.—Male, set. 2 years 4 months, when I first saw him, will

be three years old next month, November, 1879. The boy was pale

and pasty-looking but had plenty of flesh. He was quite healthy

when born, but soon developed bad eczema capitis. This eczema he

has had since on different parts of the body, and has still lichenoid

patches here and there, especially on the thighs. He had not walked

for some time, disliking apparently even to stand. Slight bowing of

the legs was to be noticed, and slight epiphysary enlargements.

He was extremely fretful and constantly kept something in his

mouth (usually a feeding-bottle mouth piece) against which to

rub the tongue. He would also hold the latter out of the mouth

to be scratched, as this seemed to give relief, to what there was

every reason to believe was intense itching. When most troubled

in this way the saliva dribbled in very large quantity from his

mouth. This condition of the tongue was first noticed when the

boy was six months old.

The family history was essentially bad. The parents were first

cousins once removed. There was phthisis on both sides of the

fuuiily, the father's death being in the main due to it, though the

mother herself appeared fairly healthy. Her mother, however, was

pronouucod consumptive by medical men, though she has reached

the age of a>qut fifty-six. Phthisis is in her family besides, however.
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The father of the patient had had syphilis three years before mar-

riage or eight years before the birth of the latter. This was evi-

dently very intractable as the prescriptions for liia treatment show.

There were no miscarriages, however. Seven children were born in

six years ; the first died of tabes mesenterica ; the second, whom

I saw, was very healthy ; also the third, still alive ; the fourth and

fifth were twins, of which one was still-born ; the other, anence-

phalous, but very healthy looking otherwise, lived for eight months
;

one other child had enlargement of the epiphyses too ; the sixth is the

patient in question, and the seventh is a baby nearly two years old,

not a healthy child, but showing no trace of any ailment distinctly

specific. ISTone of these children, except patient, ever had anything

the matter with the tongue. The father had on more than one

occasion explained to the mother that she might possibly be

infected from him, and that their children would probably show

evidences of syphilis. But on very careful inquiry from the

mother I cannot find any direct evidence that either she or her

children had at any time shown the slightest signs of distinct

specific taint. The fact that the two eldest children are robust

may be given some weight here. Since the death of the father,

about two years ago, the circumstances of the family have been very

bad indeed, and the mother voluntarily attributed many of the

ailments of her chiWreu to the want of sufficient nourishment, to

say nothing of the ordinary strengthening medicines, cod-liver

oil, &c.

As regards the rash itself, which has been present on and off

ever since the child was six months old, the first point about it

WooDcri 4.

Morning. Evening.

Seen by Mr. Heath, March 7tb.

which has struck every one who has seen it is its prevailing circular
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form and resemblance to ringworm, both in appearance and mode

of growth. This struck the mother, Mr. Heath (who kindly sent me
Case 2), myself, and others. The bauds of eruption are in almost

every case either circular or form parts of circles (see Woodcut 4).

They start from a single spot, of a slightly paler hue than the rest

of the epithelium of tho tongue. Such a spot was present yesterday

when I last saw the child. This then rapidly developes into either

a small ring or a crescentic band, almost forming a circle in many
cases, but open at one side or other. These rings or crescents

appear in every part of the dorsum of the tongue with equal fre-

quency, but occasionally creep over its borders or tip i'or some

distance. Though looked for on the floor and other parts of the

cavity of the mouth they were never found. From their commence-

ment they travel with varying degrees of rapidity, sometimes

remaining stationary for a considerable time, but usually advancing

very quickly, a small circle developing into a wide ring in the course

of a few hours. Within the concave margin the surface appears

somewhat livid, but not inflamed ; it is simply smooth and glazed,

as though denuded of its epithelium. The bands of eruption

themselves are not of the same colour as the normal tongue, but a

little lighter, and have a chafed, roughened surface, somewhat raised

and sharply marked at the border of advance. The diflerence of

colour, however, between the part already traversed and that not

yet invaded by the disease is very marked, the livid tint of the

first contrasting with the normal pale shade of the otherwise

perfectly healthy tongue. Some of the spots referred to made
their appearance on these smooth dark areas, already traversed by

Woodcut 5.

May I2th.

Seen by Mr. llutcliinson.

the disease, and spread over them again in rings or bands a second
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time in precisely the same way as during the previous inva-

sion (vide Woodcut 5). There was neither vesiculatiou, ulcera-

tion, or exudation, as far as one could determine with the naked

eye or hand-glass ; in fact, there was nothing in the appearance of

the rash which suggested anything of the nature of an inflamma-

tion proper. The change, as before remarked, resembled very

closely that produced on the skin by tinea tonsurans, a line of

irritation with slight elevation and desquamation. Examination

with an ordinary hand-glass revealed nothing further than that the

epithelium had really been more or less cast off over the surface

already traversed, while chafed and roughened along the border of

advance. It was this appearance which led me to suspect some

parasitic growth at the root of the condition, and to make a

careful microscopic examination of scrapings taken from the

roughened border. These were removed with the edge of a new
silver spoon in the first case, and subjected to a very careful search

by myself, several scrapings being taken from different spots. The

only matters found were the usual epithelial cells and corpuscles of

the saliva, but no parasitic growths. In Case 2 I made, if anything,

a more careful examination in a private ward at University College

Hospital with the help of two assistants. Here, after a short

search, we found numerous cryptogamic organisms under all

three microscopes. Of these I made some drawings (shown). I

took the opportunity of showing these the next morning under

the microscope to Mr. Hutchinson, who agreed with me at once

that they were cryptogams, and exceedingly like the trichophyton

tonsurans. I have placed drawings of the latter made under the

same microscope side by side with those organisms from the

tongue for the sake of comparison. They appeared specially

abundant on one particular spot on the tongue, and yielded many
microscopical slides. A very careful comparison of them with the

trichophyton, with which I am quite familiar, having cultivated it

on my own finger for the sake of study, showed, as far as I could

judge, a perfect identity between them. But this was the only

occasion on which anything of the kind was found. An equally

careful search on another occasion in my own study sometime later

failed to detect a trace of parasites. It is unnecessary further to

describe those found, than to say that in every respect, so far as I

could see under a high microscopic power, they resemble the tri-

chophyton. As to their significance here, I am inclined to believe
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that they are not in any way the cause o£ the disease. If they

were they ought to have been found on other occasions. Again,

the rash has been present in Case 2 for two and a half years, and

all this time no trace of ringworm has appeared on any other part

of the body, or on any other of the children. They were only

present on one occasion, and then probably accidentally, as I

believe such cryptogams often are in the mouths of unhealthy

children.

The rash is wholly unlike "thrush." There is no trace of false

membrane, the circles and bands only appearing a little chafed.

Again, it does not appear on the cheeks, lips, or gums, unlike

thrush, but is entirely limited to the tongue, any part of which may

be invaded from root to tip, but the under surface never primarily.

There were no curdy patches ever associated with it. Again,

unlike the disease alluded to, it gives no pain or difficulty on suck-

ing, but is rather relieved by this ; this is due to the constant and

severe itching which torments the patient while the ailment is at

its height. There is constant and abundant dribbling of saliva at

the same time, probably due to the same cause, and sufficient, as

the mother expresses it, " to wet his clothes through." She also

says that the itching was so severe lately that on one occasion the

child in his annoyance threw his india-rubber mouthpiece into the

fire, and got hold of the scissors " to cut his tongue out," as he

said.

Next to its constant tendency to assume a circular form and

intense itching, the rapidity of its advance is most remarkable.

This is described by the mother as very striking. Not having the

child close at hand, I am unable to speak of this from personal

observation ; but, for example, on occasions when I have seen the

tongue in the afternoon showing large circles, I have been assured

by the mother that the latter were only commencing to form that

morning. The diagrams now shown give a very good idea of this,

comparing afternoon and morning. The fact of its having invaded

any portion of the tongue did not seem to give immunity from re-

invasion almost immediately after, as may be seen from Wood-
cut 5.

The chief points of interest about this rash may be briefly

summed up as follows :

It occurred in children before the commencement of the third

year.
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It was very chronic.

It tended to assume a circular form.

It waa accompanied by intense itching and extreme flow of

saliva.

It was wholly confined to the tongue, and chiefly its upper

surface, but was found on the latter anywhere from root to tip.

It occurred in weakly children with tendency to eczematous

eruptions.

Cryptogamic organisms, identical with the trichophyton tonsu-

rans, were found on one occasion in Case 2, but were absent in the

other, as also on a second and third search of Case 2.

The rash resisted local remedies, and only yielded sluggishly to

constitutional treatment.

I ought to say that in Case 1, though pathologically identical

with the other, the family history was good ; the child lived under

very healthy conditions, and had every care that wealth could

provide and intelligence suggest.

I have expressed a belief that such an afiection of the tongue has

not been described iu this country hitherto, and I think I am
correct iu this. In Mr. Fairlie Clarke's work on the tongue he

alludes in a few lines to a communication (apparently verbal) made
to him by Sir J. Paget regarding a case of ring-wox'm of the tongue.

The allusion is so brief that it is impossible to be certain whether

this was a case of the same afiection ; it appears probable, although

it occurred in an adult, that Sir J. Paget believed it to be true

tinea circinata.

Mr. Hutchinson has kindly told me that since he saw Case 2 he

had an opportunity of speaking with some Preuch surgeons on the

point, and learned that an apparently similar condition had recently

been described and figured in France. I regret that the reference

which he kindly gave me was not accessible to me. It was there

called " lichenoid of the tongue," a name which would appear to

me very inappropriate for the disease now before us. If parasitic,

plainly so ; but even if not, the circular band-like form and rapidity

of production in the other characters described, would show it to be

something quite difierent. If a name must be found for it, I would

venture to suggest, in view of the little that we know about it as

yet, some one which would involve no theory as to its causation or

nature, such as Clrctdi(S or Annulus miffra?is, or simply Pruriqg
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As to its real nature, it would be premature to hazard a decided

opinion ; but from wliat I Lave seen of the rash I should feel

inclined to regard it as more likely to be the result of reflex nerve-

irritation than anything else.

I may add that the French Dictionary of Medicine, since the

beginning of the century, contains no reference to anything of the

kind; neither does Canstatt's Jahresbericht since its commence-

ment twenty-four years ago, or any of the standard English works

of reference, all of which I have carefully consulted. For this

reason I should feel obliged to any member who could throw any

light on the matter, for the disease appears to me sufficiently

remarkable, having caused much very real discomfort to the patients

and a good deal of anxiety to the parents as regards prognosis.

Since writing the above I have seen the patient to-day (Novem-

ber 18th, 1879), and have made a very careful examination of the

tongue at my leisure. There is now hardly the slightest evidence

that the tongue had ever been the seat of any disease except a

slight trace of pitting, which was only quite' certain on very close

inspection, and which would not be recognised, probably, by one

who had not seen the disease befoi'e. At one spot there was a sus-

picion of a semi-lunar mark. Four days ago, the mother tells me,

it was at its very worst ; it had hardly ever been so bad, the tongue

being covered with the characteristic patches. During the deve-

lopment of these he had suffered much. The lichenous rash on his

limbs, however, was quite gone, probably as the effect of arsenic,

which I had given him for about a month. This fact seems to point

to some difference in the etiology of the tongue-rash and that on

the limbs ; for while the latter had quite disappeared from the

arsenical treatment, that on the tongue was at its worst. I made
two deep scrapings of the tongue, and have just finished examining

them very carefully with the microscope. With the exception of

one or two bodies, doubtfully like spores, there is nothing in the

mucus and epithelium which I should regard as abnormal. Great

rounded masses, apparently of aggregated micrococci, would hardly

be taken as such. Xov. 18th, 1879.

JS^ofc.—June 11th, 1880. Since this paper was nad I have had

a courteous letter from Dr. Gunn (Senior House Surgeon at Moor-

fields Ophthalmic Hospital), enclosing me some notes and drawings

of the case to which Mr. Hutchinson alluded in the discussion

arising on it. I have no doubt that this case, seen a little before
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my own first, was quite identical with the latter &» far as observed.

It may also be added that, since the discussion on this paper, an

article upon the same subject has been published by M. Vaulair in

the 'Eev. Mens, de Med, et de Chir.,' January 10th, 18S0, entitled

" Lichenoide Lingual." This author, in his observation of three

cases, has come to the same conclusion as myself as to the non-

parasitic origin o£ the affection, though he mentions the same

rounded masses which I have alluded to as probably aggregations of

micrococci. His description will be found full and accurate. He
gives the reference to the short article I was also directed to

but could not find. It is one by Grubler in the ' Diet. Encylop.

des Sciences Med.,' t. X, Ire partie, p. 231. This very brief notice

now before me, in which Gubler speaks of the affection under
" the provisional denomination of lichenoid of the tongue," is

apparently the first ever published on the subject. I find that

his description corresponds almost exactly with mine ; but, in spite

of negative results in his own case, he seems to suspect the cause

of the disease to be the presence of some parasite.

November ISfh, 1879.

2. Enlargement of the temporal and massefer muscles on

both sides.

By J. "WicKHAM Legg. #

LousiA E— , aged 10, was admitted into Mary Ward, of St. Bar-

tholomew's Hospital, under my care, on February lith, 1880.

For the following notes I am indebted to Mr. "\Y. Payne, the

clinical clerk.

Mother s account.—Three weeks ago the child began to feel faint

and sick, and vomited, but her appetite continued good.

Shortly afterwards, the mother noticed a swellings at the angles

of her jaw, which afterwards extended to her temples. She did not

notice the temples before, but was probably prevented doing so by

the girl wearing a fringe. She says that the swellings at the

angles of the jaw have subsided considerably, which they have done

before, but have recurred again.
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She also states that the girl's appetite for some time has been

ravenous, combined with great thirst.

The girl has not been getting thinner ; often suflfers from a

frontal headache.

Mother states the swelling came on suddenly.

Previous liistory.—Child had whooping cough, scarlatina, and

measles before she was two years old, and has always been a

delicate child. Five years ago she had abscesses under her jaw and

in both axilloe. Twelve months ago she felt sick, but at the same

time was hungry and vomited a worm (like an earthworm) through

her mouth. Attended as an out-patient for it at St. Bartholo-

mew's Hospital.

Fmnily history.—Has a sister two years older than herself, who is

healthier, and a brother two years younger who is now healthy

;

they both have had whooping cough and scarlatina ; the boy also had
" consumption of the bowels " a year ago, and was admitted into

Mark Ward. These children were seen and no enlargement of the

calves was noticed in them. The mother has had two miscarriages.

The mother had four brothers and four sisters, four of whom are

dead (died in fits). The mother knew of no disease among them

like Duchenne's disease.

Present state.—A well-nourished child with light brown hair and

blue eyes, with rather a dry skin, though of natural temperature.

Eyes, nose, and mouth normal. There is a little spot on corr.cr of

mouth, but it is not herpetic. Some of the milk teeth still remain-

iug, but the permanent incisors are of peculiar shape, resembling

mother's, and also the mother's sisters. Tongue clean. Pauces

normal.

There are tumours at angles of jaw and on temples ; also a scar

extending round nearly the whole length of the jaw-bone from

angle to angle. The cervical glands are enlarged, especially on the

left side. There is a scar over the left clavicle of an inch from

its angle.

Both angles of the jaw seem to be especially prominent, there

seeming to be a distinct bony enlargement corresponding to the

insertion of the masseter ; these tumours were also thrown into

greater prominence by a scar running along the line of the jaw,

commencing on each side at the point where the insertion of the

masseter ceases in front , the depression of the scar making the

masseter have a more definite outline,
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The actual measurement from one bony point to another, of the

distance between the angles of the jaw, being taken under the chin,

ie four inches, whilst the measurement antero-posteriorly, i. e, from

the line between the angles to the symphysis, is only 2| inches.

