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SOME RECORDS OF SURGICAL EXPERIENCE,

BEING A CONTEIBUTION TO THE

COLLECTIVE 1N\^EST1GATI0X OF DISEASE.

{Continuedfrom 'St. Thomas's Hospital Reports,' N.S., Vol. XVI, p. 29.

By p. LE GROS CLARK, F.R.S.,

CONSULTING SUEGEON TO ST. THOMAS'S HOSPITAL.

Separation of bony epiphyses.—Fracture of zygoma.—Fractures

of metacarpus and metatarsus.—Ganglia and hursse.—
Necrosis of hone.—On some causes of error in surgical

diagnosis.—Gall-stones.—Fatty tumours.—Enchondroma of

pelvis.—Galactocele.

The separation of bony Epiphyses is more common in the

upper extremity than in the lower. These injuries are not

always readily distinguishable from fractures, and the dia-

gnosis between the two is not very important, inasmuch as the

treatment is the same in both. But they also resemble dislo-

cation, and the error in diagnosis in this case is serious. The
following cases, selected from among my notes exemplify

this form of injury.

A gymnast, eet. 18, was performing on the trapeze, and
whilst hanging by his feet and trying to draw up his body

between his legs, he felt something give way on the left side

of his neck. This injury was at first diagnosed as a disloca-
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2 Some Records of Surgical Experience.

tion of the sternal end of the clavicle, and unavailing attempts

were made to reduce the displacement. When I saw the

patient the swelling had abated, and I was satisfied that the

sternal epiphysis was separated from the shaft of the bone.

The inner end of the shaft rested upon the sternal epiphysis

of the bone, the latter occupying its normal position in rela-

tion to the sternum. The case was treated as one of ordinary

fracture of the clavicle. An interesting feature in this case

is the mode in which the accident occurred. There was no

evidence of violence having been directly applied to the

injured part : the accident was produced by muscular action

during the violent effort made by the patient in performing

his gymnastic feat.

A lad, aet. 16, was admitted into the hospital in consequence

of a fall down a flight of steps, whereby his head, shoulder

and side were contused. The shoulder was swollen, and the

deformity was thereby masked. Crepitus of a muffled

character was elicited most readily by moving the arm back-

wards and forwards, especially when the hand was pressed up

into the axilla : the pain was referred to the front of the joint.

When the swelling had subsided a large pad was placed in the

axilla, and the shoulder was covered with a pasteboard cap.

The boy soon recovered the use of the arm, and was dismissed

at the end of a month.

A lad, aet. 15, fell with violence upon his outstretched hand.

My curiosity was somewhat excited by being informed that

the injury incurred was a veritable dislocation of the wrist.

The supposed dislocation had been reduced, but immediately

the support was removed from the joint the hand fell, and the

radius projected backwards on the carpus. A brief exami-

nation sufficed to satisfy me that the case was one of separa-

tion of the epiphysis of the radius, which was thus carried

forwards in company with the hand, the base of the bone

being left, deprived of its articular extremity, projecting on

the back of the carpus. The source of the error in diagnosis

was the similarity in the form of the base of the radius,

minus the epiphysis, to that of the perfect bone. The dia-

gnostic difference is in the interval between the base of the

middle metacarpal bone and the projecting extremity of the

radius, which is of course greater when the epiphysis accom-
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panies the carpus ; but more especially in tlie noticeable fact

that the styloid process is identified with the carpus in its

movements^ and distinctly isolated from the radius. More-

over, if this joint can be, or ever is, dislocated, it would

surely not be so readily reducible as in the form of injury I

am speaking of. I had an opportunity of dissecting a pre-

cisely parallel case to this, and I believe the preparation is in

our museum. The treatment, in the present case, consisted in

confining the hand and wrist in gutta-percha splints, moulded
to the entire palm and the lower part of the forearm, both

before and behind. Passive motion was commenced at the

end of three weeks, and the boy recovered a useful limb,

there being free motion in every direction, and scarcely per-

ceptible deformity.

Fracture of the Zygoma is a rare accident : the following is

an instance. A young man applied to me under the following

circumstances. He was totally unable to separate his jaws or

to move the lower maxilla in any way. He said that, two or

three weeks previously, he had been struck on the cheek with

a policeman's truncheon, and pointed to the left zygomatic

arch as the spot. Here the bone was depressed, and the

tissues around were a good deal thickened. It was evident

that the broken arch was driven in, and that callus was

already thrown out in considerable abundance ; for two or

three weeks had elapsed since the injury was received, and
the trismus had become gradually more confirmed day by
day. Of course there was nothing to be done for him, as I

declined to use force to separate the jaws, anticipating that

nature would accomplish this in due time : and such proved

to be the case, for the patient entirely recovered, and there

was very little deformity left at the seat of injury.

Fracture of the Metacarpal and Metatarsal hones is caused

usually by force applied, as in the case of fractured zygoma
just related. A sharp blow or the fall of a weight on the

hand or foot is the usual history of these accidents. I have

several such cases—though they are not very common—in

my note-books. Their diagnosis is so easy, and their treat-

ment so simple, that the narration of these cases is super-

fluous. It is possible, however, that these injuries may be
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overlooked when there is, as is usual, much swelling : it is,

therefore, judicious, where the nature of the accident points

to this result, i. e. fracture, to defer a positive opinion till a

more thorough examination can be made. The neighbouring

bones form natural splints, therefore rest in a suitable position

is all the treatment that is needed.

True Ganglia are always offshoots from, or associated with,

tendons and their thecee : they are essentially abnormal pro-

ductions. Bursx, with which they are sometimes confounded,

are^ very generally, of normal existence, but subject to

morbid development from mechanical irritation. But bursse

may be developed where they are not naturally present, appa-

rently by expansion of the meshes of the areolar tissue, when
subjected to pressure or friction. Both ganglia and bursas

may become troublesome, and require treatment to abate the

inconvenience of their presence or size. If such treatment be

by surgical operation, necessary precautions must be taken to

avoid consequences far more serious than the disease. I have

very little confidence in absorbent applications : I do not know
that I ever saw iodine alone of any service. Its application

after a blister is useful ; but when that treatment is adopted,

I believe it is chiefly the blister which does the good. Pres-

sure, where it can be properly applied, is efficacious ; but

especially so in the treatment of ganglia, as on the wrist,

after subcutaneous puncture of the cyst. For this purpose I

use a long and broad lance-shaped needle, fixed in a handle :

this I pass through the skin at | or | inch from the ganglion,

which I open subcutaneously, and having pressed out its

contents, with the ball of the thumb, into the surrounding

areolar tissue, I place on the spot a piece of sheet lead or a

small coin, wrapped in linen, keeping it bound on for a few

days.

It is, I think, rarely admissible to meddle with bursas by
operation, on account of their susceptibility to inflammation.

An open blister, or a repetition of blisters is the best treat-

ment as well as the safest, where any is required.

There is one form of this complaint, which is a serious

mechanical inconvenience as well as very intractable : it is

that of a synovial swelling, extending above and below the



So?ne Records of Surgical Experience. 5

annular ligament of the wrist, and into the palm of the hand.

It is diflScult to classify this swelling with either of the forms

spoken of. It is certainly a development from the synovial

surrounding of the flexor tendons ; but in its external charac-

ters and pathology it partakes much of the character of bursa3.

I would rather incise a swelling of this kind than puncture it :

but I think either step would be fraught with considerable

risk. Repeated blistering, followed by uniform pressure from

the fingers to the elbow, is the best treatment. The utmost

that can be expected, in my experience, in these cases, is to

mitigate the evil without curing it. I remember an instance

in my early practice, where I rather rashly punctured a large

bursa beneath the semi-membranosus tendon behind the knee,

and nearly lost my patient from the phlegmonous inflammation

of the leg which followed.

Necrosis of hone is a well-worn subject. The experience of

every hospital surgeon supplies him with a multitude of cases

of every description. The recognised treatment of the disease

admits of but little variation, except in the details applicable

to individual cases. The time to be selected for operating is

an important detail ; and I think the selection is more often

made prematurely than delayed too long. Where the suppu-

rative drain is telling on the patient's health or producing

hectic, an early operation, however the difficulty may be

thereby enhanced, is the preferable alternative. But, where

the patient's health is well sustained, the longer nature is

permitted to act upon the sequestrum the easier does its

removal become.

Necrosis of bone is usually the consequence of an acute

inflammatory action, either in the bone itself or its periosteum,

or, more rarely, in its interior. It is not, except in rare

instances, a degenerative action, as caries usually is. A very

frequent cause to which necrosis is originally assigned is

mechanical injury, aided often by accidental predisposing

causes, such as exposure and hardships of various kinds. In

such cases the structure of the bone itself is often primarily

affected. Where the inflammation is due to the agency of

cold and wet clothes, the periosteum is the tissue first affected.

In one of a series of Clinical Lectures which I delivered in the
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Hospital in 1861, and which was published in the 'Medical

Times and Gazette ' I narrate several cases illustrative of exten-

sive necrosis, in order to direct attention to points of consider-

able importance in the early diagnosis of these cases. I

will briefly quote one of these to exemplify the practical points

in question. The history is that of a boy, set. 12, who
was healthy until, after repeated exposure to wet, he was
attacked two months previously with fever, the right knee

and shoulder becoming, at the same time, much swollen and
tender. His medical attendant appears at first to have

regarded this attack as rheumatic fever ; but the symptoms
being of a low type, he afterwards pronounced the fever to be

typhus. Ten days before the boy's admittance into the

hospital the shoulder suppurated ; and in a week subsequently

the bone protruded. When admitted he was emaciated and
feeble, pulse weak, and tongue red and glassy. Just beneath

the acromion the upper extremity of the shaft of the humerus,

separated from the epiphysis, was extruded through an ulce-

rated opening in the skin, to the extent of about an inch.

The granulations of the red and swollen edges adhered to

the exposed bone. Under a generous diet the boy's health

improved ; and after the lapse of two or three weeks, I

was enabled, by detaching the protruding bone from its

surrounding connections, to loosen and withdraw the large

sequestrum. This required considerable force ; and the

necrosed portion included fully half of the shaft of the bone.

Continuity beween the sound lower half and the head of the

humerus was established. The arm was somewhat shortened,

but the head of the bone followed the movements of the new
shaft. The boy recovered, with a fairly useful limb.

I have, in my note-books, a similar case in a boy ast. 13,

who had been under my notice for a considerable time, and in

which I contemplated the necessity of amputating at the

shoulder-joint : but I was at length enabled to remove the

entire shaft of the humerus. He was discharged from the

Hospital with a good arm, using it freely, and with good

motion at both shoulder- and elbow-joints. There was not

even an open sinus remaining. This case was, I think,

reported in the '^ Lancet,' about the time it occurred, 1853.

The former of these two cases exemplifies a not infrequent
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source of fallacy in the diagnosis of acute osteitis. Simple

fever, as well as rheumatic and typhus fever, are associated

with the local disease, and are made to appear, as they often

are supposed to be, its cause, instead of being regarded, as I

believe that usually they really are, as constitutional effects

or concomitants of the local disorder. This is a point of

considerable practical importance, as it may mislead the

practitioner into treating the effect, whilst he ignores the

active cause.

Osteitis and necrosis of bone may be a sequence of fever in

some of its forms ; but I believe this is much more rare than is

usually supposed, for the reason assigned. When it so occurs,

it does not succeed the early stage of the fever, but is rather

a later consequence of blood-poisoning.

Acute inflammation of bone runs its course rapidly, and is,

unfortunately, not very amenable to treatment : but the more
chronic forms are more misleading in their early stage. The
most quickly fatal cases are those in which the patients

succumb to what appears to be an acute attack of fever,

attended by pain and swelling in some part of a limb or near

a joint. The autopsy demonstrates the presence of acute

osteitis, followed by suppuration and pyasmia, as the cause of

death ; and this, perhaps, within a few days of the first

appearance of the symptoms.

The transfer of pus to some other organ is not infrequent

as a consequence of acute osteitis. The explanation of this

circumstance is not very clear ; but it is probably due, in a

measure, to mechanical facilities afforded by the venous

circulation in bones : for it is found that not only is the

periosteum ripped up, and the cancellous texture loaded with

the products of acute inflammation, but pus is also found

pervading the Haversian canals of the compact tissue. The
veins are probably involved in the inflammatory action : but

ulcerated openings in their walls would facilitate absorption,

where the density of the surrounding textui-e does not permit

of the ready diffusion of the rapidly secreted pus and other

inflammatory products.