"When acted on by the induced current from a magueto-electrical

machine these muscles contracted, causing the jaw to move up.

They did not contract with galvanism, but only a weak current was
used.

No other muscles in the'body seemed to be abnormally large ; the

calves swelled out perhaps rather suddenly below the knees, but

did not appear large.

Measurements : circumference, 8i inches, taken 3 inches below

the patella ; whilst 3^ inches below patella they were 9^.

Description of tvjnours.—Temples.—On each temple there is a

tumour of ill-defined outline rising more suddenly in front but

gradually subsiding towards the back, the one on the left side being

rather more marked thau that on the right. It extends upwards
as far as the temporal ridge, backwards to the distance of an inch

behind the auricle, downwards it would seem to be bounded by the

zygoma.

To the feel they are both firm, giving no trace of fluctuation

;

they also move. When she sets her teeth they become hard and
rise up. The width of the skull in the line of the auricles,

however, appears broad, though the tumour on each side projects

considerably beyond the external angular process of the frontal

bone.

There is also a tumour at each angle of the jaw, that on the left

side being, perhaps, slightly more marked. They possess the same

characters as those on the temples, giving no sense of fluctuation,

and becoming hard when she shuts her jaw.

They extend upwards to the zygoma, being conterminous with

the tumours on the temples ; below they are bounded by the

jaw-bone.

The muscles of the jaw, when tested as to strength by biting a

pen-holder, appeared to have rather more power than usual.

There was no weakness of any other muscle. The child could

readily kneel down and get up, sit down on a low stool and get up,

climb up on the bed, and run upstairs. In fact, she showed rather

more activity and agility than is common at her age. Temp. 98°"3
;

pulse 100, soft and regular.
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Chest well shaped, and heart and lungs in every way normal.

Liver dulness extends upwards to the fourth rib.

Abdomen in every way normal.

Urine rather high coloured, sp. gr. 1035, clear ; no abnormal

contents.

Bowels were opened five times yesterday, but it is the first time

she has had diarrhoea.

Says she sleeps well.

February 18th.—Feels well, no thirst or abnormally large appe-

tite. Pulse 104, regular. Tongue clean. Slept well.

20th.—Complains of a little frontal headache ; says herself that

she slept well, but was noticed to be restless, and to talk in her

sleep. Tongue clean. Bowels open. Pulse 100.

24th.—Headache still continues, otherwise well.

Just before she was discharged, the tumours on the temples

appeared to have acquired a darker hue (dusky blue), and some

veins could be seen. She does not complain of any pain in them.

The tumours appeared to grow a little, and to have become more

symmetrical, i.e. both sides the same.

March 10th, 1880. — Discharged ; to attend as an out-

patient.

There might be some doubt whether the tumours in this patient

were wholly muscular, or caused partly by the protrusion of the

bone underneath. The prominence of the bony ridge around the

temporal fossa and of the mental spines might be pointed to as

evidence of this ; but it seems somewhat improbable that the pro-

trusion of the skull should be so exactly symmetrical, and accom-

panied by such marked hypertrophy of the masseter muscles. The

temporal muscles, also, as they contracted under the finger, gave a

sensation as if they filled up the fossa, and were in no way aided by

bone.

If, then, it be granted that the tumours were muscular, to what

disease known to us can they be referred ? The hypothesis of the

mother, that the disease was caused by the enormous appetite of

the child, may be set aside in view of the fact that the child, as

observed in the hospital, showed no such large appetite, but rather

a small one. The disease to which this enlargement of the muscles

shows most affinity is certainly the pseudo-hypcrtrophous paralysis

described by Duchennc. Instances of the enlargement of the

temporal and masseter muscles in this disease have been spoken of
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both by Duclieniie himself^ and by Dr. Gowers.'-^ But it would

seem to be in all an appearance which comes on late in the disease,

and I am not acquainted with any case in which enlargement of the

temporals and masseters has been noticed first of all. In this case

there was certainly no weakness of other muscles ; the child could

run, climb, go \ipstairs, kneel down and get up, sit on a low stool

and get up without any trouble ; and there was no enlargement of the

muscles of the calf or about the shoulder in my own opinion, though

by some it was thought that the gastrocnemii were enlarged, by

others that the deltoids, by a third set that the infraspinati were

enlarged. But there was no agreement amongst them ; those, for

instance, who thought that the deltoids were enlarged refused to

allow that the calves were big, and so on. Further, there was no

weakness in the enlarged muscles, for the child could make with

her teeth a deep impression on a wooden pen holder. The muscles

also acted well to the faradic current, though Dr. Gowers tells us

that in Duchenne's disease the irritability to faradisation is usually

lowered.^ Under these circumstances, then, T feel disposed to refuse

the name of Duchenne's disease to this case, although it must be

owned that it has been but a short time under observation, and that

it is possible that, later on, an increase in size in other muscles in

the leg or about the shoulder may be noted. Also against the idea

that the disease is Duchenne's paralysis, is the sex of the child and

the want of hereditary transmission. I saw the brother and sister

of the patient, and there was certainly no enlargement or weakness

of their calves. The mother knew nothing of any trouble in

walking or weakness in getting upstairs among her own brothers and

sisters.

My friend, Dr. Champneys, tells me of a case, not unlike this,

which he saw but once. A woman, aged somewhat over twenty,

had enlarged temporal and masseter muscles on both sides, but

without enlargements elsewhere. She attended but once at the

hospital, and was not seen again.

The way in which Duchenne's paralysis is transmitted in families

is noteworthy. It attacks the boys, but leaves the girls free, who,

when they attain maturity, transmit the disease to their sons, their

^ ' Duchennc, ' De relectrisation localisec,' Paris, 1872, 3e ed., p. 608.

^ W. K. Gowers, ' Pseudo-bj'pertropliic Muscular Paralysis,' Loudon^ 1879,

pp. 11 aud 29.

•' W. R. Gowers, op. cit., p. 30.
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daughters again carrying on the disease. The same method of

propagation is seen in haemophilia, and when first described it was

thought peculiar to this highly hereditary disease. But this way

of transmission has been seen not only in hsemophilia and Duchenne's

disease, bub in several other disorders, more or less severe. Thus,

in some o£ Dr. Gree's cases of hereditary polydipsia or diabetes

insipidus, the mothers, unaffected, gave the disease to their sons.i

I have myself seen the like in gout, and I have heard of a case of

colour blindness in a man who filled some diplomatic post in the

time of the Georges, and to whom his infirmity was revealed by his

neglect to appreciate a certain part of a despatch written in red ink.

In this man's family the colour blindness has descended through

the women, whom it has left untouched, to their sons, who suffer.

It is possible that the diseases in which this trait prevails may here-

after become much more numerous than is at present known.

March 2nd, 1880.

The child has been attending regularly up to the present date

(July 3rd), with very little change. If anything, the muscles are

somewhat smaller.

3. On some appearances, probahly ofparasites, in the volu?itary

muscles in cases of enteric fever.

By George Buchanan, M.D.

IN a recent investigation of a febrile disease prevalent on the

training ship "Cornwall," my colleague, Mr. Power, finding

difficulties in the identification of the disease with any of the ordinary

continued fevers of this country, had occasion to exhume, for the

purpose of post-mortem examination, the body of the only boy who
had died of the prevailing complaint. The exhumation was not

until two months—months of very cold weather—had elapsed after

the boy's death. At the autopsy, enteric fever, which with peri-

tonitis had seemed to be the cause of death in this particular case,

was first disproved. The inquiry was then extended with the object

' Samuel Gcc, ' St. Bartholomew's Hospital Keports,' 1877, vol. .\iii, p. 80.
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of discovering what the disease could be that had thus strangely

simulated that fever ; aud presently the abundant presence of

uematoid parasites in the voluntary muscles led to the diagnosis of

trichiniasis as the cause of death. "Without going into the story of

the total outbreak, it would be impossible to give here the evidence

upon which it came to be believed that all the cases were of the

same nature ; but it will be enough for present purposes to say that

there was a presumption amounting pretty nearly to certainty that

this was so. The parasites found in the fatal case were of about the

usual dimensions of trichina?, but there were two kinds of differences

between them and the parasites that are observed in ordinary cases re-

cognised as trichiniasis ; first, they were not encysted ; secondly, they

were more watery and transparent than the common" non-encysted

trichinae. These differences, however, were very probably the result

of the exceptional circumstances under which they were found ; death

at a very early period of the disease ; burial for two months before

the time of this being found in the muscles, On the whole, it was

judged there was very good reason for considering them as identical

with trichinpe ; but the reservation was made that, supposing they

were not absolutely identical with Tricliina spiralis, they were so

plainly allied in their characters to that parasite, that their presence

in the body of a boy dying of a febrile disease not readily distin-

guishable from enteric fever, would come to have a new sort of

significance, and the fact might indeed prove to be of concern to the

pathology of enteric fever itself

"With this experience from the " Cornwall" inquiry, therefore, it

seemed to Mr. Power desirable to make a fresh examination of the

voluntary muscles of enteric fever ; and he has begun to make some
observations in this direction. It is my object in this communication

to state what has hitherto resulted from these observations, made,

it is true, upon two cases only of the disease, but made with a

sufficiently new and sufficiently demonstrable result, and with a

sufficient similarity of result between the two cases to give a very

considerable interest to the observations, aud to make extremely

desirable the investigation of other like cases. "We have therefore

regarded the subject as worthy of the many pathological workers

that this Society numbers among its members, and without professing

to do more than record the observed facts, I propose to describe

Mr. Power's observations, which are illustrated by the specimens

and drawings shown to-night.
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Mr. Power's first note is dated April 2ud, and is as follows

"A young man was admitted into St. Thomas's Hospital on the

15th of March, suffering under well-marked enteric fever, that was

at once recognised to be such. He died on the 30th of March, about

the tweuty-third day of his illness ; the immediate cause of death

being peritonitis. I was present at i\i.Q jyost-mortem examination on

Wednesday, March 31st, by the favour of Drs. Eeid and Cory, of

St. Thomas's. It appeared that perforation of the bowel had

occurred at one enteric ulcer of the ileum, and that foecal matter

had escaped into the peritoneal cavity. There were numerous other

ulcers of the same portion of bowel, all of them typical of enteric

fever. Certain viscera and tissues were taken for microscopical ex-

amination, and this is now in progress.

*' I think it right at once to acquaint you with the early observations

I have made on the muscular tissues of this case. In the pectoral

muscle I find what I take to be parasitic 'worms' of some sort.

After search with a lower power, their characters were pretty clearly

to be made out under a 'twelfth ' (Gundlach's). One or more of

them was to be seen in most specimens (a few fibres only in each

instance) of the pectoral muscle examined. Apparently fliey were

living when found. Certainly one of them appeared to advance and

retract an extremity while under observation, his body becoming

during the process alternately thinner and more thick. Another,

which when first seen had one extremity partially buried in muscle,

had in the course of half an hour so far pierced the muscle as to

bring the obscured extremity fully into view. The dimensions of

the parasite were wholly diflerent from those of TricJima spiralis, or

from anything figured in my report. In length and in breadth the

present parasite appears to average something like one fourth of

the average trichina as seen in muscular tissue before encapsulation.

In breadth they are largest in the middle, and have one end more

slender than the other. So far as I have yet made out, they have a

resemblance to nematoid worms both in the proportion of their

breadth to length and in the presence of an interior canal, which

looks as if interrupted by some overlying internal tissue or organ
;

but as to these points I do not profess tliat my microscopical ob-

servation is anywise complete. Dr. Cory has been so good as to

draw sereral of the creatures, witli such details as we have yet made

out."

Since the above date (April 2nd) observations have been continued
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on the muscles of the St. Thomas's case, and have been extended to

samples of muscle, obtained through the kindness of Dr. Curnow,

from a boy who died of enteric fever in the Seamen's Hospital. The

boy had been ill only eleven days and the immediate cause of death

was peritonitis resulting from perforation of the bowel. The ulcer

at which the perforation had taken place was a well-marked enteric

fever ulcer, one of several existing at the lower end of the ileum. On
April 17th Mr. Power reports, in continuation of bis previous note,

and adding his observations on the muscles of this second case

:

" In the St. Thomas's case I have continued to find trichina-like

bodies of the sort already reported to you.

" I have also found similar bodies in portions of muscle from a

boy who died in G-reenwich Hospital from peritonitis at an early

stage of unquestionable enteric fever. In neither case (St. Thomas

nor G-reenwich) do the seeming parasites now appear so plentiful as

they had looked to be in the earlier specimens examined from the

St. Thomas's case. Further, and the following notes apply to both

cases, the parasites have not been found in all the muscles examined.

None have been found in the diaphragm. In the great pectoral and

psoas muscles, to which most attention has been given, they are by

no means uniformly distributed through the muscular tissue. Not

unfrequently, more than one of the seeming parasites may be found

in a microscope- sample of muscle, but more often several slides may
be examined without finding any. On the other hand, certain much

smaller bodies, having possible relation to the larger bodies that I

speak of as being like parasites, are much more numerous, and they

as well as the larger bodies are figured in the accompanying

drawings. These smaller bodies are with difficulty distinguished

amid the muscle in which they are found, and very slight interference

with the slide (made with the object of bringing them more fully

into view) often results in their being lost sight of altogether. I

should mention that as decomposition of a portion of muscle has ad-

vanced, the larger parasite-like bodies have been found in that

portion in greater abundance than before. But I am not prepared

to say whether this greater abundance is apparent only or whether

it results from actual growth or multiplication. With advancing

decomposition of the muscles the minuter bodies to which I have

referred are not more readily found. As regards movement of the

seeming parasites I have not been able to get further indications

than those mentioned in my previous note."

24
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[The various drawings here mentioned, and specimens from the

St. Thomas's and Greenwich cases, were shown in illustration.]

Apil 20th. 1880.

4. Co7igenital talipes varus.

By Egbert William Pakker.

THE Bpecimeu was removed from an auencephalous foetus, which

died at its birth. I am indebted for it to my friend Dr.AVilson.

The condition of varus was well marked, although not extreme.

The whole foot appeared very much foreshortened, the ball of the

great toe being raised upwards and inwards, and drawn backwards

towards the leg.

After removing the skin and the subcutaneous fat, which was very

thick, the limb presented the following features :—The tibia was

normal as to position, but the fibula was placed immediately behind

it, instead of on its outer side. The outer malleolus, therefore,

was not visible from the front. The os calcis was drawn a little

upwards and inwards (supinated), so that the insertion of the tendo

Achillis could be seen from the front.

Viewed from the front, the inner edge of the gastrocnemius

muscle is seen to overlap the subcutaneous surface of the tibia in

its upper half; this is in consequence of the rotation outwards and

backwards of the fibula already referred to. There is no shortening

of the tendo Achillis ; the posterior tibial tendon appears short,

and it was put on the stretch when any attempt to straighten the

foot wa« made. The tendon of the anterior tibial muscle was even

more shortened than the posterior, as was also the extensor proprius

poUicis ; both these muscles were rendered tense in attempting to

overcome the deformity. The abductor pollicis was also much

shortened.

By rotating the fibula forw^ards and forcibly extending the foot

the deformity was in some measure overcome ; but complete exten-

sion of the foot was prevented by the tendon of the anterior tibial

muscle. The altered condition of the os calcis did not appear to be

remedied by this extension, though it was partially rectified.
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After the deformity had been pai'tially overcome in the manner

described, the muscles on the back of the leg all appeared flaccid,

and longer than was necessary.