In these cases of acute inflammation of bone, tei-minating

speedily in suppuration, we find pus deposited between the

periosteum and bone, separating them from each, other, and
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entailing loss of vitality, perhaps of the surface of the bone

only ; or, if the inflammation have extended deeper, there

may be necrosis of the entire thickness of the shaft, and pus

will then be found in the canal of the bone.

It is rarely that the epiphyses are involved in the destruc-

tive process, the necrosis being limited to the shaft, as

exemplified in the cases narrated, and in another instance

under my care, in which the entire shaft of the femur was

removed in a necrosed state, and the patient recovered with

an useful limb. These cases of death of the whole shaft of a

long bone are not common, and the diagnosis of the extent of

the mischief is not always easy. The amount of discharge

through sinuses is no sure guide; for it is remarkable how
much irritation and suppuration may be caused by a small

sequestrum. When necrosis affects the cancellous texture of

the epiphysial end of a long bone, the mischief not infre-

quently extends, by contiguity, to the joint, the invasion of

which is marked by sudden and acute aggravation of symp-

toms and serious constitutional disturbance. Having noticed

this condition in several instances of excision of the knee-

joint, I am disposed to attribute, in such, the articular dis-

organisation to the extra-articular necrosis as the primary

disease ; though, doubtless, in some cases the joint affection

may be antecedent to the adjacent necrosis.

The proper time to select for surgical interference is a

question of the utmost importance. The looseness or other-

wise of a sequestrum is a guide, but an uncertain one : for this

depends on the accidental circumstances of position, size,

accessibility, &c. The abundance of the discharge is also

untrustworthy by itself, for the reason just now mentioned.

The history of the attack, the length of its duration, and the

general condition of the patient must determine the surgeon.

It is rarely justifiable to delay where hectic fever is present.

A patient in this condition will bear the shock of a protracted

operation better than the wearing influence of profuse suppu-

ration. The absorption of the animal element of the bone is

accompanied by the disintegration of the inorganic material,

and its discharge, in solution or in minute particles, in

the pus.
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On some causes of Error in Surgical Diagnosis.—Amongst

the sources of error in diagnosis may be mentioned certain

deformities indicative of conditions which do not really exist,

but dependent on other forms of injury or disease, or upon

special habits or occupation. The following cases exemplify

these misleading peculiarities.

1.^ A young woman was admitted into the Hospital,

suffering from numbness and shooting pain in the shoulder,

which had troubled her for twelve months. On viewing the

shoulder from the front, its form was immediately suggestive

of a dislocation of the head of the humerus into the axilla.

The acromion stood out prominently, all rotundity was lost,

and the finger could be placed almost in the glenoid cavity,

the humerus having dropped considerably, consequently on

atrophy of the deltoid and capsular muscles ; and all power of

movement was lost. On examination an abscess was found,

occupying the pectoral region, and extending in front of the

shoulder. Fluctuation could iiot be detected in the axilla.

A large quantity of fetid pus was withdrawn through an

opening over the pectoral muscle. The patient's condition

improved slowly ; and with that improvement the deformity

of the shoulder diminished. It is scarcely necessary to

remark that a similar deceptive appearance results from any

injury paralysing the shoulder muscles, or from joint disease

entailing dropsical or purulent effusion into the capsule.

2. A blacksmith was admitted, with a fracture of both

bones of the leg, which was put up on a long back splint, the

fractured ends being in good position. A few days after-

wards my attention was attracted by the position of the

patella in relation to the foot, which showed great inversion

of the lower part of the limb, for the knee-cap looked almost

directly inwards. As the sound limb presented no similar

deformity, I directed the attention of my dresser to the

supposed displacement, and requested him to give it careful

attention. As no improvement in this respect was apparent

at my next visit, and as the fracture presented no evidence of

corresponding displacement, I was induced to make some

further inquiries, which led to my ascertaining that the

deformity in this, his right limb, was due to the peculiar

1 Some of these cases were reported in the ' Med. Times and Gazette ' in 1863.
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position in wliich he stood when he wielded the sledge hammer

which he used at his work.

3. A stout, muscular man was thrown from a cart, and fell

on his shoulder. There was much effusion and extravasation

of blood. The arm hung, powerless, by his side, and there

was hollowing over the head of the bone, giving decided

prominence to the acromion. This was a condition suggestive

of fracture of the neck of the humerus, especially as there was

free passive mobility at the joint, accompanied by total

inability to raise the arm from the side. But no fracture

could be detected : the depressed head of the bone could be

felt rotating beneath the finger when the humerus was moved,

and the deformity was obliterated when the bent elbow was

simply lifted : moreover there was no crepitus, nor abnormal

prominence in the axilla when the arm was raised. We had

to deal with a case in which the severity of the local shock had

paralysed the muscles and caused effusion into the joint.

The use of the limb was gradually restored as the severe

bruising subsided ; but the patient continued to complain, for

some time, of pain along the course of the musculo-spiral

nerve.

In this case probably both radial and articular nerves were

contused ; and I may remark that even slighter contusions of

the shoulder will produce this painful and intractable paralysis

of the muscles around the joint. The treatment which I

have found most efficacious in these cases, when they become

chronic, is repeated blistering till the pain is relieved, and the

subsequent employment of electricity.

4. A saddler of middle age was the subject of a dislocation

of the shoulder-joint, which I reduced after the lapse of a

considerable interval from the receipt of the injury. Though

there could be no doubt about the head of the bone being

restored to its articular cavity, I was a good deal perplexed

by a continuance of very marked deformity in the joint, the

shoulder being more flattened and lower than the other. On
inquiry I found that the man had been accustomed to carry

heavy weights on the opposite shoulder, which was the cause

of the contrast and of my misgivings respecting the complete-

ness of the reduction.

5. Deformity from habit, with which the above case may
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be classed, is not infrequent. A young man who was under
my care for in-growing nail, which had troubled him for some
time, and was cured by first removing the exostosis which
was the original cause of it, had acquired the habit of relieving

the tender foot by walking with a stick and raising the oppo-

site side of his body. The consequence is that, after the

lapse of two or three years, he still carries one shoulder con-

siderably higher than the other. A fixed position, in which
the spine is bent to one side, is not infrequently productive of

spinal deformity, as is well-known : but a careful investigation

of the cause of the mischief in young people, and its correc-

tion might be studied a little more with advantage. Care

should also be taken that, in correcting one deformity we do

not entail another; which occurred to me in an effort to pre-

vent contraction in the healing of a burn involving the

axilla. An apparatus which I had made to keep the arm
separate from the side was producing lateral curvature of the

spine by inducing the patient, a boy, to lean to that side to

relieve the tension produced by the instrument. Fortunately

I discovered the commencing mischief in time to stay it.

The secondary efi^ects of spinal curvature, though very per-

plexing and misleading to the uninitiated, are generally too

well understood by the practitioner to need comment.

Hysteria and intentional dissimulation are responsible for

much that is deceptive and misleading in diagnosis. It is

difficult to draw a defined line between that which is due to

hysteria, and that which is feigned,—apparently for the sake

of attracting sympathy,—for the simple reason that it is

hysterical young women who are usually most disposed to

assume complaints which they have not : but it behoves the

practitioner also to beware of the artful tricks of those who,

for less venial purposes, practise on their creduility. I have

treated of this subject in another papei*, and I will now confine

myself to a few deceptive conditions which present themselves

to surgeons, many of which, including deformities, have come
under my notice. Not only is functional derangement simu-

lated, but organic disease is imitated. The breast is liable to

an affection recognised as hysterical, in which this organ is

the subject of acute pain and, sometimes, accompanied by

considerable swelling and hardness. In some instances there
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is a defined tumour, which naturally alarms the patient, and

might excite the surgeon's apprehension, if he were not

acquainted with its true character. Again, the urinary organs

are often the seat of derangement. There may be symptoms

simulating stone in the bladder, or the quantity of urine

secreted may suggest the fear that diabetes is present. But

the most comiuon affection of these organs, in women, is that

of real or assumed retention of urine. Some remarkably per-

sistent cases of this kind have come under my notice, which,

if simulated, manifest a marvellous resistance to the demand

for evacuation of an enormously distended bladder. Spinal

pain and localised tenderness is another frequent complaint of

hysterical subjects, which may mislead the surgeon. But the

tenderness in these cases is by no means proportioned to the

firmness of the pressure made to elicit it : on the contrary,

very light pressure is generally most complained of. The

same remark applies to simulated peritonitis : in both cases the

tenderness is really confined to the cutaneous surface. Perhaps

the most remarkable instances of this class are those in which

diseased and stiffened joints are imitated. The knee is often

the subject of this affection, and sometimes the hip. I will

cite a case to illustrate the deceptive character of this affec-

tion, and the best mode of detecting the illusion. A young

girl, about eighteen, had been confined to her bed for some

time, under medical advice, with supposed hip-disease. When
I saw her in consultation, the leg and thigh were drawn up

in a rectangular position, suggesting an advanced stage of

hip-disease ; and I found the joints were rigidly fixed, and

that great pain was excited or complained of on any attempt

to move them. Before proceeding further I directed that

chloroform should be administered ; and immediately the

patient was under its influence all resistance at once ceased
;

the limb could be restored without difficulty to its normal form,

and all its movements were perfect. Of course directions were

given to keep it straight.

Gall-stones.—Two instances of very large gall-stones have

come under my notice ; one in my own practice, the other in

the person of a neighbour and friend, who was under Dr.

Alliott's care. I will first narrate very briefly my own
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case,^ which terminated fatally, and then the case under

Dr. AUiott's care, which recovered.

I was requested to see, in consultation, a stout lady, get. 58,

who was suffering from obstinate constipation. Eight

months previously she had a similar attack, which was

relieved : then a hard tumour was perceptible in the right

hypochondrium. When I saw her, pain was severe and there

was stercox-aceous vomiting. She was relieved by free injec-

tions of warm water and friction of the abdomen with

castor-oil.

Two months later a similar attack, accompanied by severe

pain and a hard tumour near the ceecum, terminated fatally

in a week. There was no appearance of jaundice on this

occasion or at any previous time. The immediate cause of

death was an ulcerated opening in the ileum, which had per-

mitted the escape of several small biliary calculi into the

peritoneal sac. Two large gall-stones occupied the ileum

close to the C£ecal valve. The gall-ducts were thickened and

dilated, but the gall-bladder was healthy and quite free from

adhesion to the intestine. Each of the large concretions

measured an inch in length and was four inches in circum-

ference. They consisted of 95 per cent, of cholesterine and

5 per cent, of animal matter.

Mr. B—, a gentleman over eighty years of age, was the

subject of the other case. There was no history of any pre-

vious attack, or of anything suggestive of local peritonitis.

The symptoms were urgent, and continued unabated for a

week : there was much pain, constipation, stercoraceous

vomiting and collapse. The treatment consisted in giving

belladonna and opium internally, and gently kneading the

abdomen over the right hypochondrium, by which the

obstructing mass, which could be felt, was moved on. The
relief of the urgent symptoms was sudden and complete, and

a large biliary calculus, an inch and a half in length and

three quarters of an inch thick, was soon afterwards voided

jper anuin.

In a fatal case under the care of Dr. Bristowe, the remains

of the gall-bladder, which was small, communicated directly

' This case was published in full, with illustnitioas, in vol. Iv of ' Med.-Chir.

Trans.'
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"witli tlie intesLine ; and a gall-stoue had lodged in the small

intestine, which it obstructed, apparently from spasm of the

bowel. A case, very closely resembling mine, is narrated by
Dr. Pye- Smith, in the ' Proceedings ' of the Pathological

Society, 1887, in which the patient recovered, never having

suffered from either jaundice or biliary colic.

It is a subject of curious speculation how these large con-

cretions find their way into the intestine. The supposition

that a small stone, which has passed the gall-duct, may after-

wards grow in size by the deposit of fresh matei'ial, seems to

be inadmissible ; inasmuch as such accretion must have

taken place near the mouth of the duct or not at all : and it

is scarcely conceivable that the duodenum would tolerate the

presence of such a body without passing it on. Moreover

the constituents appear to be unmixed with foreign matter.