Congenital talipes calcaneus.

The specimen was removed from a foetus, born at term, which

presented no other malformation, and which died immediately after

its birth, I am indebted for the specimen to my friends Dr. Herman
and Dr. Barlow.

The condition is one of complete talipes calcaneus, the dorsum of

the foot being in contact with the anterior surface of the leg.

After dissecting away the skin and subcutaneous fat the muscles

were found to be normal in position and number ; but those on the

anterior surface of the limb—tibialis anticus, extensor proprius

poUicis, and the extensor longus digitorum—were all obviously too

short ; and any attempt to rectify the position of the foot rendered

these muscles quite tense. There was no lateral deviation of any
kind. The muscles on the opposite surface of the limb were normal

in appearance ; the tendo Achillis presented no pathological condi-

tion ; it became flaccid and loose when the position of the foot was
altered.

RemarTcs.—These specimens are interesting as a contribution to

the pathology of congenital talipes at the time of birth. I find no

difference in appearance or consistence in any of the muscles ; those

on the extensor surface appear just as well developed as their oppo-

nents do on the flexor surface.

Various views have been expressed as to the causation of such

deformities. I venture to think that these two specimens show how
malposition in ictero is probably the real predisposing cause of the

congenital forms of the disease.

There is abundant evidence to show that the deformity occurs

at a very early period of intra-uterine life—at a time, therefore,

when the muscles are not sufficiently differentiated to be capable of

contraction, in the sense of the word as applied to them in later

life, and when, for the same reason, it is difl&cult to imagine that

the nerve centres have that intimate relation with the function of

these muscles which they acquire later on.

On the other hand, given a faulty position of a limb, the result of
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a jolt or a fall or a blow sustained by the mother, or of some

irregular muscular contraction of the uterus, and we have all that

is necessary to bring about this deformity. For it appears

reasonable that if, in consequence of some malposition of a limb,

the two points of attachment of a muscle be abnormally approxi-

mated to each other during foetal growth, the intervening muscle

will, as a consequence, be shorter than under other circumstances
;

while, for an opposite reason, the opposing muscles will be

lengthened.

I venture to think that clinical evidence bears out this supposi-

tion ; for of all talipes the congenital forms are the most amenable

to treatment. On the other hand, those forms, the paralytic, which

result from a known nerve-lesion, carry their impress throughout

life.

I do not think that a primary nerve-lesion is indicated as the pro-

bable cause of the congenital form, from the fact they are fre-

quently associated with spina bifida and malformation of the brain
;

for I have seen many such cases accompanied by talipes of one foot

only. On the other hand, a large proportion of the cases occur in

children who not only have no malformation of the nerve-centres,

but who are types of healthy development except as regards the

foot or feet. May 4tth, 1880.

5. An Achilles tendon, which had reunited, with the formation

of one and a half inch of new tendon, after subcutaneous

division four years previous to death.

By William Adams.

THE specimen consisted of a large portion of the gastrocnemius

muscle, with the Achilles tendon and a portion of the os calcis

attached. The Achilles tendon had been divided subcutaneously by

Mr. Adams on the 10th Februaiy, 1SG9 ; and the patient, a young

gentleman, Master E— , then aged 10, died from subacute pneumonia

four years afterwards, on the 19th March, 1873, a>t. 14. He had been
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the subject of pseudo-hypertrophic muscular paralysis, and his case,

together with the post-mortem examination and the description o£

the microscopical appearances observed in the brain and spinal

cord, is fully reported in the ' Trans. Eoyal Med. and Chir. Soc.,'

vol. Ivii, 1874, p. 247, in a paper by the late Dr. Lockhart Clarke,

and Dr. AY. E, Gowers.

The Achilles tendon exhibited shovred the reparative process to

have been extremely perfect, and between the divided extremities

of the old tendon, which were very distinctly traceable, an inch and

a half of new connecting tissue, or new tendon, had been formed,

equal in diameter and thickness to the tendon, which it served to

connect. Its external surface was smooth, and an examination

externally would not detect any evidence of the operation ; but in a

longitudinal section, the new regenerated tendon structure was

seen to differ from the old tendon, by the absence of the longitu-

dinal arrangement of its fibres, and the opaque, pearly lustre, cha-

racteristic of old tendon. The new tendon structure presented a

greyish translucency, with an irregular distribution of its fibrous

element. At the line of junction between the old and new tendon,

the process of dove-tailing was distinctly visible, the greyish trans-

lucent new tendon passing between the separated fibres of the old

tendon.

The appearances were precisely similar to those observed in

other specimens described by Mr. Adams in the earlier volumes of

the ' Transactions ' of this Society^, but no specimen so late as four

years after operation has been described.

It is worthy of remark that in the present case the deformity,

viz. talipes equinus, for which the tendon had been divided, had

returned before the death of the patient, and it is proved by the

specimen that the recontraction, and consequent relapse of the

deformity, was consequent upon changes taking place in the struc-

ture of the muscles of the calf, and not at the expense of the new
tendinous structure, which we can hardly suppose to have been

more than one and a half inches in length at any time.

The particular form of paralysis from which this patient suflered

was first brought before this Society by the late Dr. Lockhart

Clarke (on the 19th November, 1867) see ' Trans.,' vol. xix, 1868.

Dr. L. Clarke then read a communication from Dr. Ducheune, of

' See ' Traus.,' vol. vi, 1855, aud other vols.



374 MISCELLANEOUS SPECIMENS.

Boulogne, who was one of the earliest observers of the disease

;

and at the next meeting (3rd December, 1867) Mr. Adams exhibited

a boy, set. 7^, suffering from this disease and then under treatment

at the Orthopaedic Hospital. May 4<th, 1880.

6. Sequel to a case of sxjphilitic gummata recorded in the * Trans-

actions ' of the Society {vol. xx,p. o09).

By Wm. Adams.

A
CONSIDERABLE number of yellow fibrinous masses, which had

formed subcutaneous tumours, chiefly in one leg below knee

but also in the thigh, were exhibited to the Society on 2nd January,

1869 ; these had been removed during the sloughy and ulcerative

process which they set up (see ' Trans. Path. Soc.,' vol. xx, 1869).

The patient, a lady, lived seven years after this date, and died on

the 12th July, 1876, aged thirty-eight, having suffered from

syphilitic sequelae for about eighteen years. It could not be ascer-

tained that she had ever suffered from primary syphilis, and she

confidently stated that she had never been pregnant, but she was

married at the age of nineteen years, and her husband admitted to

Mr. Adams that he had suff'ered from syphilis six months pre-

viously. A few months after their marriage her husband sufi'ered

from a cutaneous eruption in a mild form, and about a year

later also from deep ulcerations in one leg. Under a course

of treatment by the late Mr. Startin he was supposed to be cured,

but the cutaneous eruption occasionally reappeared.

About six or seven months after her marriage the wife began to

suff"er from deep ulcerations in one leg below knee, and also from a

syphilitic affection of the knee, elbow, and ankle-joints, described

in the early report of the case. It was for this affection of the

knee-joint that she first came under Mr. Adams' care. She had

never had a miscarriage, and her monthly periods had never been

interrupted. In consequence of the anxiety both of her husband

and herself to have a family, this lady became a patient of Dr.

Oldham's two or three years after her marriage, and underwent
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a course of local treatment of the os uteri. In what way the

wife became infected iu this case seems, therefore, difficult to

explain, unless by the seminal fluid independently of impregnation.

An abraded surface in the vagina would under the circumstances

probably exist, but as the primary sore on the husband had healed

some months before marriage and the surgeon had given him per-

mission to marry, it is very improbable that any syphilitic sore

existed at the time of marriage.

About three years before her death gummatous ulcerations began

to form in the tonsils, then in the soft palate and pharynx, masses

of yellow fibrinous deposit always existing at the base of the

ulcerations. The larynx at last became involved, and from the

urgency of the symptoms it was agreed at a consultation with

Dr. Morrel Mackenzie, iu June, 1874, that tracheotomy should be

performed ; and this was performed by Dr. Mackenzie with Mr,

Adams' assistance on the 12th August, 1874. Dr. Brodie Sewell

was also in constant attendance, and sometimes Dr. Crosby.

All the distress from the difficulty of breathing was relieved, Mid

the health improved. With the aid of the valve and pea in the

tube she could talk distinctly, and even sing a little. The tube

was worn for a twelvemonth, and the general health remained good,

though during this time gummatous formations continued to occur

in the leg.

The patient wished to leave town, and became extremely anxious

to have the tube permanently removed, to which Dr. M. Mackenzie

saw no objection, and at a consultation on the 5th July, 1875, the

tube was removed. On the 10th of July Dr. Mackenzie again saw

her in consultation, and there seemed to be no reason to apprehend

any danger. The patient, however, became nervously anxious and

depressed, not sleeping well, though she did not express the dread,

which we afterwards learned she had, of the closure of the aperture,

nor did she express any wish for the re-introduction of the tube.

On the 12th July Mr. Adams saw her between 5 and 6 o'clock in

the afternoon, when she complained only of feeling week and

depressed, and he administered a glass of port wine. About 7 p.m.

she observed a blueness about her nails and the tips of her fingers,

and exclaimed that her time had come ; some difficulty in breathing

came on and rapidly increased, when she made a rush to the

window for air. Mr. Adams, w^ho had been sent for, arrived at

this time, and immediately re-introduced the tube without any
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difficulty; air passed freely into and out of the cheat, but she

gradually sank, and died at 8.15 p.m. '^o post-mortem examination

was made.

This patient was remarkably susceptible to the influence both of

mercury and iodide of potassium. Mercury iu any form, and in very

small doses, rapidly produced salivation ; and even black-wash when
applied externally would begiu to produce salivation in three or

four days, though it was always useful in allaying pain and inflam-

mation when periostitis of the tibia occurred, or of the articular

extremities of the femur or humerus, when the knee and elbow-

joints became involved. The mercurial vapour bath was useful, but

only for a short time. Iodide of potassium, when given even in the

dose of one sixth of a grain, gave rise to distressing nervous symptoms,

extreme depression, confusion of intellect, and disposition to

hysteria. Iodide of ammonium was borne better than any other

drug and was decidedly useful, though not in permanently arresting

the progress of the disease and its fatal termination.

3Iay 4^tk, 1880.

7. Two cases of late hereditary syphilis.

By Sidney Coupland, M. D.

CASE 1.—Emma F—, set. 13, admitted into the Middlesex Hospital,

under the care of Dr. Greenhow, on Sept. 22nd, 1877, and re-

admitted Dec. 6th, 1877, suffering from renal dropsy of ten months'

duration. She was a stunted, unhealthy-looking girl, with pale,

puffy face, slightly depressed bridge of nose, some adhesions of

irides, and partial opacity of left cornea, whilst the upper incisor

teeth were notched. The albuminuria was very marked, but a

notable feature about the case was the existence of a firm but

irregular enlargement of the right lobe of the liver. This was

inferred to be syphilitic from the condition of the patient and the

history of the case. She was the seventh child of a family of twelve

(including three still-born), four of whom died in infancy, after

haviog shown the usual signs of congenital syphilis. She herself
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had had *' snuffles " in infancy and ozsena for the past three years,

and all her life had been constantly attending at a hospital.

On her re-admisaiou the dropsy had much increased, and she died

from the renal disease on December 11th, 1877.

At the post-mortem examination there was double recent pleurisy

In the abdomen were two pints of ascitic fluid. The spleen was

large, weighing 91 oz , was indurated and smooth on section, but not

lardaceous. The kidneys were swollen, large, and mottled, the

cortical layer being unduly friable, of a creamy, brownish tint. The

liver adhered firmly to the diaphragm ; it was greatly deformed, a

deep sulcus passing from behind forwards, outwards and to the

right on its upper surface, ending in a wide fissure in front. This

marked the seat of a large, undoubted gummatous growth, opaque,

pale yellow, and firm, with irregular outline and puckered surface

of thickened capsule. The growth involved the right border of the

organ. Some smaller tuberculated masses also occurred in the

upper surface of each lobe, close to the falciform ligament. The
inferior surface of the organ was traversed in many directions by

deep fissures.

Case 2.—Kate C— , set. 18, but very ill-developed, admitted

under the care of Mr. Lawson, on April 15th, 1879, having been in

the hospital some months before with necrosis and exfoliation of the

frontal bone and periostitis of both tibia. Prior to her discharge

in February the ulcer on forehead had healed, but three weeks after

that date she began to sufier from shooting pains in the right knee,

and a swelling appeared over the tibia. She was one of thirteen

children of whom seven were dead, the other survivors beiug in fair

health. Her mother had also had two miscarriages.

On admission there was a deep, puckered, circular scar on the fore-

head. Over the outer tuberosity of the right tibia there was a soft,

elastic, and painful swelling, extending over the knee-joint. The

left tibia in its lower third was uniformly thickened, whilst on the

right leg there was a small inflamed ulcer. There was slight oedema

about the ankles. The left upper central incisor was characteristi-

cally notched, but its fellow was well formed.

There was albuminuria and gradually increasing dropsy ; death

occurred from ursemia on November 16th.

At the post-mortem examination there was well-marked general

dropsy, and also cellulitis of the right leg in connection with a sinus

leading to a portion of necrosed bone on the lower third of the tibia.
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This bone was removed entirely. It presented over various parts of

its shaft beneath the periosteum numerous and rather extensive

areas of yellowisli soft material (gummatous), one of which, about

the junction of the middle and lower third, had suppurated, exposing

some carious bone. Wherever the deposit occurred the bone was

rough and nodular ; but there was no general sclerosis.

There were gummata in other parts, one in the left upper eyelid

the size of a French bean, and two in connection with the cranium,

which were exposed on reflection of the scalp as rather soft,

rounded swellings, of the diameter of a shilling, seated beneath the

pericranium, which firmly adhered to them. They had a pale

brownish colour, and were seated, one (the smaller) on the frontal

bone, half an inch to the left of the middle line, and one inch in

front of the coronal suture ; the other on the left parietal, near the

lower end of the coronal suture. There was also an area of necrosis,

the size of a crown piece, on the frontal bone to the right of

the middle line, over which an oval-shaped ulcer occurred. The

dura mater was slightly adherent to the calvaria in the frontal

region opposite to the seat of necrosis, where the inner table was

wanting, over a triangular space measuring half an inch in each

direction, and exposing the softened diploe infiltrated with pus.

The gummata on the surface extended through the outer table of

the skull, but did not present on the inner surface. The pia

mater was natural ; no obvious thickening of arterioles ; no throm-

bosis. Brain natural.

The heart and lungs were natural.

The liver, which weighed fifty-five ounces, was firmly adherent to

the diaphragm. It was curiously mis-shapen, so that its left lobe

was as large as the right. It was not lardaceous, but slightly

cirrhotic and fatty. In places the capsule was unduly thick and

puckered, with a small caseous nodule embedded in it at one part.

The spleen was much enlarged, weighing thirteen ounces ; firm,

and glistening on section, but not lardaceous.

The kidneys were both of them swollen, the cortical portions

being the seat of epithelial change ; their consistency soft ; colour,

a pale fawn tint.

Beaides the marked and deep notching of the left upper

central incisor, the right lower first molar tooth was dome-shaped

and carious.

There can be no doubt that in this case the disease was con-
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genital and not acquired, for, in addition to the condition of teeth,

it was stated that the mother had suftered from syphilis before the

birth of the patient. The child herself showed apparently no sym-

ptoms of the disease in infancy nor in early childhood, but about

the age of fourteen years she began to suffer from a sv/elling on the

right knee. From September to November, 1877, she was in the

Middlesex Hospital, under the care of Dr. Cayley, suffering thenfrom
" massive nodes " in connection with each radius at its upper part, as

well as the affection of tibia, which was then not very far advanced.