If, then, the full-grown stone passed from the gall-bladder

into the intestine, how was the passage accomplished ? The
previous history in these cases throws very little light on the

subject. The absence of jaundice seems to forbid the idea

that the gall-duct had been obstructed for any time : more-

over there was no history of the acute suffering which

attends such obstruction. It is, however, not improbable

that adhesion between the adjoining surfaces of the gall-

bladder and duodenum or possibly the colon, and the subse-

quent formation of an ulcerated opening, might have been

accomplished without any important local symptoms : and

such appears to be the most probable solution of the difficulty,

as was evidently the case in Dr. Bristowe's patient. But in

my case there was no trace of any such communication having

been established, the gall-bladder being healthy and free

from adhesions. Is it possible for the gall-duct to admit of

such distension as to allow a solid body, four inches in

circumference, to pass through it ? I think not ; at any rate

without the manifestation of unequivocal symptoms at the

time. Indeed it is difficult to conceive what force could be

exerted to accomplish the transit, or how so delicate a duct

could permit such dilatation. Altogether it seems most

probable that the transfer of the calculus to the intestine is

effected by ulceration of the adjoining surfaces of gall-bladder

and intestine ; and that, in some cases the indications of this
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process have become obliterated. The subsequent chief

obstruction would occur, as in my case, at the ileo-caecal

valve ; and so long as the calculus remained impacted against

it, the passage would be permanently blocked, and the urgent

symptoms would be those of mechanical obstruction, which

may admit of temporary relief by the change in position of

the stone : the only spontaneous recovery is in the cases

where it escapes into the large intestine and is passed per

anum, or, in rare instances, is discharged through the wall of

the abdomen. An interesting exemplification of the latter

form of relief has been communicated to me by my friend and

former dresser, Mr. William Clapton, in whose practice the

case occurred. The gentleman, whose age was 38, had been

the subject of attacks of jaundice on various occasions during

the preceding two yeai's ; and at an early period of this time

a swelling appeared over the region of the gall-bladder.

This subsequently assumed a more defined character, and

proved, when opened, to be an abscess containing several

small biliary calculi, which were removed. No bile was found

in the abscess. The patient made a slow but good recovery.

A very interesting case of relief from a large gall-stone, by

operation, is narrated by our assistant surgeon, Mr. Glutton,

in vol. xxi of the ' Transactions of the Clinical Society,' just

published. The subject was an elderly woman, who had

suffered from jaundice and abdominal tenderness fifteen

months before, after which she passed a large biliary calculus

jper anum. Ever since that time, until just before the opera-

tion, a tumour had been felt in the position of the gall-

bladdder. Its disappearance was followed by obstinate

intestinal obstruction, for which Mr. Clutton performed lapa-

rotomy, incising the abdominal wall below the umbilicus.

The stone was readily felt, tightly impacted in the ileum,

about eight inches from the ileo-csecal valve. It was pressed

on till it reached the valve, and subsequently, after some

resistance, through the valve. The stone was passed, with a

motion, on the fifth day after the operation, and the patient, a

female aged 70, made a good recovery.

In this case the earlier symptoms seem to point to the pro-

bability of the calculus having passed, by contiguous adhesion

and ulceration, from the gall-bladder into the intestine.
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Some Records of Surgical Experience.

I will conclude this paper by narrating from my note-books

two or three somewhat rare cases, which occurred in the

latter years of my connection with the Hospital.

Fatty tumour.—This case, which is remarkable from the

position of the tumour, occurred in the person of a young

married woman; and her account of herself was, that about

five years previously she observed a moderately firm swelling,

of small size, above and to the outer side of the right mamma.
As this increased in size it rose towards the clavicle ; but as it

was neither painful nor inconvenient, she was recommended
to have nothing done to it. Latterly, however, the swelling

had reached the clavicle, and then made its way beneath it,

appearing, as large as a small egg, above that bone. She

then complained of numbness, loss of power, and some pain in

the arm, indicating pressure on the brachial nerves. The
tumour was diagnosed as fatty, and such it proved to be.

The operation for its removal was commenced by a free

incision along the lower border of the outstretched pectoral

muscle. Access was thus given to the axilla, and the tumour

was found to extend beneath the smaller pectoral muscle, and

continuously upwards beneath the clavicle. From the close

connection in which it was held to the coracoid process and

clavicle by the fascia in that region, considerable difficulty

was found in detaching it from the subclavian vessels and

nerves, the fascia requiring cautious division with the point of

the knife, as the adhesions and relations refused to yield to

traction. After this separation the supra-clavicular portion

of the tumour was drawn down, and the mass, weighing

eleven ounces, was removed entire. One artery required a

ligature. The patient made a slow recovery, having diffuse

cellulitis in the neighbourhood of the wound and, subse-

quently, threatening of pyaemia, but she ultimately returned

home quite well. The only doubt which was at first felt was,

whether the case might be one of chronic abscess ; but this

suggestion was soon dismissed as untenable. The interference

with the functions of the arm, as well as the pain, rendered

the operation necessary.

The largest tumour of this kind that I have removed, was

from the front and inner part of the thigh. It weighed
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several pounds ; and in its removal the sheath of the femoral

vessels was exposed for a considerable distance.

EncJiondroma of pelvis.—A middle-aged woman was the

subject of this disease. She was able to give but litttle

account of herself, except that, when she came under my
care, she had been afflicted for three years with a tumour

above the hip : that its growth was gradual, and increasingly

affected her power to walk and her health. The tumour evi-

dently originated from the bone ; it was limited to the left

side, and could be traced, from the exterior of the pelvis,

over the crest of the ilium to its interior, where it evidently

encroached on the contained viscera. The patient was

ancematous, and lacking appetite and sleep.

I conjectured that the disease was medullary cancer of the

bone, but the result showed that I was mistaken. She sur-

vived for a considerable time in the hospital, but at last sank

rather rapidly. The tumour was entirely confined to the

bone, and involved nearly the whole of the os innominatum.

The crest of the ilium and some portions of the ischium were

the only parts which retained their original structure. The

growth was projecting on all sides, and formed a solid tumour

of eight and a half inches in diameter, vertically, and nine

inches horizontally. On making a section it was found to be

enchondroma. The microscopic appearances were those of

cartilage. The rectum, vagina and bladder were displaced,

and the pelvis of each kidney was dilated, consequently on

the compression of the bladder. The uterus was healthy.

There were traces of recent pericarditis, which probably

hastened death, though there were no symptoms to attract

attention during life.

Adenocele, uith milk-cyst}—A young married woman, set. 24,

was admitted under my care in 1874, with a large tumour of

the left breast. She said that she first noticed a swelling at

the lower part of the breast eight months previously, when it

was about the size of an egg. Since that time it gradually

increased in size, but had never caused her any pain, until

during the last month she complained of a shooting pain

1 This case is fully reported, with figures of the tumour and of its structure,

in the ' Med.-Chir, Trans.' for 1873.

VOL. XVII. 2
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below the nipple. She had been married two years, and was,

up to the time of her admission, suckling an infant, seven

months old. The enlarged breast measured twenty-six and a

half inches in circumference, the nipple being at the upper

part six inches from the chest wall. It was uniform, globular,

without fluctuation, and felt doughy, like the normal breast

during lactation; the cutaneous veins were enormously dis-

tended. The great weight was sustained by the patient's

left hand. In removing the tumour the breast proper was

found to be unaffected, therefore the greater part of it was
left. The only drawback in her recovery was the formation

of an abscess which required opening. The hseoiorrhage

during the operation was troublesome, but not alarming.

This large spheroidal tumour, the growth of which commenced,

apparently, from the outer side of the breast, weighed eleven

pounds, and was found, when cut into from behind, to consist

of an enormous milk-cyst, or galactocele, surrounded by suc-

culent solid walls, on which were milk tubes, and an extra

cyst. The walls were of varying thickness, but along the

line of section they presented an average density exceeding

an inch, and at some parts were two inches thick. The
structure of the walls resembled the texture of healthy breast,

with interspersed connective tissue ; but it was more succulent,

and milk exuded from the open orifices of divided milk tubes.

A small cyst, containing firm cheese, projected into the larger.

The contained milk of the large cyst, about two pints, was
like fresh cream, and was composed, according to Dr. Bernays,

of the constituents of ordinary cream, with a larger proportion

of albumen than usual. There was a continuity between the

breast tissue and new growth; but it was very slight, and
required care to trace it. The succulent tissue of the walls

of the large cyst was shown, under the microscope, to consist

of acinous gland tissue, with an abundance of connective

tissue. In the gland tissue there were blood-vessels and ducts.

A twelvemonth after the operation I heard that my patient

had been confined; and she wrote to say that her affected

breast was painful and full for the first three or four days,

but soon ceased to cause her inconvenience.



SIXTY CASES

YESICO-VAGINAL AND EECTO-VAGINAL

FISTULiE

TREATED IN THE CAIRO CIVIL HOSPITAL.

By H. MILTON,
MEDICAL OFFICER.

Of these sixty cases fifty were vesico-vaginal and ten recto-

vaginal. The vesico-vaginal cases have been compiled in the

following Table, which requires a few words of explanation.

In the first column are noted, in the order in which they

were performed, the seventy-nine operations to which the fifty

cases gave rise. In the second column is given the number
of the case on which each operation was performed ; thus it

will be noticed that operations 3, 12, 21, and 31 were all

performed on Case No. 3. In the third column is noticed the

length in lines of the largest diameter of the fistula, while in

the fourth column is noticed its position, with regard to which

the distance between the neck of the uterus and the com-

mencement of the urethra has been divided into three equal

segments. The fistulae occurring in the segment nearest the

uterus have been classed as posterior, the others as median

and anterior respectively. Those fistulfe in which the whole

of the vesico-vaginal septum had been destroyed ai-e returned

as ''whole base.^' In the fifth column is noted the operation

performed, and in the sixth the use or not of a catheter after
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operation. In those returned as "tied in" a Sims' or other

catheter was left in the urethra from four to fourteen days, in

those returned as '^ catheterisation " the instrument was passed

at intervals of from four to five hours. In the third class of

cases marked "none" no catheter was used from beginning

to end of the treatment. In the last column is given the

resultj either failure or cure.

^1
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Forthly, the comparative results of tlie different metliods of

operation.

The number of cases here recorded are too few to allow the

deduction of any conclusion, but they are sufficiently numerous

to be of value in the compiling of any larger statistics.

With this view the following analyses of the foregoing

Table have been drawn up.

Analysis 1.

—

The ratio of cures to cases, having regard to the

position of the fistula.

Position.
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Analysis 4.—The comparative results of the various modes of

operation.

Operation.
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in the vaginal walls_, they are divided some ten days previous

to the operation^ and the vagina dilated as far as possible to

its normal size.

Purge and enema are given before operation, and the

patient having been chloroformed, is laid generally on her

face, sometimes in the lithotomy position, in either case with

the pelvis well raised.

Instruments : vesico-vaginal knife, scalpel, curved scissors,

long spring forceps, needle-holder, artery forceps, sponge-

holders, vulsellum forceps, Sims's speculum, vaginal depres-

sors, vaginal retractors, wire-twister, needles, wire, catgut.

The knife. Fig. 3, is very long in the handle and shank,

the end of the blade is quite round, the cutting edge ex-

tending three lines along the back. Total length eleven and
a half inches, centre of gravity exactly at junction of handle

with shank.

The forceps. Fig. 1, are very long, with bluntly notched

extremity, of heavy make, furnished with sliding catch. Total

length twelve inches, centre of gravity corresponds to centre

of the button of catch when closed.

With the above-described instruments every necessary

dissection may be made, and there is practically no need for

the multitudinous varieties of knives recommended. They
are exceptionally long, but the centre of gravity is so disposed

that they can be used with the greatest delicacy.

The needle holder is constructed on the same principles as

Sir Spencer Wells's artery forceps, but with long shanks and

short jaw, the latter lined with lead.

The needles are of three kinds, curved, angular, and
straight. Each is triangular on section, and extra-stoutly

made. The angular needles are bent to 135°, with the angle

rounded off; they are most handy, and maybe made to pierce

the tissues in any direction with the greatest ease. The total

length of each variety of needle is fifteen lines, and the end is

deeply slotted in order to prevent the wire from slipping.