It was at this time that the cranial nodes began to appear.

Although I believe I am correct in stating that cases of latent

hereditary syphilis, with marked visceral lesions, have not been

numerously recorded, yet I suppose no one, now-a-days, would

venture to doubt their occurrence, as, I believe, did Barensprung

when Lancereaux first drew attention to them. Every case, of

course, presents the twofold difficulty of obtaining a clear history

of congenital taint, and of excluding any possibility of acquired

disease. Indeed, it is almost impossible to be certain of the latter,

and some might even argue that syphilis could be both inherited and

acquired in the same subject ; but, on the former head, we have,

thanks largely to Mr. Hutchinson, certain pathognomonic signs of

inherited taint in dental and corneal lesions.

In both the foregoing cases the family history bore strongly in

favour of hereditary disease. The large infantile mortality in both

families, with the presence of syphilitic signs in some of these

children, the notching of the incisors in both cases, and the keratitis

in one, are all strong points. It is interesting to note the unsym-

metrical notching of an incisor in one case, and the iinsymmetrical

keratitis in the other. In neither case was there any evidence at

all of acquired disease, although neither had presented any definite

syphilitic signs in infancy. One of the patients was, however,

remarkably ill-developed and stunted.

In 1874 Professor Laschkewitch, of Charkow, recorded (' Viertel-

jahrsschrift fiir Dermat. ii. Syph.') two cases of "syphilis heredi-

taria tarda," one in a girl of twenty-two, the other a lad of fourteen,

both of stunted growth, and one only with evidence of syphilitic

taint on the side of a parent. Neither of them showed any evidence

of having acquired syphilis
; both died from nephritis, and presented

marked syphilitic changes in the liver, as well as lardaceous disease

of the spleen and kidneys.
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A feature commou to all these cases, and I may add to most

cases of advanced syphilis, is death from parenchymatous nephritis,

which in the two cases I have above given was quite independent of

lardaceous disease.

As to bone disease in hereditary syphilis, of which the second

case is so striking an example, I have for some years past had under

observation a child, now eight years of age, who presents massive

nodes on several bones, especially the radii and tibia. Other

similar cases have recently been shown before this Society ; and

I recal the case of a youth, aged eighteen, brought before the

Society in 1872 by Dr. Eobert Liveiug, where there was marked

necrosis of tbe skull and advanced lardaceous disease, attributed to

hereditary syphilis. January 2Qth, 1880.

8. Micro-photographs of the blood in yelloio fever.

By "W. Squiee, M.D.

DE, Squire exhibited micro-photographs of the blood in yellow

fever, by Dr. Gr. M. Sternberg, of the United States Army.

"In July and August of last year, at Havana, ninety-eight specimens

of blood from forty-one undoubted cases of yellow fever were care-

fully studied, and 105 photographic negatives were made, mostly

with a magnifying power of 1450 diameters. This was obtained by

the use of Zeiss's one eighteenth inch (oil immersion) objective,

and Tolles' amplifier. If there be any organism allied to bacteria

present these micro-photographs should show it. Iso such organism

is shown in any preparation photographed immediately after collec-

tion. The most important observation made related to certain

granules in the white corpuscles shown in many of the micro-

photographs taken.

From the manner in which these granules refract light, and for

other reasons, they are believed by Dr. Sternberg to be fat, and to

represent a fatty degeneration of the leucocytes.

In severe cases of yellow fever the granules were abundant, and

nearly every white corpuscle contained some of them." (lieport of

the United States National Board of Health.)



BLOOD IN YELLOW FEVEK. 881

In the specimens exhibited the granules are very conspicuous in

two of blood taken on the first day and the fifth, both fatal cases.

One of these suggests the appearance of micrococci. Granular or

fatty degeneration of the white corpuscles has been quite lately

noticed as a consequence of starvation, and is mentioned in a recent

report on famine in India. Granules have also been observed on

some white corpuscles in healthy blood. The micro-photograph of

black vomit in yellow fever shows casts of the gastric follicles filled

with colouring matter, but no blood-corpuscles in them. No altera-

tion of the red corpuscles is seen in any o£ the micro-photographs.

May 4ifh, 1880.

9 Fatty metamorphosis of the muscles of the leg, icith talipes

equino-varus from long-standing parahjsis. (
Card specimen.)

Exhibited by Eeedekic S. Ete.

i LL the muscles of the leg are completely converted into fat,

A except that one or two patches of muscular fibre, retaining

their colour, are seen on the surface of the gastrocnemius;

the striation of the altered muscle is still visible.

The foot is immovably fixed in a position of talipes equmo-varus,

and the plantar fascia is contracted.

mstory.—^Qmoxe^ by amputation from a young woman, aged 17

years, because it was useless and cumbersome to her.

" Her legs became paralysed when she was three years old
;
they

became deformed soon afterwards.
• , , , ^ ^i ^^

" The rio-ht le^^ was well formed and nourished, but the ankle

weak and the foot flat. The left leg was smaller tjian the right,

colder and bluer."
' ^«''^^ l^^A, 1880.

10 Dissection of a leg atrophied from infantile paralysis and

amputated. From a patieiit, eet. 20. {Card specimen.)

Exhibited by Alba.N Doea>-.

THE fatty degeneration of the muscles is complete except in the

sartorius ; a horizontal section below shows the gastrocnemius

and soleus to be converted into masses of fat. The cut surface

above shows the muscular tissue of the semi-tendinosus also reduced

I ' Surgical Register, St. Bartholomew's Hospital.'
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to fat and surrounded by a shell o£ tendon. The nerves are reduced

in size, and contain much fat between their fibres. . .....

,

March IQth, 1880.

11. Rece?it division of the tendo Achillis. {Card specimen.)

Exhibited by Samuel Q-. Shattock.

THE ends of the divided tendon are separated by an interval of

about three quarters of an inch, and are not altered in ap-

pearance ; the space between them is filled with blood, which

is efi"used also, into the surrounding adipose tissue. The ankle-

joint is aukylosed by a thin layer of fibrous tissue continuous with

the natural synovial folds. In two spots, on the tibia, the articular

cartilage (which is elsewhere of natural thickness) has been perfo-

rated by ingrowths of the intervening tissue.

From a man, aged 37, in whom the tendon was divided for talipes,

which followed in the repair of a compound fracture of the bones

of the leg. The foot was amputated four days after the division

of the tendon.

Patient under the care of Mr. Heath, March, 1879.

April Qtk, 1880.

12. The crown of a milk tooth lohich loas exfoliated in the case

of a syphilitic infant. {Card specimen.)

Exhibited by Jonathan Hutchinson.

AN infant, aged about three months, was brought to me at the
London Hospital, by Mr. R. "W. Parker, who kindly allowed
me to obtain the specimen. The infant suffered from the

usual symptoms of inherited syphilis in a severe degree. The point
of interest was, however, that its gums were inflamed. The inflam-

mation specially aflected the region of the upper incisors. Over each
central upper incisor was a small swelling, evidently an abscess on
the point of bursting. These abscesses were symmetrical and limited

to the region of the tooth named. On incising them pus escaped,
and in each instance the crown of the tooth dropped out.

I have seen a similar case since, in which, again, the abscesses
occurred in connection with the upper central incisors. Such cases
arc rare, and they are of great value as proving that during the
course of inherited syphilis in early infancy inflammatory action
does occur in the dental sacs, and further, that the upper central
incisors are more prone than the others to sufier. This fact

probably, to some extent, explains the frequency with which, in
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the permanent set, the upper central incisors show malformations,
whikt the others almost wholly escape.

Many years ago I exhibited similar specimens before this Society.

December 2nd, 1879.

13. Chronic enlargement of a bursa patellce. {Card specimen.)

Exhibited by Jonathan Hutchinson.

THE chief interest of this specimen consists in its size. It is the
largest which I have seen. It was excised a week ago from
the knee of a woman, aet. 48. It had been present for fifteen

years, and had recently been punctured. It was as large when full

as an infant's head. Its walls were thick in all parts, but much
thicker in some than, others. Obscure fluctuation could be de-

tected, and its cavity contained upwards of half a pint of grumous
fluid. An attempt to open it had been made before the patient

came into the hospital, and there were several pressure ulcers on
its surface. The skin adhered very firmly on most o£ its surface.

(This specimen is now in the Museum of the College of Surgeons)

.

November 4ith, 1879.

14. Portrait of ati infant with a pedunculated occipital menin-
gocele ; also the occipital hone removed after death, shoiving

the opening in the hone. [Card specime^i, draivings only).

Exhibited by the President for Dr. Eoddick (of Montreal).

THE portrait shows a rounded tumour, the size of a child's fist,

attached by a thick peduncle to the lowest part of the occiput.

There is also a sketch of the occipital bone, which shows an
oval aperture which would admit a thumb in the middle line and about
half an inch above the foramen magnum. It is separated from the

latter by a bridge of bone. I believe that the existence of a bony
bridge in this position is exceptional. I have dissected at least six

such cases, and always found the cyst opening separated from the
foramen magnum, by ligament only.

The infant's death was caused by an attempt to cure the disease.

Under antiseptic dressings a seton was passed through the tumour,
and an elastic ligature also applied round its base. It died (men-
ingitis ?) about two weeks after this was done.

December 2nd, 1879.
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15. Gtnnmata i?i the limg and testis. {Card specimen y draw-
iiigs only.)

Exhibited by Jonathan Hutchinsox.

Specimens obtained hi/ Mr. Macarthy.

THE portraits show numerous gummata in the limy, all of which
are well circumscribed, ojiiaque, and of a greeuish-yellow tint.

They vary in size from a pin's head to a pea and to a small
cherry. There were many others in other parts of the lung. A
section of one testis from the same patient is shown in order to

support the diagnosis of syphilis. In the substance of the gland
large masses are seen, precisely similar in appearance to those in

the lung. No softening has. occurred in either organ. The patient

had not complained of any lung symptoms. He died, after a short

illness, in the London Hospital, with obstruction of the bowels.

The diagnosis of syphilis rests upon the appearance presented in

the two organs, and the presence of a scar on the penis. The
right lung was the one affected and the left testis. The right testis

showed evidences of old disease in the epididymis.

Ocioher 2l$t, 1879.

16. Cystine calculus. {Card speci?7ie}i.)

By "W. M. Oed, M.D.

A
CYSTINE calculus weighing 1050 grains was exhibited by Dr.
Ord. It had been removed by Mr. Eeginald Harrison, of

Liverpool, from a young man, by the lateral operation of

lithotomy. The case ended successfully. The stone was exhibited

on account of its size, which was greater than any on record.
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1. Enterolith—a7i oriental hezoar.

By William M. Obd, M.D.

APEOPOS of the suggestion that a gall-stone which I have

exhibited this evening was an enterolith,^ I now exhibit an

enterolith which was presented to the museum of St. Thomas's

Hospital as a gall-stone. The concretion is of an elongated oval

shape somewhat constricted round the middle. Its surface is

smooth, polished, and of a chocolate-brown colour, like that of

bronzed steel. Its section is concentrically laminated, of a dark

greyish-brown colour, and when scraped by a knife presents a waxy

lustre.

On chemical examination it appears to contain neither uric acid,

cholesterin, nor earthy matters, but gives the reactions of ellagic acid

(called by some authors " bezoardic "). These are, briefly, as fol-

lows :—Heated on platinum foil it readily becomes inflamed and

burns with a resinous-smelling smoke, leaving only a trace of ash.

It is insolublein hydrochloric acid, freely soluble in liquor potassse,

forming a solution which becomes dark brown on exposure to the

air, and which on being left to evaporate deposits a blackish powder.

This powder when magnified is found to consist of blue-black

crystals (glaucomelanate of potash). When the potash solution is

neutralised by an acid a copious, pale buff-coloured precipitate is

produced. The powdered calculus is little soluble in ammonia,

is slightly soluble in hot alcohol, and is insoluble in water. It is dis-

solved by warm sulphuric acid and thrown down again on the

addition of a large quantity of water. Placed in a porcelain

capsule and treated with nitric acid it gives a dull Indian-red

colour, a little brightened by ammonia added after the evaporation

of the acid, but altogether different from the crimson colour of the

1 See p. 139.

26
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uric acid reaction. In its chemical relations ellagic acid is con-

nected with gallic acid, and is obtained with that acid from gall-

nuts. In its pathological relations it forms the principal con-

stituent of oriental bezoars. The identification of this acid as the

main constituent of oriental bezoars is generally attributed to

Merlileiu and Wohler, but any one who will refer to Mr. Thomas

Taylor's papers on animal concretions in the ' London and Edin-

burgh Philosophical Magazine,' vol. xxiv (1844), and vol. sxviii

(1846), p. 43, will have no difficulty in deciding that the discovery

was first made by that gentleman in the course of his analysis of

the calculi in the museum of the Eoyal College of Surgeons. Mr.

Taylor's analysis was published in 1843, MM. Merklein and

Wohler's in 1845. These oriental bezoars are found in the ali-

mentary canal of goats and antelopes in "Western India and Persia.

The exact part of the tract in which they are formed is not clearly

stated in books on the subject, some indicating the caecum, some

the pyloric end of the stomach. The origin of the concretion from

substances used as food is clear. The specimen exhibited presents

the general physical characters belonging to oriental bezoars.

January 6tJi, 1880.

2. Colon of a sheep, showi?ig colototny performed hy a parrot.

By John Wood, for Haert A. De Lautoue.

I^iirs specimen consists of a portion of a sheep's colon with the

right half of the lower lumbar vertebra} and the skin over the

right loin. There is an aperture, quite circular and about a quarter

of an inch in diameter, in the colon, firmly united by adhesions to

the integument, which is also perforated. The outer opening is

surrounded by a circle of short coarse wool, external to which is a

bald area over an inch wide ; the wool beyond this area is normal.

The colon above the artificial aperture shows marked hypertrophy

of its muscular coat, whilst below this artificial anus the same coat

has undergone atrophy. The bowel is contracted opposite the

opening, so that it can hardly admit the little finger.

The most interesting feature about the case is that the artificial

anus was made by a Kea parrot i^Xestor notahilis, Gould), well-known
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to settlers in the mouutainous districts near Otago, New Zealand,

The ordinary food of this bird appears to be berries, insects, &c.,

but it has developed a taste for raw mutton, acquiring it iu the first

case from dead sheep/ and then attacking the live animal. On
shearing the sheep, the shepherds find that numbers of them have

large raw surfaces on the loins, as big as the palm of the hand, or

scabs, or, not unfrequentlj, an artificial anus whence the dung

escapes, befouling the wool iu the neighbourhood. This latter con-

dition is shown in this specimen, for which Mr. De Lautour is

indebted to Mr. Middleton, manager of the Benmore Station, which

belongs to the Hon. Robert Campbell. "When the sheep was exa-

mined, it was found to be in a poor condition ; there was a great

absence of fat, but all the organs excepting the colon appeared to

be healthy. The artificial anus was situated midway between the

crest of the ihum and the last rib on the right side, and about three

inches from the spinous processes of the lumbar vertebrae. The

colon was not surrounded by peritoneum at the point of perfora-

tion ; the circular contraction appeared to form a valve directing

the faeces in their new direction. The fseces were quite liquid ; the

intestine above the aperture was much distended by them, the colon

below also contained a small quantity.