There is no doubt that silver wire is the best form of suture

for fistulse, but it has this disadvantage, that the twisted end

of the wire has a great tendency to slip round the end of the

needle and stand off at an angle, as shown in the diagram

(Fig. 7). On pulling the needle through the tissues, this pro-
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Fig. 1.—Long vesico-vaginal forceps. Fig. 2.—Ordinary ditto. Fig. 3.

—

Long vesico-vaginal knife. Fig. 4.—Ordinary ditto. Fig. 5.—Needle with

lateral slot. Fig. 6.—Needle with antero-posterior slot. Fig. 7.—Ordinary

needle, with wire.
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jecting angle must necessarily tear them, and where the

tissues are but thin, as in the operation in question, this

tearingr has a most detrimental effect. With the slotted

needles here figured this slipping round of the wire is impos-

sible.

The silver wire is thick, but of the softest silver, while the

catgut must be Lister's chromic catgut, as old and as wiry as

possible.

Ojjeration.—The vagina having been well opened with a

largest size Sims's speculum, means are taken to bring the

fistula well into view. In those cases in which the fistula is

seated near the uterus, and consequently difficult to get at, an

endeavour should be made to cause the uterus to prolapse.

A strong silk thread should be passed through the whole

thickness of the neck of the uterus, or a firm grasp should be

taken of it with vulsellum forceps. A firm, steady traction

will frequently be sufficient to cause the uterus to prolapse

to such an extent as to bring the fistula outside the labia, the

subsequent steps of the operation being thus greatly sim-

plified.

In other cases where this is impossible a little manoeuvring

with the speculum and retractors will suffice to bring the

fistula into a favourable position. In two cases where there

was great difficulty in getting at the fistula the urethra was

dilated up, the finger introduced into the bladder, and by this

means the fistula caused to present almost at the vulva.

An incision is then made with the rounded end of the

knife, passing completely round the fistula at a distance of

four lines from its margin. This incision is just of sufficient

depth to cut through the vaginal mucous membrane, which is

about one line in thickness. In the great majority of cases

this incision takes an ovoid form with its long axis parallel to

the long axis of the vagina, such shape and direction being

by far the most convenient for the subsequent dissection.

Experience has shown that if other details are attended to

it is immaterial whether the wound after sewing up lies

parallel or transverse to the long axis of the vagina.

The tissue between the incision and the margin of the fistula

is then grasped in the forceps and dissected off from the sub-

jacent tissue, the edge of the knife being carried in such a
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direction that tlie cut surface extends from the primary

incision to the vesical edge of the fistula, leaving the vesical

mucous membrane untouched. In this way a funnel-shaped

wounded sui'face is produced, the blunt apex of the funnel

corresponding to the vesical edge of the fistula and its base to

the original incision. With a little care and patience the

tissue removed may be brought away in a complete ring.

This is a great advantage, as it leaves no doubt that the whole

margin of the fistula has been removed. If this is not possible

the whole edge of the fistula must be carefully gone over, and
any, even the tiniest piece of mucous membrane removed.

The double-edged rounded knife is, when well assisted by the

forceps, capable of dissecting in the most confined space.

A pause of a few minutes and irrigation with cold weak
sublimate solution is generally sufficient to check bleeding, a

point of much importance. This having ceased, the first wire

stitch is introduced, the needle being made to enter the vaginal

mucous membrane a line or two beyond the uterine end of

the wound, and half an inch distant from the line of its axis.

The needle is made to pass along in the tissues, care being

taken that its point enters neither the bladder nor the vagina,

until it reaches a point on the other side of the axial line

corresponding to its point of entry, when it is brought out in

the vagina. The wire being pulled through, forms a buried

stitch similar to that used in ruptured perineum. The two
ends of the wire are grasped in a pair of artery forceps and
handed over to an assistant. The second stitch is introduced

half an inch from the first, the needle entering the vaginal

mucous membrane lialf an inch from the edge of the wound, and
being brought out just at the vesical edge of the fistula, with-

out implicating the mucous membrane of the bladder. Then
passing across the fistula it enters the other margin at a point

exactly opposite, and is brought out at a point corresponding

to that of entry on the other side of the fistula. In the same
way further stitches are introduced at intervals of half an

inch, until the last, buried like the first, is inserted.

The stitches are then consecutively tightened up by the

wire twister, and here a little care is necessary to get the

stitches neither too tight nor too loose.

The ends of the wire being cut off, leaving about half an inch
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for facility of removal, the catgut stitches are introduced. These

stitches are of the greatest importance, they ensure complete

closure of the wound, and greatly aid in procuring union by
first intention. On referring to the Table of Operations, it will

be noticed that twenty-five operations were performed without

using the catheter ; in fourteen of these cases wire sutures

alone were used, with eight successes, or 57 per cent., while in

eleven, the combined wire and catgut sutures were used with

nine successes, or 82 per cent.

One catgut stitch is introduced between each two wire

stitches, each one being inserted one or two lines from the

edge, and taking up only the vaginal mucous membrane.

Thus, in a wound of one inch and a half, there would be four

wire stitches (two of which are buried), and three of catgut.

Having tied the catgut stitches tightly, the bladder is forcibly

distended with water ; if none escape into the vagina the

suture is perfect ; if there is any flow, either more stitches

must be introduced or the old ones readjusted.

A suppository of morphia and belladonna is introduced into

the rectum, the patient is put to bed with her legs unfastened,

and is allowed to lie as she pleases on the side or back. Four
hours after operation the patient is encouraged to pass water

in the knee-elbow position ; if there is no desire to do so she is

left six, eight, or ten hours. In none of the cases treated in

this way has the patient failed to pass water within ten hours,

but if necessity should arise the urine might be drawn off once

or twice. The diet for the first ten days is milk and soup

only, with daily morphia suppository. On the twelfth to four-

teenth day a soap enema is given, and one or two days later

ihe stitches are removed. In most cases no vaginal douche is

used, but if there is the least unpleasant discharge the vagina

is washed out with sublimate solution 1 to 5000.

Complications existing before operation.—Contraction of the

vagina from cicatrices has already been referred to.

The size of the fistula may be such, and the available

tissue so small, as to render an approximation of the edges

impossible. In two cases given in detail later on flaps of

skin were brought from outside the vagina (Cases 35 and 46).

In three cases, one of which is given in detail (Case 24) the

gap was closed by a glissement of the upper part of the vagina.
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In two cases there was complete absence of urethra from

obliteration during the cicatricial process (see Case 35). In

both cases patients left hospital with power of retaining and

passing urine at will.

In three cases there existed simultaneously recto-vaginal

fistulae. In one case with vesico-vaginal fistula of six lines

diameter and recto-vaginal of three lines, the vesico-vaginal

was closed first, and the recto-vaginal afterwards. In the

two other cases both the rectal and the vesical fistulas were

enormous, and no operation was performed. These cases

were seen before the flap operation had been adopted, and
should they present themselves again an endeavour might be

made to close each fistula with a flap, in fact it is diSicalt

to conceive any fistula which might not be treated in this

way.

In one case a calculus was found, and according to the his-

tory the calculus preceded the fistula, and possibly aided in

its production. It was removed by crushing.

In eight cases the uterus was implicated, but there was no

case of pure vesico-uterine fistula. The uterus seems to have

less power of union by first intention than the vaginal tissue,

otherwise this complication has no importance.

In several cases the urethra was implicated, but there was
no case of pure urethro-vaginal fistula. The urethra appa-

rently heals as well as the vagina (see Case 47). It is inter-

esting to note that the cases observed do not bear out the

dictum that the nearer to the urethra the easier the operation

but the more difficult the cure (see Analysis No. 1).

Urinary deposits on the mucous membrane of the vagina

were often so adherent as to require to be scraped off. This

is interesting as bearing on the possibility of adherent calculi

in the bladder.

Complications during operation.—Bleeding is usually free,

but easily stopped by cold irrigation ; ice is better avoided.

In two or three cases small arteries had to be tied with catgut,

and in one case (the first of two operated on the same day)

the oozing was so obstinate that the patient was left forty-

five minutes (under observation) whilst the other was being

operated on.

Tension on the sutures is not uncommon, and may be easily
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remedied by incisions in the vaginal mucous membrane
parallel to the wound.

In three or four cases the needle has broken during the

operation, and portions from four to eight lines in length

been left so buried in the tissues as to be unrecoverable. In

one case the needle worked out into the vagina, in other

cases the bits have never been traced, and have caused, as

far as known, no trouble.

Gomijlications after operation.—In one case a bit of sponge

was left by mistake in the bladder, causing much pain and

cystitis; it was discovered on the eighth day, the operation

naturally having failed.

In one case of seven years' standing, atony of the neck of

the bladder occurred, and though the fistula was quite healed

the patient was but little better off than before the operation.

After two months of galvanization of the urethra and bladder

the power of retaining urine returned.

In one case, also of " long standing," the bladder, after

cure of the fistula, was so small as to hold, when fully dilated,

only about three ounces of water. Present condition unknown.

In several cases there has been some lack of power in ex-

pelling water, but all have greatly improved with time.

The following four cases, presenting special points of interest

are given in detail.

Case 35. Large fistula ; closure hy transplantation offlap.
—Egyptian, set 16, confined (primipara) eight months before

admission, without midwife; delivered fifth day. Urine

passed per vaginam day after delivery, and whole of urine

has passed in the same way ever since.

On examination, body small and thin, pelvis in proportion.

Anterior fourchette replaced by cicatricial tissue. No labia

minora (removed during clitoridectomy) . No trace of urethra,

its place being taken by cicatricial tissue ; opening into vagina,

formed by ring of dense fibrous tissue admitting one finger.

In the roof of vagina transversely situated fistula, twelve

lines in width, and five from before backwards. Posterior

lip of fistula formed by body of uterus, the neck of which had
sloughed, anterior lip by the cicatricial ring referred to above.

The original idea was to commence treatment by opening
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up the vagina by division of the cicatricial ring and trans-

plantation of flaps of skin from the outside to prevent re-

contraction, and afterwards to operate on the fistula. With
this view two flaps of skin were raised, one on either side.

Each flap was five to six inches in length and one and a half

inches broad; the perineal extremity adjoined the posterior

fourchette, and from thence the flap ran in a curve down
the inner side of the thigh. Each flap was left attached by

its two ends.

At the same time the opening into the vagina was enlarged

by two lateral incisions down to bone. Fifteen days later

the distal end of the right flap was detached, in order to

bring it round to fill up the deficiency in the vagina. While
doing this the fact was first fully grasped of the impossibility

of curing the fistula by the usual process, and the idea pre-

sented itself of utilising the flap for its closure. The first

necessity was to provide a urethra. A trocar and cannula

(size of No. 6 catheter) was forced through the cicatricial

tissue underneath the pubes on to the finger introduced

through the fistula into what appeared to be the neck of the

bladder. The trocar was withdrawn, and the cannula left

with its extremity in the bladder. The edges of the fistula

were freshened, and the end of the flap tucked into the gap,

with the granulating surface towards the bladder cavity, and

retained in its position with four wire sutures. These were

only introduced with the greatest difiiculty. The flap was so

long and its attached extremity so curved that there was no

tension or kinking. For six days some of the urine passed

by the cannula and some by the fistula, the suturing having

been almost necessarily defective. Gradually the quantity

passed per vaginam diminished, until after three weeks all

passed by the cannula. On the thirtieth day the stitches

were removed. On the forty-fifth the division of the attached

end of the flap was commenced, the skin only being cut

through, and on each of the following five days a layer of

about one line in thickness was divided until the flap was quite

detached.

The object of this slow division was to obviate as far as

possible the chance of sloughing. The detached end of

the flap was, as soon as severed, sewn into wound in right
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side of vagina. The fifty-fourth day the cannula was
removed, and the new urethra gradually dilated up to No. 10.

The patient finally left hospital with fistula quite closed and
passing all urine voluntarily pei' urethram. The vaginal

opening admitted three fingers, and as the patient was getting

somewhat tired of operations, the left-hand flap had been

allowed to attach itself again.