The modus operandi appears to be as follows : the parrots, bold

inquisitive birds, generally hunting in pairs, single out the strongest

and fattest sheep in a flock, especially those with the longest wool.

One bird alone settles on each of these sheep, invariably perching

on the sacrum, probably because it is there the least shaken by the

sheep's movements. The parrot then pulls off the wool with its

beak, causing it to fly off" in clouds, then rapidly tears into the skin

and eats the flesh till the poor animal falls from exhaustion, shock,

or loss of blood. The opening is said to be invariably on the right

loin, but some shepherds deny this assertion. The sheep from

> In Professor W. H. Flower's lectures " On the Organs of Digestion in tlic

Mammalia " (' Med. Times and Gaz.,' vol. i, 1872, p. 217), this habit is referred

to as illustrating voluntary change of diet iu a wild animal, in adaptation to

change of circumstances. Mr. T. H. Potts, ' Nature,' vol. ii, 1871, p. 489, first

recorded the carnivorous tendencies of this bird. Any assertion that the colon

itself is sought for by instinct must be considered purely hypothetical ; the de-

scription of the manner iu which the parrot feeds on the sheep, as given at the

end of this paper, leads to the conclusion that, through constant pecking at the

same spot, the intestine is opened by accident.
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which this specimen was taken had lived for eighteen months with

the artificial anus. The upper beak in parrots of the genus Nestor

is very long and curved, and also remarkably sharp at the point

and along its edges, as may be seen from the specimen of a Kea

parrot sent ^Yith the sheep's colon and exhibited with it this even-

ing. The preparation is now in the museum of the Eoyal College

of Surgeons (1389a). Novemher Ml, 1879.
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Re2)ort of the Committee on Morlid Growths on Mr. Gay's specimen

of recttrrent mammary tumour. (See page 272.)

THE tumour consists of three portions : the fir&t subcutaneous,

spheroidal, and two and a half inches in diameter ; the second

forms a fungating mass, overlapping the skin, two and a half inches

across, and projecting one inch from the surface ; the third imme-

diately underlies the second, and serves to connect it with the

deeper subcutaneous tissues. The first portion is soft and opaque-

white, except just at the deepest part, where it is somewhat translu-

cent. The section of the second is striated perpendicularly to the sur-

face, the striae being alternately opaque-white and translucent grey

;

the central portion of this is undergoing necrotic changes. In the

third the opaque and translucent areas are disposed without definite

order.

In structure all parts of the tumour consist essentially of spindle-

cells, having a length of ^i^ inch, and having a breadth of
-x-^q-q inch.

In the opaque-white portions these cells are packed closely together,

and are without stroma. In the more translucent portions the

bundles are more or less widely separated by gelatinous intercellular

substance, containing round and many-tailed cells. The tumour is

therefore a spindle-celled sarcoma, probably rapidly growing towards

the circumference.

TI. G. IIowsE.

Feedeeick Tatloe.

:Read Nov. 2nd, 1880.

N.B.—As Mr. Gay's specimen was shown at the last meeting of

the Society before the vacation, this report could not be presented

in time for insertion in its regular place.
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ABDOMEN, fatty tumour of, shovving fibrous and osseous changes (J.

Dreschfeld) . , . . . .287
ABDOMINAL CAVITY, tumour found loose in (F. S. Eve) . . 311

ABERCROMBIE (John), three cases of sarcomatous growths invading both

kidneys from without ..... 168

„ multiple sarcomata of cranial bones .... 216

„ report on ditto by Morbid Growths Committee (M. Beck and R. J. Godlee) 221

„ cranial bones ...... 244

„ case of varicella gangrsenosa ..... 333

ACID, see Carbolic.

ADAMS (Wm.), an Achilles tendon which had reunited, with formation of 1-J-

inch of new tendon, after subcutaneous division four years before death . 372

„ sequel to a case of syphilitic guramata (in vol. xx of the ' Transactions,'

p. 309) . . . . . . .374
ANDERSON (A. R.), per TV. J. Walsham, mvxo-sarcoma of the head of the

tibia . . . .
'

. . .309
ANASTOMOSIS, see Aneurysm.

ANEURYSM of aorta opening into right auricle (N. Moore) . . 82

„ intra-cardiac, at the root of the aorta, opening into right auricle (W.
Ewart) . . . . . . .95

„ extra-pericardia!, of ascending aorta, small orifice, leakage into pericardium

(ditto) . . . . . . .82
„ intra-pericardial, of the aorta, opening into the left auricle (ditto) . 96

„ of aortic arch ; rupturing into trachea (H. G. Orlebar) . . 98

„ of abdominal aorta and external iliac arterv, opening into vena cava (P. H.
Pye-Smith) . . .

'

. . .85
„ and rupture of aortic valve (H. G. Orlebar) •

. .97
„ of pulmonary artery, death from rupture of, in a case of excavation of one lung

(S. West) . . . . , . .50
„ by anastomosis, of the ear (F. S. Eve) . . . .88
ANIMALS, LOWER, specimens from . . . 385-388

AORTA, deformity of, produced by caries of spine (A. E. Barker) . . 246

„ transposition of, in a case of malformation of the heart (D. B.Lees) . 58

„ superior, from supernumerary ventricle, and descending aorta formed by pul-

monary artery, &c. (S. Mackenzie) . . . .66
„ communication with both ventricles in a case of malformation of the heart

(T. B. Peacock and T. Barlow) . . . .91
„ see Aneurysm of.

AORTIC ARCH, aneurysm of, rupturing into trachea (H. G. Orlebar) . 98
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AORTIC ORIFICE, complete occlusion of, by a fibrinous and calcareous mass

(II. R.Crocker) . . . . . .03
AORTIC VALVE, aneurysm in and rupture of (H. G. Orlebar) . .07
„ incompetency of, from a strain, endocarditis, and formation of polypoid in

left ventricle, &c. (E. II. Greenbow) . . . .7^
„ perforation of one (H. R. Crocker) . . • .03
„ stenosis of (J. P. Irvine) . . . . .79
ARM, malformation of (A. Sturge) . . . . .208

,, cartilaginous tumour of (W. II. Cripps) .... 287

ARTERIES, bracbial, bepatic, and mesenteric, blood-clots in (II. T. Butlin) . 76

„ CEREBRAL, Congenital malformation of, in a case of ramifying cyst in the brain

(Wm. Ewart) . . . . . .1
ARTERY, iUAC, see Aneurysm of.

„ PULMOHARY, abscucc of (T. B. Peacock and W. C. Reed) . . 91

„ — contraction of, witb only two valves (S. Mackenzie) . . 63

„ — complete occlusion of rigbt division of, and atberoma (W. Ewart) . 99

„ — stenosis of (T. B. Peacock and T. Barlow) . . .91
„ — transposition of, in a case of malformation of tbe beart (D. B. Lees) . 58

„ of, and of superior cava (II. R. Crocker) . . .92
ARYTvENOID CARTILAGE, necrosis of, during convalescence from smallpo.x

(Fred. S. five) . . . . . .33
„ necrosis of, in typboid fever (Fred. S. Eve) . . .35

ASCITES, associated with papilloma of the Fallopian tube (A. Doran) . 174

ATAXY, LOCOMOTOR, united fracture of right ulna, from a case of (W. B.

Iladden) . . . . . . .245
,, — lower extremity of a right femur, from a case of (ditto) . . 245

ATELECTASIS of LUNGS, witb cmpliysematous cyst (T. Barlow) . , 48

ATROPHY of 1 EG from infantile paralysis (A. Doran) . . .381
„ of the LIVER, acute (S. West) . . . . .116
„ of OPTIC NERVE and RETINA, iu an eye lost by erysipelas spreading to tbe

orbit (E. Neltlesbip) . . . - .254
AURICLE, LEFT, firm clot in, leaving narrow channel for the blood (J. P. Irvine) 79

AXIS-CYLINDER, degeneration and regeneration of, in non-traumatic nerve lesion,

witb reference to gangrene of tbe cutaneous nerves (Geo. Iloggan) . 12

„ in healthy i)ortion of nerve (ditto) . . . .14
„ regeneration of (ditto) . . . . .18
„ in degenerating portion of nerve (ditto) . . . .21
„ conclusions (ditto) . . . . . .25

BAKER ( IF. Morrant), case of lichen ruber . , . . 334

BARKER {Arthur E. J.), caries of spine, producing aortic deformity and

probable obstruction...... 246

„ on a peculiar circular wandering rash on the tongue . . . 353

/?.(^7?iOn' (7'Ao)«rts), laryngitis in congenital syphilis . . .46
„ atelectasis of lungs with emphysematous ryst, congenital heart disease . 48

„ gnmma of tongue in hereditary syphilis (hving specimen) . . 101

,, disease of growing ends of shafts of long bones in congenital syphilis . 229

,, cranio-tabes, associated with congenital syphilitic disease of parietal bone . 236

„ see Peacock and Barlow, malformation of heart.

„ see Steavcnson.

BECK (Marcus), report on John Abercrombie's case of tumours of the vault of

the skull , . . . .221
„ report on II. Morris's specimen of pulsating; tumour of cranium . 270

„ rrporf n:i T. W. Nnnn's case of recurrent tumour of the breast . 276
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BEZOAR STONE, oriental (W. M. Old) . . . .385
BLADDER, runcous membrane of, showing miliary tubercles (W. Ewart) . 190

BLOOD, micro-photographs of, in yellow fever (W. Squire) . , 380

BLOOD-CASTS of the bronchi (S. West) . . . .53
BLOOD-CLOTS in brachial and other arteries, &c. (H. T. Butlin) . 76

BLOOD-VESSELS, changes in, in granular kidney (R. Saundby) . . 155

BONES, DISEASES of . . . . . 193-251

BONES, case of disease of, in a fcetus, presumal)ly syphilitic (F. S. Eve) . 233
„ disease of growing ends of shafts of long bones, in congenital syphilis (T.

Barlow) ....... 229
„ lesions of, in congenital sypliilis (R. W. Parker) . . . 226
„ — in tabes dorsalis (Tho. Buzzard) .... 193
„ cranial, multiple sarcomata of (J. Abercrombie) . . .216
,, parietal, cranio-tabes, associated with congenital syphilitic disease of (T.

Barlow) . . . . . . .236
„ left parietal, &c., pulsating tumour of, with hypertrophy of the heart (II.

Morris) . . . . ,

'

. . 259
„ see Jaw-hone.

BONY OUTGROWTHS of the great trochanter, simulating dorsal dislocation of
the hip (H. Morris) ..... 214

BOSSES, CRANIAL (J. Abercrombie) .... 244

BRACHICAL PLEXUS, supposed rupture of most of the roots of (Jon.

Hutchinson) . . . . . .27
BRAIN, ramifying cyst in, with congenital malformation of cerebral vessels (W-

Ewart) . ' . . . . . .1
BREAST, cancerous tumour of, histology of (Geo. Thin) . . 294
„ recurrent tumour of, spindle-celled sarcoma ; sixth removal (John Gay) . 272
„ — removed seven years after first operation (T. W. Nunn) . .276
BRONCHI, blood casts of (S. West) . . . .53

,, old syphilitic scars in, stricture, &c., leading to chronic disease in the lungs
(W.' Ewart) . . . . . .57

„ membranous inflammation of, in an adult (P. H. Pye-Smith) . . 30

BUCHANAN {George), on some appearances, probably of parasites, in the volun-

tary muscles in enteric fever ..... 3G6

BURSA PATELL.E, chronic enlargement of a (J. Hutchinson) . . 383

BUTLIN {Henry T.), fibroid patch of inter-ventricnlar septum of heart, blood-

clots in brachial and other arteries, gangrene of jejunum . . 76

„ myeloid sarcomata of lower jaw and rib; mollities ossiura . . 277
„ re/;or/ on S. Coupland's primary sarcoma of the liver . . 135

„ report on H. Morris's specimen of pulsating tumour of cranium . 270

BUZZARD {Thomas), cases of osseous and articular lesions in tabes dorsalis 193

CALCULUS, alternating, with layers of liihates and lithic acid, encrusted by oxalate

of lime (J. Hutchinson) . . . . .192
removed by supra-pubic lithotomy (P. Swain)

CYSTINE, 1050 grains (W. M. Ord)

mixed, of cystine and oxalate of lime (S. G. Shattock)

BILIARY, on the structure and formation of (W. M. Ord)
— passed per anum (W. M. Ord)
— ulcerating into duodenum (N. Moore) .

from the kidney (W. M. Ord)

branched renal (C. H. Ralfe)

18i
384
182

139
139
109
185

189
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CANCER, series of fifteen drawings of (J. W. Hulke) . . .311
„ of anus (J. W. Hulke) . . . . . .313
„ of breast, cases of (J. W. Hulke) . . . 311-312

„ — histology of (Geo. Thin) . . . . .294
,, of lower lip, cases of (J. W. Hullje) .... 312
„ of the liver, appearances observed in a case of (Geo. Thin) . , 293

„ of penis and inguinal glands (J. W. Hulke) . . . 314

„ of the sigmoid flexure, gangrene of bowel, peritonitis (J. F. Goodhart) , 113

„ of womb (J. W. Hulke) . . . . .313
„ primary, of the gall bladder (N. Moore) .... 138

„ — (epithelioma) of the gall bladder (S. Coupland) . . . 136

„ — diffuse, of liver, combining characters of sarcoma and carcinoma (S. Coup-
land) . . . . . . .130

„ chimney sweep's (J. W. Hulke).... 313-314

„ see Carcinoma,

CANCRUM ORIS, diseased jaw-bone from case of (W. H. Cripps) . . 242

CARBOLIC ACID poisoning, acute, oesophagus and stomach from a case of (Rt.

Smith) . . . , . . .143
CARCINOMA of the liver (S, Coupland) . . . .130
„ primary, of the liver (P. H. Pye-Smith) .... 125

„ medullary, of duodenum, occluding hepatic ducts (S. Coupland) . 145

„ see Cancer.

CARIES of spine producing aortic deformity (A. E. Barker) . . 246

CHIN, vesicular wart-like growth on (J. Hutchinson) . . . 342
„ — microscopical report on (A. Sangster) .... 346

CHOLESTERIN in a degenerated eyeball, from a child (J. Hutchinson) . 253

CHONDRITIS and perichondritis of thyroid cartilage, in a case of epithelioma

of the larynx (F. Semon) . . . . .55
CIIONDRO-SARCOMA, ossifying, of both femora, with secondary deposits in lungs

and bronchial and lymphatic glands (R. W. Parker) . . 223

CHURCH {W. S.), case of necrosis of arvtsenoid cartilage in tvphoid fever (Fred.

S. Eve) . . . ' . .

'

. .35
CIRCULATION, organs of, diseases, &c., of . . 58-100

CIRRHOSIS of the liver in a child (F. Taylor) . . .119
CLAVICLE, dislocation upwards of acromial end of, with fracture of clavicle (F. S.

Eve) . . . . . . .245
„ pulsating tumours of, with hypertrophy of the heart (11. Morris) . 259

COLOTOMY performed by a parrot on a sheep (H. A. dc Lautour) . 386

COMMITTEE ON MORBID GROWTHS, reports:

„ on S. Coupland's specimen of primarv sarcoma of the liver (J. F. Goodhart and
II. T. Butlin) . . . . . .135

„ on John Abercrombie's case of tumours of the vault of the skull (M. Beck and
R. J. Godlee) . . . . . .221

„ on H. Morris's specimen of pulsating tumour of cranium (M. Beck, II. T.
Butlin, and R. J. Godlee) ..... 270

„ on T. W. Nunn's case of recurrent tumours of the breast (M. Beck and R. J.

Godlee) ....... 2"G
,, on John Gay's specimen of recurrent mammary tumour (H. G. Howse and

Fred. Taylor) . . . . .389
CONNECTIVE TISSUE, changes in, in granular kidney (R. Saundby) . 156

,, relations of elephantiasis arabum to (G. Thin) . , , 337
CORD, see Spermatic cord, Spinal cord.
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CORNIL (F.), letters on the characters of H. Morris's pulsating tumour of the

cranium ....... 267

COUPLAND {Sidney), primary diffuse malignant growth in the liver, combining
characters of sarcoma and carcinoma .... 130

„ — j-ejuor^ of Morbid Growths Committee on (J. F. Goodhart and H. T. Butlin) 135

„ primary cancer (epithelioma) of the gall-bladder . . .136
„ volvulus of small intestine due to a complete Meckel's diverticulum . 144

,, medullary carcinoma of duodenum, beyond pylorus, occluding hepatic ducts 115

„ hernia of ileum through a rent in the great omentum . . 146

„ ostitis with ulceration of skull, gummatous infiltration of dura mater, &c,, from
a case of syphilis ...... 243

„ two cases of late hereditary syphilis .... 376

CRANIAL BOSSES (J. Abercrombie) . . . .244
CRANIO-TABES, associated with congenital syphilitic disease of parietal bone (T.

Barlow) . . . . . .236
CRANIUM, two cases of disease of (N. Moore) . . .238
„ ostitis, with ulceration of, &c., from a case of syphilis (S. Coupland) . 243

„ pulsating tumour of (H. Morris) .... 259
CRICOID CARTILAGE, necrosis of, during convalescence from smallpox (Fred. S.

Eve) . . . . . . .33
C^/PP-S (^F. 77amson), volvulus of the ileum . . .111
„ imperforate rectum ...*.. 112

„ diseased jaw-bone from case of cancrum oris . . . 242

„ cartilaginous tumour of arm ..... 287

CROCKER {H. R.), congenital malformation of the heart of a girl, at. 13, transpo-

sition of pulmonary artery, &c. . . . .92
„ complete occlusion of aortic orifice by a fibrinous and calcareous mass, &c. 93

„ histology and pathologv of morphoea and its relation to scleroderma adultorum

315
CYST, ramifying, in the brain, with congenital malformation of cerebral vessels (W.

Ewart)
'

. . . . . . .1
CYSTINE, see Calculus.

DAY (TV. H.), and J. Knowsley THORNTON, cvstic kidney removed from a

child . . . .

'

. . .167
DEGENERATION, fatty, of the heart after hemorrhage in typhoid fever (J. F.

Goodhart) . . . .

'

, .71
DERMOID, see Tumour (dermoid).

DIGESTION, ORGANS of, DISEASES, &c., of . . . 101-147

DISEASES, &C., OF THE NERVOUS SYSTEM.... 1-29

„ of the ORGANS OF RESPIRATION . . . 30-57

„ of the ORGANS OF CIRCULATION . . . 58-100

„ of the ORGANS OF DIGESTION . . . 101-147

„ of the GEMTO-URINARY ORGANS . . . 148-192

„ of the OSSEOUS system .... 193-251

„ of OBGANS OF SPECIAL SENSE . . . 252-255

„ MORBID GROWTHS ..... 256-314

„ of the SKIN ..... 315-349

„ of the SUPRA-RENAL CAPSULES . . . 350-352

,, MISCELLANEOUS SPECIMENS .... 353-384

„ SPECIMENS FROM THE LOWER ANIMALS . . 385-388

DISLOCATION of acromial end of clavicle (F. S. Eve) . . 245

„ of the hip-joint from disease (H. A. Lediard) . . 247-248

„ of the external semilunar fibro-cartilage of the knee-joint (R. J. Godlee) . 240

,, recent, of the first phalanx of the thumb forwards (F. S. Eve) . , 216
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DIVERTICULUM, Meckel's, volvulus of small intestine due to a (S. Coupland)
144

DORAN {Alban),\^nTp\\\oma. of the Fallopian tube, with ascites and pleuritic effusion

174

„ dilatation of Fallopian tubes ..... 192

„ dissection of a leg atrophied from infantile paralysis and amputated, from a

patient ret. 20 . . . . . . 381

„ see Harris (!'.) and A. Doran.

DRESCSFELD (/.) fatty tumour of abdomen, showing fibrous and osseous changes

287

DUCKWORTH {Dyce), case of scleroderma adultorum, illustrating its circum-

scribed and diffuse forms ..... 322

DUODENUM, medullary carcinoma of, occluding hepatic ducts (S. Coupland) 145

„ congenital occlusion of, above the common bile-duct (G. Eastes) . 114

„ see Ulcer of.

EAR, see Aneurysm by anastomosis.

HASTES {George), per James F. CoofMar^, congenital occlusion of the duodenum
above the common bile-duct . . . . .114

ELEPHANTIASIS ARABUM, histology of, and its relations to normal connective

tissue (G. Thin) . . . . . .337

EMPHYSEMATOUS CYST in a case of atelectasis of lungs (T. Barlow) . 48

ENCHONDROMA, large recurrent, of the upper jaw (J. H. Keeling) . 250

ENDOCARDITIS following incompetency of aortic valves (E. H. Greenhow) /3

ENTERIC FEVER, necrosis of the cartilages of the larynx in (Fred. S. Eve) 33

„ appearances, probably of parasites, in the voluntary muscles in (G. Buchanan) 36G

„ see Typhoid Fever.

ENTEROLITH, an oriental bezoar (W. M. Ord) , , .385
EPIDIDYMIS and CORD, myxo-fibroma of (J. Gay) . . . 310

EPITHELIOMA of the gall-bladder (S. Coupland) . . .130
,, of larynx, secondary deposits in lymphatic glands, &c. (F. Semon) . 55

,, of the pharvnx, involving tlie larynx, trachea, and oesophagus (T. Gilbart Smith)

102

„ of the penis (Tho. W. Nunn) . . . . .298
EPITHELIUM, changes in, in granular kidney (R. Saundby) . . 152

EVE {Frederic S.), cases of necrosis of the cartilages of the larynx in smallpox, and
enteric fever (Fred. S. Eve) . . . . .33

,, a case of so-called aneurysm by anastomosts of the ear 88

„ hernia into the vaginal ])roce8s of peritoneum and undescended testicle . 14 7

,, patent vaginal i)rocess of peritoneum .... 147

„ case of cystic degeneration of the kidneys.... 164

,, syphilitic disease of testicle ..... 190

„ recent dislocation of tlic first phalanx of the thumb forwards . . 216
„ case of disease of the bones in a fcctus, presumably sypliilitic . . 233
,, dislocation upwards of the acromial end of clavicle, with fracture of clavicle

215
., lympho-sarcoma, "lymphadenoma," of the mediastinum involving the pericar-

dium ....... 279
,, tumour found loose in abdominal cavity .... 311

„ fatty metamorphosis of the muscles of the leg, with talipes equino-varus from
long-standing paralysis . , . . .381
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EWAET (^William), ramifying cyst in the brain, with congenital nialforniation of

cerebral vessels . . . . . ,1
„ old svphilitic scars in the larynx, trachea, and bronchi, stricture of bronchi, &c.

57
„ extra-pericardial aneurysm of the ascending aorta, unusually small orifice,

leakage into pericardium without visible perforation . . .82
„ fibro-cretaceous ring surrounding the heart, in the situation of the auriculo-

ventricular sulcus . . . . . .91
„ intra-cardiac aneurysm at the root of the aorta, opening into the right auricle

95
„ intra-pericardial aneurysm of the aorta opening into the left auricle . 96
,, complete occlusion of right division of pulmonary artery, atheroma . 99
„ hernia of abdominal viscera into left pleura . . .146
,, cystic degeneration of left kidney and ureter, during intra-uterine life . 187

„ congenital malposition and cystic degeneration of left kidney . . 187
„ two complete ureters on either side of the body . . .188
„ mucous membrane of the bladder showing miliary tubercles . .190
„ fibrous and calcareous changes in both srupra-renal capsules, perhaps of

syphilitic origin •...,. 352

EXCISION of knee-joint; bone twelve years afterwards (H. A. Lediard) . 217

EYE, spontaneous intra-ocular haemorrhage in an infant (E, Nettleship) . 253

EYEBALL, degenerated, and containing much cholesterin, from a child (J

Hutchinson) ...... 253

EYELID, horny growth from the lower, of an old woman (W. J. Walsham) 30G

FACE, plexiform sarcoma of (Jer. IMcCarthy).... 256

FALLOPIAN TUBES, dilatation of (A. Doran) . . .192
„ papilloma of, with ascites and pleuritic effusion (A. Doran) . .174
FATTY CHANGES, acute, in an enlarged liver (C. H. Ralfe) . .114
FATTY METAMORPHOSIS, of the muscles of the leg (F. S. Eve) . 381

FATTY TU-MOURS, see Tumours.

FEMORA, ossifying chondro-sarcoma of both, with secondary deposits in lungs
and bronchial and lymphatic glands (R.W.Parker) . . . 223

„ both, &c., pulsating tumours of, with hypertrophy of the heart (H. Morris) 259

FEMUR, impacted fracture of the neck of, complicated by bony outgrowths of

the great trochanter (H. Morris) .... 214
„ right, lower extremity of, from a case of locomotor ataxy (W. B. Hadden) 245

FEVER, see Enteric Fever, Typhoid Fever.

FIBROID PATCH, of interventricular septum of heart (H. T. Butlin) . 76

FIBROMA, see Myxo-fibroma.

FINGER, melanosis of (R. J. Godlee) . . . .336
„ —of the little (T. W. Nunu) ..... 299

FISHER {Thomas), per T. B. Peacock, cd.%t oi rupture of right ventricle of the
heart . . . . . . .72

FCETUS, case of disease of the bones in, presumably syphilitic (F. S. Eve) . 233

FORAMEN OVALE, closed, in malformation of the heart (S. Mackenzie) . 03

„ patent, incomplete septum (II. R. Crocker) . . . <)2

„ and ductus arteriosus patent, in a case of malformation of the heart (S.

Mackenzie) . . . . . .06
FRACTURE of clavicle and dislocation of acromial end of ditto (F. S. Eve) 245

,, of right ulna from a case of locomotor ataxy (\V. B. Hadden) . . 245
„ impacted, of the neck of the femur, complicated by bony outgrowth of

the great trochanter (H. Morris) . , . . 214
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FUNGUS of tinea imbrlcata (G. Thin) . .
,

. .339

GALL-BLADDER, primary cancer (epithelioma) of (S. Coupland) . 136

„ primary cancer of (N. Moore) ..... 138

GALL-STONE, see Calculi (biliary).

GANGRENE of the bowel, in a case of cancer of sigmoid flexure (J. F.

Goodhart) . . . . . .113
„ of portion of jejunum (H. T.Butlin) •

. . .76
„ of the cutaneous nerves, degeneration and regeneration of the axis-cylinder

with reference to (Geo. Iloggan) . . . .12
GAY {John), recurrent mammary tumour; spindle-celled sarcoma, the sixth

removal ....... 272

J,
— report of the Committee on Morbid Growths on ditto (H. G. Ilowse

and F.Taylor)
<

. . . . .389
„ per James F. Goodhart, rayxo-fibroma of epididymis and cord . .310

GENERATION, organs of, diseases, &c., of . . 148-192

„ organs of, persistent communication of rectum with track of, in newborn male

child (S. G. Shattock) . . . . .191
GODLEE (R. J.), dislocation of the external semilunar fibro-cartilage of the knee-

joint . . . . . . .240
„ melanosis of finger ...... 336

,, report on John Abercrombie's case of tumours of the vault of the skull . 221

„ report on H. ^lorris's specimen of pulsating tumour of cranium 270

,, report on T. W. Nunn's case of recurrent tumour of the breast . 276

GOODHART {James F.), case of suppurative myocarditis with scarlatinal nephritis

70

„ case of fatty degeneration of the heart after haemorrhage in typhoid fever 71

„ cancer of the sigmoid flexure, gangrene of the bowel, peritonitis . 113

„ see Eastes {George),

„ see Gay (/.).

„ remarks on the microscopical structure of H, Morris's pulsating tumour of

cranium ....... 265
„ report on S. Coupland's primary sarcoma of the liver . . 135

G/J£'£AT/£'iZ? (r^^. 5.), granular contracted kidney . . .157
GREENIWJV {Edward II.), incompetency of the aortic valves from a strain, endo-

carditis and formation of polypoid in left ventricle, ulceration and erosion 73

GROSS {S. Tl'.), report of a case of multiple central medullary round-celled sarcoma
of the osseous centre system ..... 268

GROWTHS, MORBID ..... 256-314

GUMMA of testis from a boy the subject of inherited syphilis (J. Hutchinson) 192
„ of tongue, in hereditary syphilis (T. Barlow) . . . 101

GU^L^L^.TA in the lung and testis (J. Hutchinson) . . , 384
„ syphilitic, sequel to a case of in vol. xx of the ' Trans.,' p. 309 (W. Adams) 374

JIADDEN {W. B.), united fracture of right ulna from a case of locomotor ataxy

245

„ lower extremity of a right femur from a case of locomotor ataxy . 245

H/E.MORRHAGE in typhoid fever followed by fatty degeneration of the heart
(J. F. Goodhart) '

. . .

'

. . .71
,, spontaneous intra-ocular, in an infant (E. Ncltleship) . . 253

HARRIS {Vincent) and Alban DORAN, spinal cord from a case of tetanus follow-
ing ovariotomy . . . , , .7
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HARRISON (Reginald), cystine calculus, 1050 grains . . .384

HEART, congenital disease of, in a case of atelectasis of lungs (T. Barlow) . 48

„ fattv degeneration of, after hrcmorrhage in typhoid fever (J. F. Goodhart)

71

„ fibro-cretaceous ring surrounding the heart in the situation of the auriculo-ven-

tricular sulcus (W. Ewart) . . . . .94
„ fibroid patch of interventricular septum of, blood clots in brachial and other

arteries, gangrene of jejunum (H. T. Butlin) . . .76
,, liypertrophy of, in a case of pulsating tumours of cranium (H. Morris) . 259

„ malformation of, congenital (L. Mackenzie) . . .63
„ — congenital, in a girl, ret. 13 (H. R. Crocker) . . .92
„ — absence of pulmonary artery (T. B. Peacock and W. C. Reed) . 91

„ — stenosis of pulmonary artery, &c. (T. B. Peacock and T. Barlow) . 91

„ — with transposition of the aorta and pulmonary artery (D. B. Lees) . 58

„ rupture of right ventricle (T. Fisher) . . . .72
HEPATIC DUCTS, medullary carcinoma of duodenum, occluding (S. Coupland)

145

HERNIA of abominal viscera into left pleura (W. Ewart) . . 146

,, of ileum, through a rent in the great omentum (S. Coupland) . . 146

„ into the vaginal process of peritoneum and undescended testicle (F. S. Eve) 147

HIP, dorsal dislocation of, simulated by outgrowth of great trochanter (H.

Morris) , . .