Case 46. Large fistula closed by transplantation of flaps.—
Egyptian, aet. 18, confined seven months before admission

(primipara), delivered on the fourth day. Urine passed _per

vaginam third day after delivery. On examination, healthy,

well nourished, pelvis normal. Huge fistula extending from

neck of uterus to symphysis, and laterally from right to left

wall of vagina. Antero-posterior diameter twenty-four lines,

lateral fifteen, there being in fact no separation between vagina

and bladder. It being hopeless to try and bring the edges

together, it was decided to try transplantation. The preceding

case having left very large cicatrices on the thigh, it was

determined to utilise the labia majora, the labia minora

having been already removed during clitoridectomy. The
two labia majora were detached in their whole length from

the subjacent tissues, leaving only the extremities, situated

respectively at the mons veneris and the posterior fourchette,

attached. Each flap was about six inches by one inch. They
were allowed to thicken twenty-one days, and then, the upper

extremity of each flap being detached, it was turned into the

vagina and attached to the freshened neck of the uterus by
two wire stitches, and to the adjacent surface of its fellow by

two more sutures, the flaps being twisted in such a way as to

bring the granulating surface towards the bladder. A
catheter was left in the bladder for twenty-four hours, but as

all the urine passed per vaginam it was removed. Twenty-

five days later the sutures were removed, and on the fortieth

day the skin of the right flap was cut through at its perineal

attachment, and the flap gradually separated as in the last

case, leaving it hanging to the neck of the uterus. The
original idea had been to detach the left flap in the same

gradual way as the right one, but the right flap after detach-

ment showed such tendency to curl up that it was thought
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better to fix it at once in its new position. The left-hand

flap was therefore severed from its perineal attachment, and

the two flaps, attached now to the uterus only, were sewn

together along their adjacent edges, by their external borders

to the edges of the fistula, and by their anterior extremities

to the neck of the bladder. A catheter was left in the bladder,

and a suppository of morphia and belladonna given per

rectum. On the fourth day the extremity of the left flap

(the rapidly divided one) was seen to be sloughing, and a few

days later about half an inch of it was removed. On the

twentieth day it was found that the flaps had united to each

other and to the edges of the fistula except for a space of

about three lines, where they touched each other and the

uterus, thus leaving a small triangular interval bounded on

either side by one of the flaps and behind by the uterus.

The slough at the extremity of the left flap had apparently

not affected the whole thickness, for the fistula was perfectly

closed anteriorly.

This fistulous opening gradually diminished in size until at

the end of three months from the second operation the fistula

was entirely closed. The new septum between vagina and

bladder was still very thick, and retained the characters of

skin, but nearly all the hairs had fallen out. In both these

cases of transplantation care has been taken to get the flaps

so big as to fill up the fistula like a cork fills up the

neck of a bottle, for, from the extreme difficulty of introducing

the sutures, the sewing is very imperfect.

Case 20. Large fistula ; glissement of vagina ; cure.—
Egyptian, aet. 30 ; fourth confinement four months previously,

three days in labour. Urine passed jper vaginam fourth day

after delivery. On examination, large healthy woman ; roomy

pelvis. Fistula, antero-posterior diameter eight lines, lateral

about the same. Much cicatrisation of vagina. As edges of

fistula could not be brought together it was decided to try

Jobert's principle of glissement. Jobert was the first to take

advantage of the fact that there exists, immediately above the

junction of the uterus with the vagina, a triangular interval

filled with loose tissue, bounded behind by the neck of the

uterus, below by the vaginal walls, and in front by the

VOL. xvii. 3
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bladder and the reflection of peritoneum from that organ to

the uterus. In incising therefore the anterior wall of the

vagina at its junction with the neck of the uterus there is no

fear of touching the peritoneum ; the triangle becomes flat-

tened out, and the upper part of the vagina may be drawn
down half an inch or more towards the symphysis pubis.

The patient having been chloroformed, the uterus was
seized with strong tenaculum forceps, and after some little

diflBculty the utero-vaginal fold was made to present outside

the vulva. The attachment of the anterior wall of the vagina

to the uterus was dissected through to the lateral extent of

one inch, and the upper part of the vagina pushed towards

the symphysis. On returning the uterus to its position, the

size of the fistula was found to be diminished fully one half,

and the subsequent operation presented no difiiculty.

Case 47. Vesico-urethro-vaginalfistula; calculus.—Egyptian,

set. 29, operated on by native doctor three months previously

for calculus. Operation had apparently consisted in passing

a knife along the urethra into the bladder, and incising the

whole length of the former, and the greater part of the base

of the latter.

The urethra was replaced in its whole length by a simple

groove, from the posterior extremity of which a fissure ran

some four lines into the vesico-vaginal septum. This being

the first case in which the whole length of the urethra

had required to be sewn up, there was some little doubt

as to how it should be best treated. It was evident that

when the urethra came to be sewn up, the channel would

be very small, the urethra in its present split condition

being simply a groove some four lines broad. If then no

catheter were used, there seemed to be a certainty of retention,

if a catheter was left in there seemed to be no hope of union,

and if occasional catheterisation were employed, it seemed

impossible that tearing a part of the sutured edges could be

avoided. It was decided therefore to make a new fistula

behind the existing one, to allow the escape of urine during the

treatment of the original fistula. A knife was passed through

the vesico-vaginal septum into the bladder, about four lines

behind the fistula; into this a self-retaining leaden stud was
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fitted, a canal about the diameter of a No. 8 catheter passing

down its stem. The fistula was then sewn in the usual way
right up to the external meatus of the urethra. Within six

hours the patient passed water of her own accord jper ure-

thram, and after twenty-four hours the stud, proving to be

quite useless, was removed, no urine having passed through

it, apparently owing to the loose mucous membrane of the

bladder riding over its upper surface. For two days a little

urine passed per vaginam, and on examination on the fifteenth

day both fistulas were found healed. As the patient owed
her first fistula to one doctor, it was somewhat a relief to

find that she had not a second fistula due to another.

The fourth day after operation the patient had com-
plained of violent colic and pain about left ovary and side

of bladder with intense abdominal tenderness and vomiting-.

This condition, which caused some anxiety for a few hours,

passed off with opium and hot fomentations. From the sixth

day onward the patient complained of frequent painful urina-

tion, and seemed to think that her previous condition of

painless incontinence was preferable to her actual very painful

power of micturition. On the twentieth day she was sounded

with the result of finding a small calculus, the passage of

which along the ureter had caused the alarming symptoms on

the fourth day, and whose presence in the bladder had caused

the painful micturition. The fortieth day after operation it

was removed by crushing without damage to her restored

urethra.

Most authors agree that recto-vaginal fistulas, although easier

of operation, are more difl&cult of cure than vesico-vaginal

ones. This statement is fully borne out by the cases recorded

here, the cause of failure being apparently the difficulty of

preventing the rectal gas from passing between the edges of

the wound. The transplantation of a flap having proved so

useful in the treatment of severe vesico-vaginal cases, it was
but a natural sequence to employ the same method for the

rectum. Although the cases thus treated are but few, the

results obtained justify a further trial of the method.

The recto-vaginal fistulse operated on were but ten, as com-

pared with fifty vesico-vaginal, the reason of this being perhaps
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their less frequent occurreuce, but chiefly the fact that in

many cases they produced symptoms of not sufficient dis-

comfort to work up the callous Arab to the pitch of consulting

a surgeon.

Their causation deserves a word of notice. Of the ten

cases only one was due to childbirth^ the other nine occurring

in prostitutes who had never been confined. The cause was

at first unrecognised, being supposed to be perforation of the

septum by a venereal sore, until the opportunity of watching

a fistula in the process of formation left no doubt as to one,

and apparently the most frequent, of the modes of production.

The patient in question was suffering from acute vaginitis,

during the progress of which the gland of Bartolini on the

left side of the fourchette became inflamed and suppurated.

The abscess was allowed to take its own course, and finally

opened into the vagina, leaving, however, but a very thin

septum between it and the rectum, which shortly afterwards

gave way, leaving a fistulous opening between the vagina and

rectum. It having been suggested that the destruction of

tissue was due to a soft chancre, repeated auto-inoculations

were practised, but without result.

All the fistulas observed were situated just internal to the

posterior fourchette, and varied in size from four to eighteen

lines.

Symptoms in most cases were slight ; so long as the motions

were not loose there was no escape of faecal matter, and even

of the thin watery motions of diarrhoea only a small proportion

escaped each time that the bowels were opened.

Seventeen operations were performed on ten patients. The
first eight patients were operated on by paring the edges of the

fistula, and closing it with silver sutures ; in some of these a

drainage-tube was left in the rectum, in others none. To
all morphia and belladonna suppositories were administered,

and their diet restricted to liquids. Of these eight ope-

rations only one was successful. In the next three, the

edges of the fistula after being trimmed were split to a

depth of eight lines into two parallel layers,—the superior

consisting of the vaginal mucous membrane, the inferior of

the rectal. The two vaginal layers were then sewn together

by the whole of their opposed cut surfaces, the rectal layers
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being treated in the same way. Of these three operations one

was successful. The last six operations were performed in a

similar way to that described for the treatment of cases of

vesico-vaginal fistula in which the whole base of the bladder

had been destroyed.

The edges of the fistula having been pared and split to the

extent of about half an inch, a flap of skin rather larger than

the opening to be filled was twisted round from the most con-

venient neighbouring parts, and after insertion into the gap
was fixed in its new position by silver and catgut sutures.

Of six fistulse treated in this way, four were successful.

The comparative results of the three methods are shown by
the following Table :

Simple suture . • .8 operations ... 1 cure, or 12*5 per cent.

Splitting the edges and subsequent

suture . * . . .3 operations ... 1 cure, or 33'3 per cent.

Transplantation of flap . 6 operations ... 4 cures, or 66"6 per cent.

The two cases of transplantation which failed were among
the first three operated on, the failure being chiefly due to

the smallness of the flap. The last three cases were all

successful, a result which could hardly have been obtained by
the method of simple suture,





ON HALLUX PLEXUS.

A CONTRIBUTION FROM THE OUT-PATIENT ROOM.

By G. H. MAKINS.

Attention has been lately called by Mr. Davies-Colley,^ to a

deformity of the metatarso-phalangeal joint of the great toe,

designated, I believe by him, as hallux flexus.

The cases detailed in Mr. Colley^s paper were long-standing,

and no doubt of a severe character, for of five three needed
tenotomy and two excisions of the joint to effect a cure. The
history of these cases is followed by some remarks as to the

possible nature, causation, and course of development of the

deformity, but no examples of an earlier and less severe form
are furnished.

Such cases, however, are far from uncommon in out-patient

hospital practice, and I have been able to select from my own
patients seventeen who have come under treatment during

the past two years. The affection has been to me one of con-

siderable interest, for before the appearance of Mr. Colley's

paper I had experienced great difficulty in assigning the

cases to any special category. I commenced by regarding

them as instances of chronic rheumatoid arthritis in an

incipient stage, in spite of the early age of the patient, the

absence of well-marked signs of that disease, and the usual

limitation to a single joint, the only exception to the latter

' ' Trausactious of the Clinical Society of Loudon,' 1887, vol. xx, p. 165.
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rule being the occasional symmetry of the affection. The
experience of a number of cases has led to a considerable

modification of that opinion, for the great majority of those

under observation not only offered no convincing evidence of

rheumatoid nature, but have also proved very amenable to

treatment of the simplest kind. I would mention here, how-

ever, that I think this condition may be a precursor of

chronic rheumatoid arthritis, which is really common in this

joint in older patients, and this point is of importance in

relation to what I shall have to say as to the probable nature

of the affection and the uncommonness of it in adult patients,

since flexion is not present in old rheumatoid joints.

Cases of simple arthritis, or those due to gout or tuberculosis,

need no consideration here, for in them flexion is never a

prominent sign, and there seems little doubt that in the class

of case about to be described no marked pathological change

within the joint takes place.

The cases referred to below may be divided into three

categories :

1. Simple hallux flexus accompanied by considerable pain.

2. Hallux flexus as indicative of early chronic rheumatoid

arthritis.

3. Hallux flexus dependent on muscular contracture.

Of the whole seventeen, thirteen belonged to Class 1, and

the characters by which they were distinguished will now be

shortly detailed.

The affection is very much more common in the male sex
;

thus of thirteen cases two only were females, in each of whom
the condition was, although characteristic, not strongly marked.

This depends, no doubt, on the causes suggested by Mr.

Colley, viz. the harder nature of the work done by the patients,

and the harder and stiffer boots worn. In no case did the

signs develop after the period of growth of the body was com-

plete and the bones and soft tissues had become thoroughly

set. The age of the patients in the thirteen cases varied between

the limits of twelve and eighteen years. The affection in the

great majority of cases commences, as far as the patient's

observation goes, spontaneously ; in only one out of the thirteen

cases was the origin referred to a trauma. It may, however,

be remarked that these numbers do not tally with those of
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Mr. Colley, for to tliree out of his five cases a traumatic cause

is assigned.

The first sign noticed by the patient is pain and stiffness in

the joint affected, the pain especially drawing attention to the

condition of the foot, and where examined considerable

tenderness to pressure usually exists around the articulation,

particularly over the prominent head of the metatarsal bone.

Any passive movement of the joint greatly aggravates the

pain, the toe being held stiff and rigid. This pain and

rigidity renders walking troublesome and even impracticable,

and progression is effected only by placing the foot flat upon

the ground, and rotating the heel outwards on the ball of the

toe in place of rising by extension of the joint in the ordinary

manner. The similarity of the local tenderness to that

noticed in many cases of acute flat-foot will be again referred

to. The toe now becomes flexed to a varying degree, in the

slightest cases the condition only amounting to an inability to

extend the joint beyond a straight line, in the severe cases

the flexion may reach a sharp angle. The position of the

joint, however, I think varies in the different stages, being

well marked in the middle and later ones only. In the latest

stages in severe cases, where a species of periarticular anchy-

losis occurs, the toe may again resume the straight position

when the early pain and tenderness, with consequent contrac-

ture of the sole muscles, has passed by ; in other cases, how-

ever, and these are those needing operative interference, the

secondary contraction of the ligaments and tendons on the

plantar aspect may render the position of flexion more or less

permanent. In the earlier stages, and later, when the patient

is asked to extend the toe, i. e. to execute dorsal flexion,

he is unable to do so, and the tendon of the long extensor

muscle is seen to be glued down and fixed to the dorsal

aspect of the joint ; this seems to depend on the peri-

articular infilti-ation next to be noticed. At an early period

some enlargement of the articulation is noticeable, this

enlargement extending beyond the limits of the joint and

not consisting of fluid effusion. In none of the cases under

notice could fluctuation or evidence of articular effusion be

determined. This swelling seems most similar, however, in

nature to the infiltration seen around inflamed joints, well
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termed by Mr. Hilton, nature's splint, the source of irrita-

tion here, however, being external, and not originating in the

interior of the articulation. When the cases are of some
standing, or where more or less permanent stiffening has

developed, there may be creaking on movement, again appa-

rently dependent on the stretching of adhesions around the

joint. When the pain and tenderness in the acute stage are

severe, the extensor tendons of the toes and the tibials, espe-

cially the tibialis anticus, will be found rigid and prominent,

no doubt from instinctive effort on the part of the patient to

throw the weight of the body on to the head of the fifth

metatarsal bone. In relation to this I would mention that in

a patient of the better class under my observation the upper

leather of the boot of the affected foot was always pressed over

to the outer side, while the sole beneath the ball of the great toe

was always worn through at an early date from the rotation

of the foot at that spot taking the place of the normal move-

ment of flexion of the metatarso-phalangeal joint in the last

stage of the act of making a step. Lastly, I would emphasise

the fact that in the great majority of cases the affection

develops in weakly growing patients or heavy, stout subjects

who present feet of an especially elongated shape, with a very

shallow plantar arch. The condition may be symmetrical ; in

two of the thirteen cases this was so, and in the others the

right toe was affected seven times.

The following Table exhibits some of the points re-

ferred to :

No.
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I here append also a small Table of tliree cases, in which the

above condition seemed to have assumed a chronic rheumatoid
character; in each the joint ends were enlarged, there was
grating on movement, great stiffness and pain and discomfort

in walking. It will be noted that in only one instance did the

age correspond with that observed in the cases in Class 1.

No.
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from beloWj such as miglit occur in disease of any nature, and

especially during the period of the development of the bones.

Seen externally the toe was firmly anchylosed in the straight

line, but on making a sagittal section the arrangement seen

in the diagram was displayed.

The phalanx is slightly displaced downwards, the compact

tissue considerably increased on the dorsal aspect, the articular

end retaining its normal concavity and increased in extent by
slight general lipping. In the upper half, lipping being from

the position of the bones impossible, the new bone had taken

the form of a marked increase in the amount of compact tissue.

In the metatarsal bone the change is more marked but

more atrophic in character. The head, instead of presenting

a globular convexity, is sinuous in outline, the portion corre-

sponding to the sclerosed dorsal portion of the phalanx being

actually concave, no doubt from the major part of the pressure

in progression having been borne by the upper segment of

the joint when the head of the phalanx was rested on.

The sesamoid bone is slightly increased in size and in

density of structure.

After section one half of the joint was broken open, and
the articular cleft was then seen to be perfect, the cartilage

smooth and continuous throughout. On microscopic exami-

nation the ground substance shows evidence of fibrillation,

but with the exception of one or two large atrophic cavities

the cellular element is normal.

The synovial membrane is atrophied and practically non-

existent.

My own observations have led me to regard the affection
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as a periarticular one, the joint proper being either entirely-

unaffected or only becoming so secondarily and at a late date.

With regard to the causation the boot-friction theory pro-

pounded by Mr. Colley seems amply sufficient ; it is not neces-

sary that the boot should be invariably short, but only stiff

and unyielding. With regard to the former particular,

however, the long foot possessed by most patients affected

with the condition is a point of importance. In relation to

this formation of foot also it should be noted that the abnor-

mally long foot is accompanied usually by a correspondingly

shallow arch, a condition which the possessor when weakly

may instinctively attempt to palliate by a certain amount of

flexion of the great toe. The difficulty of actually proving

the boot worn to be the cause does not seem of much weight,

since the same crops up in most cases of bunion ; one could

not speak positively on the point unless the boots worn by
the patient during the whole period of development of the

deformity were before one.

The affection in fact appears to be due to the same causation

as bunion, differing in that it develops more acutely, and in

young growing subjects, the development of a bursa and
abduction being represented by inflammatory effusion in the

tissues generally around the joint, and a varying degree of

flexion. The genesis of the periarticular infiltration has

already been ascribed to boot pressure or friction, and the

flexion is, I believe, to be readily explained by its presence, as

is also the acute pain and tenderness often existent. As was
forcibly pointed out by Mr. Hilton, irritation of the cutaneous

nerve-filaments leads usually to contraction of the muscles

beneath, deriving nerve supply from the same source, and
although in the case before us both the nerves supplying the

flexor and extensor muscles are implicated, yet I think the

predominance of the flexors may be explained without simply

resorting to the usually maintained greater power of that group

alone. As has already been noticed in describing the sym-

ptoms, the long extensor tendon cannot be made to stand out

in prominent relief as is normally the case, and this depends

on its being glued down by the inflammatory effusion around

the joint. Any effort to use the tendon from this reason

causes pain, and is instinctively avoided. The short flexor
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muscles, on tlie other hand, while exposed equally to irritation

by reason of the implication of the cutaneous branches supplying

the under surface of the ball of the toe, are themselves, from

their deep position, much less affected by the mechanical

restraint influencing the long extensor tendon due to the

periarticular effusion, and hence gain a very decided advan-

tage. This is perhaps supplemented by the tendency to employ

flexion to discount the shallow arch of long feet already

referred to, which view moreover is supported by the fact that

in many cases of acute flat-foot some flexion of the metatarso-

phalangeal joint is observed.

The evidence in support of the swelling being entirely peri-

articular may be sought for in the description already given

of the clinical characters, where the fact that the enlargement

usually exceeds the limits of the articulation has been noted,

also the absence of the signs of fluid in the joint, or subsequent

synovial thickening. The periarticular effusion moreover well

explains the pain and tenderness, especially when viewed in

the light of similar signs exhibited in cases of acute flat-foot,

where exquisite pain and tenderness on pressure often accom-

pany inflammatory effusion around the head and neck of the

astragalus,—pain and tenderness which in fact led Gosselin

to look upon the latter affection as an articular one. The
tension of certain tendons directed to the raising of one

border of the foot is also exactly comparable to the similar

condition noticed in flat foot.

The absence of creaking in many cases, and the rapid relief

afforded by treatment, afford further evidence against the

arthritic nature of the condition.

Persistence of the position in the absence of treatment may
lead to the firm fixation of the joint in its new position, necessi-

tating operative treatment for its relief, but the point referred

to by Mr. Colley that these cases are met with in the young
alone needs some further comment. Mr. Colley suggests

that the cases later develop into hallux valgus, and one of my
series lends support to this theory, for such a development

really commenced. Looking upon boot pressure as a potent

cause also this would seem a natural sequence. I would,

however, point to the anchylosed joint already described as

an instance of another mode of termination^ and also to the
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small series of cases in Table 2 as evidence of the subsequent

development of rheumatoid arthritis. It must, however, be

allowed that both enlargement of the joint ends and creaking

might develop, and persist, without being real indications of

anything more than organisation of chronic inflammatory

effusion.

On this question of persistence two points arise for con-

sideration : 1, the reasons for its occasional presence, and 2,

the usual disappearance of the deformity.

Cases in which the malposition becomes a permanent one,

such as those in which the joint has been subjected to excision,

are capable of explanation on the same grounds as is the

permanence of flexion at the knee, or extension of the ankle-

joint in talipes equinus, in growing patients. The dorsal

section of the head of the metatarsal bone becoming relieved

from the normal pressure of the base of the phalanx, develops

in greater relative proportion than does the plantar, and
meanwhile the structures on the plantar aspect undergo
secondary contraction, similar to that seen in inveterate

hammer-toe, or in the plantar fascia after division of the

tendo Achillis in paralytic cavus. The slackness and weak-

ness of the dorsal expansion moreover offers minimal resis-

tance to this shortening in the absence of proper aid from the

more or less fixed extensor tendon.

Disappearance of the deformity other than by the substi-

tution of valgus, also seems capable of ready explanation. If

the patient continue to use the foot, or resumes walking on the

disappearance of acute tenderness, every step taken tends to

diminish the degree of a malposition eminently unsuited to

ordinary progression, and a straight position is procured by a

mode of treatment the effectiveness of which may well arouse

envy in the treatment of other contractions of the limbs.

Complete reposition may in this manner be effected, but in all

probability this is often detracted from by a varying degree

of plantar displacement of the phalanx, such as is well illus-

trated in the post-mortem specimen already referred to.

In speaking of the prognosis I would emphasise the fact

that in all the cases in the above Table who attended lonar

enough, simple fixation in a plaster-of-Paris splint suflBced to

effect a cure, and though the experience of others has shown
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that this, and even tenotomy, is often insufficient, yet in early

cases it is no doubt not only the proper treatment but a hope-

ful one. In this again the resemblance to flat-foot is patent,

while it offers another argument against a real arthritic

nature.

The mode of treatment which in my hands has proved

successful I would recommend, fixation in a splint until

swelling and tenderness has disappeared, followed by the use

of well-fitting boots with sufficiently stiff soles and soft upper

leathers. In severe cases excision of the head of the meta-

tarsal bone would seem the proper mode of treatment, since

tenotomy has proved, in the hands of others, liable to be

followed by recurrence in this affection, as it has already been

proved to be unsatisfactory in the treatment of some other

contractions of the toes.



ON OBSTKUCTION OF THE INrEKIOR

VENA CAVA,

WITH CASES.

By WILLIAM HENRY BATTLE, F.R.C.S.,

ASSISTANT SURGEON TO THE EOYAl FEEE HOSPITAL AND TO THE EAST LONDON
HOSPITAL FOE CHILDEEN; LATE EESIDENT ASSISTANT STTEGEON AND

SUEGICAL EEGISTEAE TO ST. THOMAS'S HOSPITAL.

Obstruction of the inferior vena cava is of sufficient rarity

to make the discussion of the condition and the effects to

which it gives rise one of interest both to the physician and
to the surgeon. Notwithstanding what has been stated by

Dr. Groodhart in his remarks on a case^ which had been

recently brought before the Pathological Society, to the effect

that these cases must not be looked upon as rare because

they are not recorded in the literature of the day, and that

many could be found if the post-mortem records of the

different hospitals were searched, I am inclined to think that

they are rare for several reasons, one of the most important

of which is that physicians who have brought forward cases

at the Pathological or other societies have seldom referred to

similar ones which have been under their own care, which

they have themselves seen in consultation or under the treat-

ment of colleagues. Searching the literature on the subject

I find the references to cases are limited, and some of these

have been translated from French or German publications

as examples of an unusual disease. The large majority of

' ' Med. Times and Gazette,' vol. i, p. 494, 1885.