'

. . . .214

HIP-JOINT, dislocation of, from disease (H. A. Lediard) . 247-248

HOGGAN (George), on degeneration and regeneration of the axis-cylinder in non-

traumatic nerve lesions, with reference to gangrene of the cutaneous nerves 12

HORNY GROWTH from the lower eyelid of an old woman (W. J. Walsham)
306

HOWSE (Henry G.), report on John Gay's specimen of recurrent mammary
* tumour ....... 389

HULKE (John TV.), series of fifteen drawings of cancer exhibited by him 311-314

HUTCHINSON (Jonathan), case of supposed rupture of_ most of the roots of the

brachial plexus . , . • . .27
„ an alternating calculus, consisting of layers of lithates and lithic acid, encrusted

by oxalate of lime ...... 192

„ gumma of testis from a boy the subject of inherited syphilis . . 192

„ osteitis of the ulna in connection with inherited syphilis . . 248

„ dwarfing of the tibia following detachment of its lower epiphysis . 249

„ chronic osteitis in connection with inherited syphilis . . 250

,,
per E. Nettleship, eyeball degenerated and containing much cholesterin from a

child .

'
. . . . . .253

„ on a peculiar papulo-vesicular eruption : lupus lymphaticus [vesicular wart-like

growth on chin] ...... 342

„ — report of microscopical appearances of ditto, by A. Sangster . 346

„ pigmented mole with elephantoid hypertrophy of the mons and labium,

growth after excision, second operation . . . .348
„ case of molluscum fibrosum, one tumour very large and pendulous . 349

„ a peculiar form of mole, the " cock's-comb mole" . . . 349

„ the crown of a milk tooth exfoliated in the case of a syphilitic infant . 382

„ chronic enlargement of a bursa patellae .... 383

„ gummata in the lung and testis..... 384
„ see Keeling, Roddick.

HYPERTROPHY of the heart, in a case of pulsating tumour of cranium (H.
Morris) ....... 259

„ of the mons and labium in a case of pigmented mole (J. Hutchinson, . 348
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ILEUM, hernia of, throngli a rent in the great omentuiu (S. Coupland) . 146

„ volvulus of the (W. II. Cripps)..... Ill

ILIUiM, pedunculated fatty tumour from the anterior superior spine of the (W." J.

Walsham) . . . . . .310
INFLAMMATION, membranous, of the larvnx, trachea, and bronchial tubes in an

adult (P. II. Fye-Smith) .

'

. . . .30
INTESTINES, diseases of ... . 101-147

„ small, volvulus of, due to a complete Meckel's diverticulum (S. Coupland) 144

„ see Jejunum.

IRVINE (/. Pearson), aortic, mitral, and tricuspid stenosis, firm clot in left auricle,

leaving only narrow channel for the blood . . .79
JAW-BONE, diseased, from case of cancrum oris (W. H. Cripps) . . 242

,, LOWER, myeloid sarcomata of, mollities ossium (II. T. Butlin) . . 277

„ UPPER, large recurrent encliondioma of (J. H. Keeling) . . 250

JEJUNUM, gangrene of portion of (II. T. Butlin) . . .76
JOINTS, lesions of, in tubes dorsalis (Thos. Buzzard) . . .193
„ see Hip-joint, Knee-joint.

KEELING (J. H.), per Jon. Hutchinson, large recurrent cnchondroma of the

upper jaw....... 250

KIDNEY, cystic, removed frora a child (W. II. Day and J. K. Thornton) . 1G7

„ case of cystic degeneration of (F. S. Eve) . . . 164

,, left, cystic degeneration of, and congenital malposition of (W. Ewart) . 187

„ left, and ureter, cystic degeneration of, during intra-uterine life (\V. Ewart)

187

„ granular, the histology of [changes in epithelium, Malpighian bodies, blood-

vessels, and connective tissue] (R. Saundby) . . . 148

„ — bibliography of . , , . . . 156

,, granular, contracted (W. S. Greenfield) . . . . 157

„ horseshoe (Norman Moore) ..... 188

KIDNEYS, sarcomatous growth invading both, from without (J. xVbercrombie)

1G8
,, the two, united by a fibrous band (II. A. Ledianl) . . . 189
KNEE-JOINT, dislocation of the external semilunar filjro-cartilage (R. J. Godlee)

240
„ excision of: bone twelve years afterwards (11. A. Lediard) . . 247

LABIUM, hypertrophy of, in a case of pigmented mole (J. Hutchinson) . 348

LARYNGITIS in congenital syphilis (T. Barlow) . . .46
LARY'NX, epithelioma of, secondary deposits in lymphatic glands, &c. (F. Semon)

55
„ membranous inflammation of, in an adult (P. II. Pye-Smith) . . 30
„ necrosis of the cartilages of, in smallpox and enteric fever (Fred. S. Eve) . 33
„ congenital syphilis of, two cases (F. Semon) . . ., • 41
„ old syphilitic scars in, stricture of bronchi, &c., leading to chronic disease in the

lungs (W. Ewart) . . . . . .57
,, ulceration of, due to congenital syphilis (W. A. Stnrge) , . 39

LAL'TOUIi {Harry J. de), per John ll'ood, colon of a sheep, showing colotomy
performed by a parrot...... 386

LEDIARD (//. A.), kidneys united by a fibrous band . . .189
„ excision of knee-joint : bone twelve years afterwards . . . 247
,, dislocation of the hip-joint from disease (two cases) . . 217-248
,, lymphoma of mediastinum pressing in the right bronchus nnd invariing the

lung . . . . .
.'309
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LEES, (David B.), malformation of the heart, with transposition of the aorta and
puhnonary artery . . . . . .58

LEG, atrophied, from infantile paralysis (A. Doran) . . . 381

LEGG (J. Tl'ickham), xanthelasma multiplex, disappearance of the patches . 329

„ enlargement of the temporal and masseter muscles on both sides . 301

LICHEN RUBER, case of (W.Morrant Baker) . . . 331

LIME, oxalate of, see Calculus.

LITHATES, see Calculus.

LITHIC ACID, see Calculus.

LITHOTOMY, supra-pubic, for removal of a calculus (P. Swain) . . 184

LIVER, acute atrophy of (S. West) . . . .116
„ cancer of the, appearances observed in a case of (Geo. Thin) . . 293

„ primary carcinoma of (P. H. Pye-Smith) . . . 125

„ cirrhosis of, in a child (F. Taylor) .... 119

„ enlarged, acute fatty changes in (C. H. Ralfe) . . . 144

„ primary diffuse malignant growth in, combining the characters of sarcoma and

carcinoma (S. Coupland) ..... 130

„ diffuse sarcoma of, probably congenital (R. W. Parker) . . 290

LUNG, gummata in the (Jon. Hutchinson) .... 384

LUNGS, atelectasis of, with emphysematous cyst, congenital heart disease (T.

Barlow) . . . . . . .48
„ excavation of one, two cases, death in one from exhaustion, in the other from

rupture of aneurysm of pulmonary artery (S. West)

.

. .50
LUPUS LYMPHATICUS a papulo-vesicular eruption (J. Hutchinson) . 342

,, microscopical report on ditto (A. Sangster) . . . 346

LYMPHADENOMA of the Ivmphatic glands, liver, spleen, lungs, and pleurae (F.

Taylor) . .
"

. . . • -282
„ of the mediastinum, invoh-ing the pericardium (F. S. Eve) . . 279

LYMPHATIC GLANDS, secondary deposits in; in a case of epithelioma of the

larynx (F. Semon) . . . • .55
LYMPHOMA of mediastinum pressing on the right bronchus and invading the

lung (H. A. Lediard) . . . • -309
LYMPHOSARCOMA of the mediastinum involving the pericardium (F. S. Eve) 279

MCCARTHY {Jeremiah), necropsy in S. Mackenzie's case of malformation of the

heart . . . • • • ' V
„ tumour of face, plexiform sarcoma .... 256

,,
gummata in the lung and testes . . • 384

MACKENZIE (Stephen), two cases of congenital malformation of the heart 63

MALFORMATION of arm (A. Sturge) . . • .208
„ of the heart, congenital, two cases (S. Mackenzie) . . .63
„ — congenital, in a girl ast. 13 (H. R. Crocker) . . .92
„ — with transposition of the aorta and pulmonary artery (D. B. Lees) . 58

^j
_ absence of pulmonary artery (T. B. Peacock and W. C. Reed) . 91

„ — stenosis of pulmonary artery, &c. (T. B. Peacock and T. Barlow) . 91

MALIGNANT GROWTHS, see Cancer.

MALPIGHIAN BODIES, changes in, in granular kidney (R. Saundby) . 154

MAMMA, see Breast.

MEDIASTINUM, lymphoma of, pressing on the right bronchus and lung (II. A.

Lediard) . . . . • • ' ^2^

„ lymphosarcoma, " lymphadenoma " of (F. S. Eve) . . • 279

MELANOSIS of finger (R. J. Godlee) . . . .336
„ of the little finger (T. W. Nunn) . . . .299

26
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MENINGOCELE, pedunculated occipital, with the occipital bone removed after

death, showing the opening in the bone (Dr. Roddick) . . 383

MEREDITH {W. A.), ovarian cyst which had ruptured repeatedly during nine

years prior to removal ..... 180

MITRAL VALVE, aneurysm of (N, Moore) . . . .96
„ stenosis of (J. P. Irvine) . . . . .79
MOLE, pigmented, with hypertrophy of raons and labium, growth after excision

and second operation (J. Hutchinson) .... 348

„ the cock's-comb (J. Hutchinson) •
. . . 349

MOLLITIES OSSIUM, myeloid sarcomata of lower jaw and rib (H. T. Butlin) 277

MOLLUSCUM CONTAGIOSUM, case of (Jas. Startin) . .341
MOLLUSCUM FIBROSUM, case, with one tumour very large and pendulous (J.

Hutchinson) ...... 349

MONS VENERIS, hypertrophy of, in a case of pigmented mole (J. Hutchinson) 348

MOORE (Norman), aneurysm of aorta opening into right auricle . . 82

„ aneurysm of mitral valve . . . . .96
„ ulcerations of stomach and duodenum .... 106

„ case of cancer, probably primary, of the gall-bladder . . .138
„ horseshoe kidney . . . . . .188
„ two cases of disease of the skull-cap .... 238

„ case of disease of the supra-renal capsules . . . 350

MORBID GROWTHS ..... 256-314

„ see Committee ox.

MORPHCEA, histology and pathology of, and its relation to scleroderma adultorum
(H. R. Crocker) . . . . . .315

MORRIS {Henry), bony outgrowth of the great trochanter in a case of impacted
fracture of the neck of the femur, and simulating a dorsal dislocation of the

hip . . . . . . .214
„ pulsating tumour of the left parietal bone, right clavicle and of both femora,

with hypertrophy of the heart..... 259

„ — remarks on the microscopical structure of the tumour (J. F. Goodhart and
Geo. Thin) ..... 265-266

„ — letter of M. Cornil on the tumour .... 267

,, — report of a similar case by S. W. Gross . . . 268

,,
— report of the Morbid Growths Committee (M. Beck, H. T. Butlin, and R. J.

Godlee) . . . . . . .270
MUSCLES of the leg, fatty metamorphosis of (F. S. Eve) . . 381

„ temporal and masseter, enlargement of, on both sides (J. W. Legg) . 361

„ voluntarv, appearances, probably of parasites, in, in enteric fever (G. Buchanan)
366

MYOCARDITIS, suppurative, with scarlatinal nephritis (J. F, Goodhart) , 70

MYXO-FIBROMA of epididymis and cord (J. Gay) . . .310
MYXO-SARCOMA of the spermatic cord removed from a child thirteen months

old (W, J. Walsham) . . . . .299
„ of the head of the tibia (A. R. Anderson).... 309

NECROSIS of the cartilages of the larynx in smallpox and enteric fever (Fred. S.

Eve) , . . . . . .33
NEPHRITIS, scarlatinal, in a case of suppurative myocarditis (J, F. Goodhart)

70

NERVE LESIONS, non-traumatic, on degeneration and regeneration of the axis-

cylinder in (Geo. Hoggan) . . . . .12
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NERVES, supposed rupture of most of the roots of the brachial plexus of (Jon.

Hutchinson) . . . . . .27
,, cutaneous, gangrene of, in relation to degeneration and regeneration of the

axis-cylinder (Geo. Hoggau) . . . . .12
„ optic, from a case of optic neuritis with good sight (E. Nettleship) . 252
„ — atrophy of, in an eye lost bv erysipelas spreading to the orbit (E. Nettleship)

234

NERVOUS SYSTEM, diseases, &c., of . . . . 1-29

NETTLESHIP (E.), optic nerve from a case of optic neuritis with good sight

252
„ spontaneous intra-ocular haemorrhage in an infant . . . 253
„ atrophy of optic nerve and retina, and other changes in an eye lost by erysipelas

spreading to the orbit ..... 254
„ see Hutchinson (/.), cholesterin in eyeball

NEURITIS, optic, with good sight ; optic nerve from the case (E. Nettleship)

252

NUNN(T. W.), recurrent tumour of breast removed seven vears after first operation

276
„ report of the Morbid Growths Committee on ditto (M. Beck and R. J, Godlee)

270
„ epithelioma of the penis ..... 298

,, melanosis of the little finger ..... 299

OCCLUSION, complete, of right pulmonary artery (W. Ewart) . . 99
,, of the duodenum above the common bile-duct, congenital (G. Eastes) . 114

,, of hepatic ducts by medullary carcinoma of duodenum (S. Couplaud) . 145

CESOPHAGUS and stomach from a case of acute carbolic acid poisoning (Rt.

Smith) . . . . . . .143
OMENTUM, great, hernia of ileum through rent in (S. Coupland) . 146

OED (^W. M.), description of a large gall-stone passed per anum, with remarks on
the structure and formation of biliary calculi . . . 139

„ calculus from the kidney ..... 185

„ cystine calculus, 1050 grains ..... 384

„ enteroUth, an oriental bezoar ..... 385

ORGANS OF SPECIAL SENSE, diseases, &c., of . . 252-255

O^ZZfiS/^iJ (7/. G.), aneurysm and rupture of aortic valve . . 97

„ aneurysm of aortic arch rupturing into trachea . . .98
OS CALCIS, ostitis of right (W. Rivington) .

•
. .246

OSSEOUS SYSTEM, diseases, &c., of. . . . 193-251

OSTITIS of right os calcis (W. Rivington) . . . .246
,, with ulceration of the skull, gummatous infiltration of dura mater, &c., from a

case of syphihs (S. Coupland)..... 243

,, of the ulna in connection with inherited syphihs (Jon. Hutchinson) . 248

,, chronic, in connection with inherited syphilis (Jon. Hutchinson) . 250

OVARIAN CYST, which had ruptured repeatedly during nine years prior to

removal (W. A. Meredith) . . . . .180
OVARIOTOMY, spinal cord from a case of tetanus following (V. Harris and A.

Doran) , . . . . . .7
PAPILLOMA of the Fallopian tube, with ascites and pleuritic effusion (A.

Doran) . . . . . . » 174
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PARKER {Robert IF.), ossifying chondro-sarcoma of both femora with secondary

deposits of a similar new growth in the lungs and in the bronchial and
lymphatic glands ...... 223

„ bone lesions in congenital syphilis .... 226

„ diffuse sarcoma of liver, probably congenital . , . 290

„ congenital talipes varus and talipes calcaneus . . , 370

PARALYSIS, talipes equino-varus from long-standing (F. S. Eve) . 381

„ infantile, dissection of a leg atrophied from and amputated from a patient fct.20

(A. Uoran) . . . . . .381
PARROT, colotomy performed by, on a sheep (H. A. de Lautour) . 386

PATELLA, chronic enlargement of a bursa patellae (J. Hutchinson) . 383

PEACOCK {T. B.) and T. BARLOW, malformation of the heart, stenosis of pul-

monary artery, aorta communicating with both ventricles . . 91

„ and W. C. REED, malformation of the heart, absence of the pulmonary artery

91

„ see Fisher.