VOL. XVII. 4
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these recorded cases liave been^ as one would expect, under

the care of the physician or obstetric physician ; there are sur-

prisingly few recorded by surgeons, but these are of greater

clinical interest. The spread of a thrombus during the

course of an attack of pyaemia appears to be the commonest

cause of obstruction, whether this be secondary to a septic

condition of the uterus, and the extension of a clot to the pelvic

veins from that organ, or to blood-poisoning of unexplained

origin. Examples of this condition are to be found in the

' Transactions of the Pathological Society,' for instance,^

Dr. Gibbons : Female, set. 20, lived eighteen days after

symptoms of puerperal fever. Here there was a firm, buff-

coloured, fibrinous clot adherent to the walls of the vena

cava extending into the iliac and femoral veins. There

was also embolism of the middle cerebral artery. Again,^

Dr. Hewitt : Female, aet. 33 ; lived twenty-five days after the

onset of puerperal phlebitis. The vena cava was occupied

by a loose, imperfectly formed clot of light colour extending

into the iliac veins. And another by the late Dr. Moxon :^

A female, who died from pyaemia. Post-mortem.—Purulent

thrombosis of the inferior vena cava ; channel of vena cava

imperfectly closed by the clot, which extended into the left

renal vein, but there was no suppuration in this kidney. No
emaciation, and but little oedema of the lower extremities.

Whilst some of my readers will remember the unpublished

case of a stout young married woman who died in the

Alexandra Ward of St. Thomas's under the care of Mr. Croft

during the course of this last summer. She had thrombosis

of a puerperal character, with enormous oedematous enlarge-

ment of the lower extremities, the oedema, which extended
up to the chest posteriorly, being extremely brawny in

character. I must also refer to a case mentioned by Warren*
as having occurred in the Rotunda Hospital in Dublin, where
a thrombus spread from the uterus after the injection of per-

chloride of iron solution into its interior.

Next in frequency are those cases in which the condition

* Vol. V, p. 11.

» Vol. ix, p. 59.

3 Vol. xxi, p. 145.

* ' Trans, of Acad. Med., Ireland/ vol. J, p. 164, 1888*
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developed from the pressure of a tumour on the vein, and of

these there are examples as follows.^ Dr. S. Wilks : Vena
cava and hepatic vein obstructed by fibrous deposit in the

liver. The patient was a sailor, set. 35, suffering from ascites

and swelling of the legs.^ Dr. Little : Malignant disease of

the liver from a man, set. 36. Symptoms (not given) for

three months; complete occlusion of the vena cava. Reference

was also made to another case.^ Dr. Legg brought the case

before the Pathological Society* of a man, set. 60, who had

suffered from cardiac disease and phthisis without albu-

minuria, who died from exhaustion. A clot, partly adherent,

starting from the position of a small aneurysm on the left

internal iliac artery, extended into the inferior vena cava and

internal iliac vein of the other side, but not into the femoral.

There had been no definite history or symptoms, but the legs

had been swollen eight months before death; the swelling

had subsided, but returned during the last three months.

Again/ Dr. Turner : Secondary malignant growth of the

right kidney invading the inferior vena cava above the junc-

tion of the renal vein, from a man, set. 44. The symptoms

due to the obstruction of the large vein are not given. In

the same volume" Dr. Colcott Fox : Primary sarcoma of the

left suprarenal capsule from a child, set. 2. In this case the

clot extended into the auricle. There had been enlargement

of the abdomen for four months, but the collateral venous

channels were not markedly dilated. In the 'Lancet'^

Dr. Bristowe, in his lectures on " Visceral Syphilis," mentions

a case under his care in which enlargement of the veins had

been noticed for two years. The disease was in the tertiary

stage, and incomplete recovery followed treatment. There

was great dilatation of veins in the wall of the chest and

abdomen, and other lesions. And Mr. Holmes, in his

' System of Surgery,'® refers to museum specimens.

1 ' Path. Soc. Trans.,' vol. xiii, p. 122,

* ' Transactions of the Dublin Path. Soc'

» Gely, ' Gaz. med. de Paris,' 1840, No. 45.

* Vol. XXvi, p. 104. 5 Vol. xxx-in, p. 2?5.

« P. 460. ' 1885, vol. i, p. 331.

® Vol. iii, p. 71. Middlesex, series vi, 32, 35, vena cava obliterated by pressure

from an aneurysm ; St. Thomas's, y 171, vein filled with encephaloid deposit ;

Guy's, 1521**, vena cava obliterated by the side of a dried-up hepatic abscess^
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As an example of thrombosis coming on during tlie course

of other diseases, and possibly as a consequence of changes

in the blood, condition of walls of vessels, or rate of circula-

tion produced by such diseases, I may mention the case of a

man who was under the care of Dr. Milner Moore, of Coventry,^

for a fracture of the femur, during the treatment of which

pneumonia developed, and thirty-nine days after the accident

thrombosis of the left thigh, which spread to the vena cava.

There was much oedema and pain. Ultimately the man
recovered under treatment, hot fomentations, purgatives,

and diuretics. I am indebted to Mr. Mackellar for permis-

sion to publish the following case, which was under his care,

and markedly illustrates this spreading thrombus.

Case 1 . Thrombosis ofveins of the left leg, subsequently spread-

ing to the right side and involving the inferior vena cava, in an

anemic girl, who died ultimately from thrombosis of the cerebral

sinuses.—A. D—, set. 19, single, a barmaid, was admitted to

No. 24, Elizabeth Ward on the 6th, and died on the 25th of

November, 1886. The following account is abstracted from

notes by the dresser, Mr. M. H. Spencer :

The family history was good.

Previous history.—She has never had any serious illness,

but states that she was laid up with indigestion and " enlarged

liver," six months ago. She has never suffered previously

from any pain or swelling in the legs, and has not been sub-

ject to varicose veins. The veins of the legs have been pro-

minent but not varicose. She has been in the habit of

standing for fifteen hours a day for some time.

Present illness.— On October 29th the patient was first

troubled by pain in the left leg ; it was confined at first to the

leg and ankle, and there was a good deal of redness about the

calf. She did not feel ill, and still kept about on the leg.

The pain, however, increased, extending up the inner side of

the leg to the groin, and the glands in the groin became very

tender and enlarged. The leg at the same time began to

and 1521^, by pressure from enlarged glands ; Guy's, 1522', ^^ ^*, growth of

cancer into superior vena cava; St. Bartliolomew's, 13 and 29, fleshy growth

between vena cava and kidney, obliterating the former.

» ' Lancet,' 1884, vol. i, p. 1026.
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swell, and on Thursday the 4th inst. she was obliged to take

to her bed. The pain was now very severe, keeping her

awake at night. She had medical advice, and the limb was

wrapped up in cotton wool. Her bowels are usually con-

stipated, and have been more so lately than usual. The
catamenia have always been regular.

On admission, she is an anaemic, rather delicate-looking

girl, complaining of pain and swelling in the left thigh and
leg. On examination, the left leg is found to be mucb hotter

than the right, and a good deal swollen. The veins in the

thigh along Poupart's ligament are injected on the left side.

The pain seems to be severe, and the leg is tender on pressure,

especially about the calf and above the knee on both the

inner and outer sides ; the ankle is also tender on pressure.

There is distinct pitting on pressure along the inner side of

the shaft of the tibia and over the ankle-joint ; there is no

pitting over the calf, but it feels tense. The tongue is some-

what furred and the bowels are constipated. Pulse regular,

rather feeble and compressible. Temp. 102*2°. There was

no cardiac murmur.

Perfect rest was enjoined, a brisk aperient given, and the

patient placed on fever diet. No. 2, with tea, two eggs, and an

ounce of red wine. Glycerine and extract of belladonna was

applied to the affected leg.

6th.—Iodide of potassium and a vegetable tonic with

chloroform was prescribed.

9th.—Pain not quite so severe. Bowels open. Has passed

a good night.

10th.—More pain to-day. Cotton wool only applied to the

leg, which still feels much better than the other one.

11th.—Expresses herself as feeling better this morning

and has less pain.

13th.—Pain still decreasing, but had some during the night.

15th.—This morning she is complaining of pain in the right

leg ; it commenced in the groin and spread downwards along

the course of the internal saphena vein. There is not much
oedema of the limb and no pitting on pressure. The small

veins about Poupart's ligament are injected as on the left side.

The left leg is better, there is no pain in that now. The

oedema has subsided to a large extent. The internal saphena
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vein can be felt, but not so distinctly as on Friday last. She

suffers much pain in the right leg. Her temperature has risen

this morning to 103-2°. Mist. Pot. Citr. Eff. Jj 6tis horis.

16th.—Left leg continues to improve, but the right is more

painful and swollen, the pain being greatest in the calf.

17th.—The right leg is still more painful this morning, and

there is pain and hardness over the right side of the abdomen,

and the superficial veins of that part and the right leg are

more dilated. She was ordered five grains of sulphate of

quinine three times a day.

18th.—No improvement, pain still very severe, the right

leg is a good deal more swollen, and the oedema increases

daily, there being distinct pitting on the inner side of the leg,

whilst the internal saphena vein can be felt distinctly. The
most painful parts are the calf, and the inner side of the

thigh, also at a point in the right iliac region parallel to

Poupart's ligament. The left leg is now of its normal size,

and there is no pain or tenderness on pressure, but the veins

over Poupart's ligament continue enlarged, Pil. Opii gr. j,

three times a day.

19th.—Rather better, and suffering less pain.

21st.—Diarrhoea, a mixture of chalk and catechu with

fifteen minims of Tinct. Opii ordered.

23rd.—Patient complains this morning of very severe

headache ; she suffered a good deal from it last night. The
pain commences at the upper part of the frontal bone and

extends over the back of the head to the occiput. The
temperature is normal. There is some swelling on the right

side of the face, and she has a decayed tooth on that side, but

does not complain of toothache. The pain in the head

extended down to the back of the neck. An icebag was

applied to the head.

24th.—Yesterday afternoon the patient's condition became
worse ; she vomited several times, the substance brought up

on one occasion resembling coffee grounds. She has been

very drowsy all night, not answering to questions, and seeming

to be unconscious, passing her motions under her. Some
slight twitching was noticed in the arms this morning, between

seven and eight. The pupils were dilated but sensitive and

acting to light and accommodation. There is no hemiplegia



Obstruction of the Inferior Vena Cava. 55

or other paralysis^ and she seems to be in a condition from

which she might possibly be roused. There has been frequent

vomiting, but not of a dark character. Is taking brandy,

milk, and eggs. During the evening the temperature began

to rise, and the patient's condition became progressively worse.

She continued to pass her motions under her. The pupils

became less sensitive to light and acted but feebly. She

seemed just able to swallow, but there was continued rigidity

of jaw, and she had to be fed by a nasal tube. Rigidity of

the muscles became at times marked, at other times absent.

The legs were drawn up towards the abdomen. The heart-

beats were irregular, a number of quick successive beats

being followed by a slower rhythm which would then give

way to a quicker one. She remained unconscious and quite

incapable of being roused. The temperature continued to

rise. The breathing as well as the heart-beat became

irregular, and she sank rapidly dying, at 6 a.m. of the 25th.

The following is the temperature chart

:
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Lungs, great congestion inferiorly. Half a pint of clear

fluid was present in the right pleura, but there was no

pleurisy. Liver not enlarged, pale, fatty. Spleen, soft,

diffluent, not enlarged. Kidneys and suprarenals apparently

normal. Uterus, ovaries, bladder, and intestines normal.

On examining the abdominal veins there was thrombosis

of the left external iliac vein, softening decolourised clot

extending into the vena cava to the level of the renal veins,

where it presented a free rounded end. There was throm-

bosis of both internal iliac veins, evidently more recent.