PENIS, epithelioma of (Thomas W. Nnnn) . . . .298
PERICARDIUM, leakage in, from an extra-pericardial aneurysm of ascending aorta

(W. Ewart) . . . . . .82
PERICHONDRITIS, see Chondritis.

PERIOSTITIS and osteo-myelitis of os calcis (W. Rivington) . . 246

PERITONEUM, patent vaginal process of (F. S. Eve) . . .147
,, hernia into vaginal process of (F. S. Eve).... 147

PHARYNX, epithelioma of, involving the larynx, trachea, and oesophagus (T. Gil-

bart Smith) . . . . , .102
PLEURA, left, hernia of abdominal viscera into (W. Ewart) . . 146

PLEURITIC EFFUSION, associated with a papilloma of the Fallopian tube

(A. Doran) . . . . . .174
POISONING, see Carbolic Acid Poisoning.

POLYPOID BODY found in left ventricle, following incompetency of the aortic

valves, (Sec. (E. II. Greenhow) . . . . .73
POi? 7" (//<?mrjcA), dermoid tumour from the rectum . . . 307

PYE-SMITII {P. 11.), membranous inflammation of the larynx, trachea, and bron-

chial tubes in an adult . . . . .30
„ aneurysm of abdominal aorta and external iliac artery opening into vena cava

85

„ primary carcinoma of the liver..... 125

JRALFE (C. H.), acute fatty changes in an enlarged liver . . 144
„ branched renal calculus ..... 189

RASH, peculiar circular wandering, on the tongue (A. E. Barker) . . 353

RECTUM, persistent communication of, with genito-urinary track in newborn male
child (S. G. Shattock) . . . .191

„ imperforate (W. II. Cripps) ..... 112
„ dermoid tumour from the (H. Port) .... 307

REED {TV. C), see Peacock, Malformation of Heart.

RESPIRATION, organs of, diseases, &c., of . . . 30-57

RETINA, atrophy of, in an eye lost by erysipelas spreading to the orbit (E. Nettle-

ship) .

.'.''.
. .254

RIO, myeloid sarcomata of, mollities ossium (H. T. Butlin) . . 277

RING, fil)ro.crefaceons, surrounding the heart (W. Ewart) 94
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RIVINGTON {Walter), ostitis of right os calcis, combined periostitis and osteo-
myelitis ....... 246

RODDICK (Dr.), per Jonathan Hutchinson, infant with a pedunculated occipital

meningocele : the occipital bone, after death, showing the opening . 383
EUPTURE of aonic valve (H.G. Orlebar) . . . .97
„ of right ventricle of the heart (T. Fisher) . . . .72
„ supposed, of most of the roots of the brachial plexus (Jon. Hutchinson) . 27

SANGSTER {A.), microscopical report on Jon. Hutchinson's case of vesicular wart-

like growth on the chin ..... 346

SARCOMA of the liver (S.Coupland) . . . .130
„ — difFuse, probably congenital (R. W. Parker) . . . 290
,, MULTIPLE, of cranial bones (J. Abercrombie) . . . 216
,, — central meduUarv, round-celled, of the osseous centre system (S. W. Gross)

268
„ MYELOID, of lower jaw and rib, mollities ossium (H. T. Butlin) . 277
„ PLExiFORM, of the face (Jer. McCarthy) .... 256
„ SPINDLE-CELLED, sixth rcmoval (John Gay) . . . 272
„ see Chondrosarcoma, Myxosarcoma.

SARCOMATOUS GROWTH, invading both kidneys from without (J. Abercrombie)
168

5^?7iV2)5y(i?.), the histology of granular kidney . . .148
SCARLATINA, see Nephritis (scarlatinal).

SCIRRHUS of female breast, cases of (J. W. Hulke) . , 311-312

SCLEREMA, case of (W. E. Steavenson) . . . .326
SCLERODERMA ADULTORUM, case illustrating its circumscribed and diflfuse

forms (D. Duckworth) ..... 322
„ — relation of morphcea to (H. R. Crocker) . . . 315

SEMON (Felix), two cases of congenital syphilis of the larynx . .41
„ epithelioma of larynx, secondary deposits in lymphatic glands, chondritis of

thyroid cartilage . . . . . .55
SENSE, SPECIAL, ORGANS of, DISEASES . . . 252-255

SEPTUM, see Heart.

SHATTOCK (Sam. G.) mixed calculus of cystine and oxalate of lime . 182

„ persistent communication between the rectum and genito-urinary track in a

new-born male child ..... 191

„ recent division of the tendo Achillis .... 382

SHEEP, colon of, showing colotomy performed by a parrot (H. A. deLautour) 380

SIGMOID FLEXURE, cancer of, gangrene of bowel, &c. (J. F. Goodhart) . 113

SKIN, papulo-vesicular eruption on, or lupus lymphaticus (J. Hutchinson) . 342

SKULL-CAP, two cases of disease of (N.Moore) . , . 238

„ see Cranium.

SMALLPOX and enteric fever, necrosis of the cartilage of thelarvnxin (Fred. S.

Eve) . . . . . .

"

. 33

SMITH (Robert), oesophagus and stomach from a case of acute carbolic acid

poisoning....... 143

SMITH (T. Gilbart), epithelioma of the pharynx involving the larynx, trachea, and
oesophagus . . . . . .102

SPECIMENS, MISCELLANEOUS .... 353-384

SPECIMENS FROM THE LOWER ANIMALS . . 385-388



406 INDEX.

SPERMATIC CORD, myxo-fibroma of (J. Gay) . . .31
„ mvxo- sarcoma of, removed from a child thirteen months old (W. J. Walsham)

299

„ tumour of, from a child four years of age (\Y. J. Walsham) . . 303

SPINAL CORD, from a case of tetanus following ovariotomy (V. Harris and A.

Doran) . . . . . . .7
SPINE, caries of, producing aortic deformity (A. E. Barker) . . 246

SQr/A'^ (/^r.), micro-photographs of the blood in yellow fever . . 380

.S'7W72Z'/A''(Ja?He*), case of molluscum contagiosum . . . 341

STEJVENSON {TV. E.), per Thomas Barlow, case of sclerema . . 326

STENOSIS, aortic, mitral, and tricuspid, firm clot in left auricle, &c. (J. P. Irvine)

79

„ of the pulmonary artery (T. B. Peacock and T. Barlow) . . 91

STOMACH, INTESTINES, &c., DISEASES of. . . 101-147

„ from a case of carbolic acid poisoning (Rt. Smith) , ,
. 143

„ see Ulcer of.

STURGE ( TV. Allen), ulceration of the larynx due to congenital syphilis . 39

„ malformation of arm...... 208

SUPRA-RENAL CAPSULES, diseases, &c., of . . 350-352

„ esse of disease of (N. Moore) ..... 350

„ fibrous and calcareous cha,nges in, perhaps syphilitic (Wra. Ewart) . 352

(S'fF4/iV(Pa!</), calculus removed by supra-pubic lithotomy . . 184

SYPHILIS, ostitis of skull, gummatous infiltration of dura mater, &c., from a

caseof (S. Coupland) ..... 243

„ congenital, of the larynx ; two cases (F. Senion) . . .41
„ — laryngitis in (T. Barlow) . . . . .46
„ — ulceration of larynx due to (W. A. Sturge) . . .39
„ — disease of growing ends of shafts of long bones in (T. Barlow) . 229

,, — bone lesions in (R. W. Parker) ^ . . . . 226

„ hereditary or inherited, gumma of tongue in (T. Barlow) , .101
,, — gummaof testis from a boy, the subject of (J. Hutchinson) . . 192

„ — chronic osteitis in connection with (Jon. Hutchinson) . . 250

„ — osteitis of ulna in connection with (Jon. Hutchinson) . . 248

„ late hereditary, two cases (S. Coupland) .... 376

„ see Tooth.

SYPHILITIC (?) disease of the bones in a foetus (F. S. Eve) . . 233

„ — of parietal bone, congenital, associated with cranio-tabes (T. Barlow) . 236

„ — of testicle (F. S. Eve) . , . . .190
SYPHILITIC GUMMATA, sequel to a case of, in vol. xx of the 'Trans.,' p. 309

(W. Adams) . . . . . .374
„ — in the lung and testis (J. Hutchinson).... 384

TABES, see Cranio-tabes.

TABES DORSALIS, osseous and articular lesions in (Tho. Buzzard) . 193

TALIPES CALCANEUS (R. W. Parker) .... 371

TALIPES EQUINO-VARUS from long-standing paralysis (F. S. Eve) . 381

TALIPES VARUS, congenital (R. W. Parker) . . .370
TAYLOR {Frederick), cirrhosis of the liver in a child . . .119
„ lymphadenoma of the lymphatic glands, liver, spleen, lungs, aud pleurne . 282

„ report on John Gay's specimen of recurrent mammary tumour . 389

TENDOACHILLIS, recent division of (S. G.Shattock). . . 382

„ reunited, with formation of one and a half inch of new tendon, after subcutaneous
division four years before death (W. Adams) . . . 372
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TESTIS, fibroid, from a case of syphilis (S. Coupland) . . .243
„ gumma of, from a boy, the subject of inherited syphilis (J. Hutchinson) . 192

„ gummata in (Jon. Hutchinson)..... 384

„ undescended, hernia of, into vaginal process (F. S. Eve) . . 147

„ syphilitic disease of (ditto) ..... 190

TETANUS, spinal cord from a case of, following ovariotomy (V. Harris and A.

Doran) . . . . . . .7
r///iV(Geor(/e), remarks on the microscopical structure of H. Morris's pulsating

tumour of cranium . . . . . .266
„ on some of the appearances observed in a case of cancer of the liver . 293

,, on the histology of a cancerous tumour of the mamma . . 294

„ histology of elephantiasis arabum and its relations to normal connective tissue

337

„ on the fungus of tinea imbricata .... 339

THORNTON (/. Knowsley), see Bay and Thornton, Cystic kidney

THUMB, recent dislocation of the first phalanx of, forwards (F. S. Eve) . 216

THYROID.CARTILAGE, chondritis of, in a case of epithelioma of the larynx (F.

Semon) . . . . . . .55
TIBIA, dwarfing of, following detachment of its lower epiphysis (J. Hutchinson)

249

„ myxo-sarcoma of head of (A. R. Anderson) . . .309
TINEA IMBRICATA, on the fungus of (G. Thin) . . .339
TISSUE, see Connective tissue.

TONGUE, gumma of, in hereditary syphihs (T. Barlow) . . 101

„ on a peculiar circular, wandering rash on the (A. E. Barker) . . 353

TOOTH, milk, its crown exfoHated in a syphilitic infant (J. Hutchinson) . 382

TRACHEA, aneurysm of aortic arch rupturing into (H. G. Orlebar) . 98

„ membranous inflammation of, in an adult (P. H. Pye-Smith) . . 30

„ old syphilitic scars in leading to chronic disease in the lungs (W. Ewart) 57

TRANSPOSITION of the aorta and pulmonary artery, in a case of malformation of

the heart (D. B. Lees) .

'. '

. . .58
TRICUSPID VALVE, stenosis of (J. P. Irvine) . . .79
TROCHANTER, bony outgrowth of the great, simulating dorsal dislocation of the

hip (H. Morris) . . . . . .214
TUBERCLE, miliary, in mucous membrane of the bladder (W. Ewart) . 190

TUMOUR found loose in abdominal cavity (F. S. Eve) . .311
„ of face, plexiform sarcoma ( Jer. McCarthy) . . . 256

„ of spermatic cord from a child four years of age (W. J. Walsham) . 303
„ see Sarcoma.

„ CARTILAGINOUS, of arm (W. H. Cripps) .... 287

„ DERMOID, from the rectum (H. Port) . . . .30 7

„ FATTY, of abdomen, showing fibrous and osseous changes (J. Dreschfeld) . 287

„ — pedunculated, from the anterior superior spine of the ilium (W. J. Walsham)
310

„ PULSATING, of left parietal bone, right clavicle and both femora, with hyper-
trophy of the heart (H. Morris) .... 259

„ RECURRENT, of brcast, removed seven years after first operation (T. W. Nunn)
276

„ — mammary : spindle-celled sarcoma ; sixth removal (John Gay) . 272
,, see Canceroxi.s tumours.

TYPHOID FEVER, haemorrhage in, followed by fatty degeneration of the heart

(J. F. Goodhart) . . . . . .71
„ two cases of necrosis of the aryteenoid cartilages in (Fred. S. Eve) • . 35
„ see Enteric fever.
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ULCERATION of the larynx, due to congenital syphilis (W. A. Sturge) . 39

„ of the stomach, statistics of, at St. Bartholomew's Hospital, 1867-7'J (N. Moore)
109-110

„ — and duodenum (N. Moore) . . . . . lOG

„ simple, of the stomach (N. Moore) . . . lOG-107

„ — of duodenum (N. Moore) ..... 108

,, of ventricular septum and erosion of cusp of the valve (E. H. Greenhow) . 73

ULNA, united fracture of right, from a case of locomotor ataxy (W. B. Iladden) 245

„ osteitis of, in connection with inherited syphilis (Jon. Hutchinson) . 248

URETERS, cystic degeneration of, during intra-uterine life (W. Ewart) 187

,, two complete, on either side of the body (W. Ewart)

.

. .188
URINARY ORGANS, diseases, &c., of . . . 148-192

UTERUS SEPTUS cum vagina duplici (W. J. Walsham) . . 191

VAGINA DUPLEX et uterus septus (W. J. Walsham) . . .191
VALVES, aortic, mitral and tricuspid, stenosis of (J. P. Irvine) . . 79

„ see Aortic, Mitral, Tricuspid.

VARICELLA GANGR^ENOSA, case of (J. Abercombie) . . 333

VASCULAR SYSTEM, diseases, &c., of . . . 58-100

VEINS, cerebral, congenital malformation of, in a case of ramifying cyst in the

brain (Wm. Ewart) . . . . . .1
VENA CAVA, obliteration of right and persistence of left superior (S. Macl.enzie)

63

„ persistent left superior (W. J. Walsham) . . . .99
,, aneurysm of aorta opening into (P. H. Pye-Smith) , . .85
VENTRICLES, see Heart.

VESSELS, see Arteries, Veins.

VISCERA, abdominal, hernia of some, into left pleura (W. Ewart) . 146

VOLVULUS of the ileum (W. II. Cripps) . . . .111
„ of small intestine, due to a complete Meckel's diverticulum (S. Coupland) 144

WALSHAM ( JV. J.), persistent left superior vena cava . . .99
„ uterus septus cum vagina duplici .... 191

„ mvxo-sarcoma of the spermatic cord, removed from a child thirteen months
old ...... . 299

,, tumour of the spermatic cord, from a child four years of age . . 303

„ horny growth from the lower eyelid of an old woman . . 306

,, pedunculated fatty tumour from the anterior superior spine of the ilium 310

„ see Anderson.

WEST (Samuel), two cases of complete excavation of one lung, death in one

from exhaustion, in the other from rupture of an aneuryrm of the pulmonary

artery . . . . . . .50
„ blood-casts of the bronchi . . . . .53
,, a case of acute atrophy of the liver .... 116

WOOD (John), see Lautour.

XANTHELASMA multiplex, disappearance of the patches (J. W. Legg) . 329

YELLOW FEVER, micro-photographs of the blood in (W. Squire) . 380

ERRATUM IN VOLUME XXX.

Page 387.

—

For Jameg Gairdner, M.D., read William Tennant Gairdner, M.D.
List of Specimens, page xiiii.—The same correction.

Index, page 598.

—

For Gairdner {James), read Gairdner (William Tennant).
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