There was also one old thrombus in a uterine vein on the left

side, but it did not extend either to the uterus or to the

internal iliac vein. On opening the head there was no throm-

bosis of the superior longitudinal sinus. The surface of the

brain was markedly congested. Both venae Galeni were

thrombosed and filled with firm adherent clot, the thrombosis

extended to the inferior longitudinal sinus and throughout

the left lateral sinus and down the internal jugular vein, it

also extended halfway up the right lateral sinus. There was

no thrombosis of the cavernous sinuses, and the arteries at

the base were normal, but there was a large amount of clear

serum at the base, but no excess of fluid in the lateral

ventricles. The basal ganglia on both sides, the crura,

internal capsules, and parts lining the ventricles were softened,

diffluent, and contained scattered hgemorrhages. The rest of

the brain was normal. No tubercles were seen.

I am inclined to regard the anaemia in this case, with the

altered condition of the blood in the disease, as a predisposing

cause of the thrombosis, so many cases of thrombosis of

the veins of the lower extremities in young girls have been
under my observation during the last few years where this

change in the blood was present before the onset of the blood-

clotting, and formed a marked feature in the case.^ The
thrombosis of the cerebral veins is such an exceedingly rare

condition, excepting in disease of the petrous bone or pyaemia,

that the symptoms which it caused will be specially noted.

^

I now pass to the consideration of that group of cases

' I may say more tliaii this; it is rare to find thrombosis of veins in girls who
are not markedly ansemic.

* See Note A.
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where the presence of very large and tortuous veins on the

surface of the body, and also, in some cases, on the lower

extremities, possibly unaccompanied by any other evidence of

venous obstruction, attracts the immediate attention of the

observer. Eppinger* records a case of cicatricial obliteration

of the inferior vena cava, with dilatation of the superficial

veins, and describes the collateral venous circulation as found

post mortem. The following case, which was under the care

of Mr. S. Jones, to whom I owe permission to publish it,

illustrates fully the point mentioned—the dilatation of super-

ficial veins and other evidences of extensive obstruction to

the deep veins.

Case 2. Enormous dilatation of the superficial veins of the

lower abdomen and thighs, with gangrene of the feet, for which

amputation luas performed.—The patient, J. S— , set. 88, ship's

broker, from Liverpool, was admitted on May 14th, 1881, and
remained under treatment until April 5th, 1882.

He was a short, rather squarely-built, but somewhat poorly

nourished man, with an anxious look. He gave the following

history. Until eight years before the date of admission he

had been strong and healthy; he then had an attack of

typhoid fever, and has not been well since, suffering from
cold feet, &c. Three years after the attack of typhoid he
had what was called by the medical man who saw him
" phlegmasia dolens " of both legs ; this was accompanied by
swelling of both legs and severe pain across the lumbar
region, and later by gangrene of the left foot, which was
amputated a few weeks afterwards. The right foot appears

to have been unaffected by gangrene until April 5th, 1881,

when a small blister formed on the dorsum of the second toe.

This gradually sloughed off, and then the gangrene spread to

the third and fourth toes, slowly extending with much pain

until admission, when there was extending gangrenous condi-

tion of all the toes of the right foot, and of the base left after

separation of the third ; this was most marked in the third,

fourth, and fifth toes. There was oedema, redness, and
swelling extending from the gangrenous portion up the foot

and leg ; there was no line of demarcation, and the thin dis-

1 • Prager med. Wochenschrift,' Nos. 39, 40, 1876.
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charge, of small quantity, was extremely offensive. He com-

plained of great pain, and was in a very irritable condition,

sleeping badly. The left foot had been removed at the ankle

by Perogoff's operation, and beyond a slightly oedematous

condition, the stump appeared healthy. Examination of the

thighs and trunk showed greatly dilated and tortuous veins

passing from the thighs up to the chest, larger on the right

than on the left side, some of them being as large as a finger,

gradually diminishing in size until they reached the level of

the third rib, when they could no longer be distinctly traced,

and it appeared probable that they gradually emptied their

contents into the intercostal veins. The veins in each lower

extremity were much larger than normal. No tumour could

be detected in the abdomen, and the liver and spleen appeared

normal; there was no evidence of ascites. The chest was

well developed, the lungs apparently normal but emphysema-

tous. The heart was enlarged, but the sounds were normal.

Pulse feeble. There was no albuminuria. Skin and hair dry.

Temperature normal.

Charcoal and linseed poultice was ordered; changed on

May 20th to carbolic oil dressing. Stimulants and opium
were also ordered on that date.

It was not until July 11th that the toes had separated,

leaving the four outer metatarsal bones bare and projecting,

with ligaments still adherent but in a sloughing condition

;

the granulating surface was commencing to skin over, and

was extremely sensitive to touch.

On August 14th the projecting pieces of bone were removed
with forceps ; this operation caused extension of gangrene on

the outer side of the foot, the small slough not separating

completely until September 2nd.

By October 19th the condition of the right foot had not

improved to any great extent ; although the sloughs had

separated on the dorsum of the foot, gangrene appeared to

be extending very slowly along the sole.

Up to this date the temperature had been almost normal

both morning and evening, excepting on the evening of May
31st, when it rose to 100-6°.

Mr. Sydney Jones decided to remove the foot, and per-

formed Syme's amputation (October 19th) with antiseptic
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precautions. Ether was the ana3sthetic administered. After

the operation the patient's temperature fell to 96°, but rose

next morning to 98°, the pulse being 106.

24th.—Bowels confined since the 19th, has complained of

much pain in the stump, and has been unable to sleep without

morphia ; the stump is sloughing, and emits a very fetid

odour; has vomited several times after food and medicine.

Pulse 108, feeble. On the following day antiseptic dressing

was left off, and charcoal poultices again employed.

November 1st.—The patient is stronger, though pulse is

still very feeble, 100.

5th.—Chlorinated soda again used.

28th.—There has been cellulitis of the leg, for which several

incisions were made to let out pus.

December 12th.—The granulating surface being healthy,

skin grafting was tried, and two or three of the grafts took

;

each graft was dipped in boracic acid lotion, placed on the

granulating surface, and covered with a piece of gutta-percha

tissue ; this process was repeated on the 12th and 19th, and
several other grafts took.

January 21st, 1882.—A small abscess had formed on the

outer side of the leg above the stump. Lotio Zinc. Sulph. to

be used as a stump dressing.

February 6th.—The stump was again grafted, the surface

exposed being less than the size of a halfpenny. Again
grafted on the 18th. The dressing was changed to oxide of

zinc ointment on the 10th, and to iodoform powder on the

24th, when the wound was quite dry. On March 30th the

line of cicatrix had given, forming three small indolent ulcers,

which appeared under the scab caused by the use of the

iodoform ; warm-water dressing was substituted, and the

cicatrix became firm, patient leaving the hospital on April 5th,

using knee-rests and crutches to get about.

After the amputation, and until November 5th, the tempera-

ture in the evening had an average of 2° higher than that in

the morning ; afterwards the changes were not important.

I have been unable to trace this patient since he left the

hospital, so as to obtain further record of his case, but have

been informed that he was alive and in fair health two or

three years ago. His symptoms differ from those of others
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recorded inastnuch as gangrene of the feet of the moist

variety followed the obstruction of the vena cava, and in all

probability this formation of gangrene was due to extension

of clot into the femoral veins, first on one side and then on

the other. From the history it would seem probable that the

disease commenced in the vena cava, and the weak heart and
poor circulation which followed the attack of typhoid fever had
much to do with it, but no exciting* cause could be discovered.

This case proves that such a severe affection as complete

blocking of the inferior vena cava is not necessarily fatal, and

there are others published which prove that a man may even

follow his occupation. Mr. G. K. Turner^ mentions a sailor,

aet. 30j under his care at the Seamen's Hospital, who had had
enlargement of his veins for twenty years. He was well

nourished and muscular^ and knew of no cause for the con-

dition. Mr. Mansell Moullin, in 1885, brought a case before

the Clinical Society, of a pensioner, set. 35, suifering from

varicose veins and ulceration of left lower extremity, follow-

ing a fall across a handrail one year and nine months before
;

enlargement of the veins in the lower abdominal wall was
noticed three weeks after the injury. There were three main

groups of veins, from which great coils of enormously dis-

tended veins stretched upwards, gradually diminishing in

size as they reached the thorax; left limb much swollen. Mr.

Moullin kindly tried to trace this man so that I might see him,

but was unable to do so. A man died under the care of

Robin in 1884^ of whose case the following is a short extract.

The cause was violent exertion while stooping. He lived

twenty years after the first symptoms, which were noted by

Becquerel. These were, intense lumbar pain lasting six to

seven weeks, very severe at first, fever, delirium, extreme

abdominal tenderness. The abdomen enlarged and the bowels

were constipated. The veins slowly enlarged for two years.

The urine was scanty and albuminous and micturition difficult.

The onset of dropsy was deferred but general and excessive

(renal). It is unique for the treatment adopted by a quack

to whose tender mercies he passed later, for the patient was

suspended by his hands and feet in a bent position for twelve

1 ' Lancet ' for 1886, vol. i, p. 443.

• 'Archives de Physiologic,' and ' Lancet,' vol. i, p. 1026, 1884.
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hours. Profuse diuresis and sweating followed this, and the

dropsy diminished, but the circulation continued inadequate

in the legs, leading to ulcers, eczema, &c. Death occurred

finally from visceral hgemorrhages. Warren^ describes the

condition found post mortem in a man, aet. 22, who had died

from typhoid. This man had had characteristic enlargement

of the veins of the trunk and lower extremities as long as he

could remember, without ascites or albuminuria. A fibrinous

vegetation which had undergone calcareous degeneration was

found in the vena cava, just below the auricle, attached by a

pedicle to the great Eustachian valve and completely adherent.

The vena cava was the size of a quill, forming a fibrous cord,

from the level of the diaphragm to the entrance of the renal

vessels.

The symptoms which follow the blocking of the inferior

vena cava are dependent upon the question as to whether this

is acute in its onset or gradual ; whether the thrombus has

formed in the main vein, or extended into it from other

veins. They also vary according to the extension of the

thrombosis upwards or downwards. The most marked sym-

ptom, as already mentioned, is the formation of a plexus or

plexuses of enlarged and varicose veins over the abdomen and

occasionally in the flanks, the lumbar region, and lower

extremities, with the presence in some recorded instances of

varicocele, haemorrhoids, and dilated veins in the penis and

scrotum. When this condition, which is described in the case

of W. M—, has been once seen it is not likely to be mistaken;

the enormous size to which the veins may attain being hardly

credible to those who have never seen it. This evidence is

well illustrated by a plaster cast in the museum of St. Bar-

tholomew's Hospital, and by a photograph in my possession

taken from a man who was under the care of Dr. Gulliver in

the out-patient department of St. Thomas's.- It differs in

this respect from those instances of enlargement of the

hypogastric veins sometimes found in sufferers from varicocele

and a varicose state of the veins of the leg. It must be

remembered that a diseased condition of the veins of the

hypogastric region may be present without obstruction to the

' ' Trans. Acad. .Med., Ireland,' vol. i, p. 155, 1883.

» See Note B.



6^ Obstruction of the Inferior Vena Cava.

current of blood, whicli normally in them is from above

downwards.^ A healthy married woman came to the out-

patient department of St. Thomas's Hospital some months
ago, when I was doing duty there, with considerable enlarge-

ment of the hypogastric veins and of those in the left labium

major ; she complained of pain and fulness in these, especially

towards the end of the day. The disease was limited to this

part of the venous system and relief was given by a specially

devised belt. Again, the following case which Mr. S. Jones

has kindly permitted me to publish, probably illustrates a

local disease of these veins.

Case 3. Varicose condition of lower abdominal wall; opera-

tion ; nephritis; recovery.—W. M— , aet. 31, a printer, was

admitted under the care of Mr. S. Jones on June 21st, and left

on the 15th September, 1888.

Family history.—His father died of rupture of a blood-

vessel at the age of twenty-one.

Previous history.—He had scarlatina at the age of thirteen,

which resulted in the loss of his left eye a few months later.

This was excised at Moorfields. Shortly after recovery from

scarlatina, large veins were noticed in the lower part of the

abdomen and groins, and three years later these were operated

on by Mr. S. Jones. After this they returned, and a second

operation was performed three years later by means of red-hot

wires passed across the part affected. The varicose veins

appeared again four years ago and have been increasing in

size since, causing aching pain. He has had what was said to

be " acute rheumatism," chiefly affecting the muscles of the

back ; the first attack was three years ago, the second, one

year ago. He was in bed for six weeks on each occasion.

On admission.—A strongly-built, big, stout man. Com-

plained of weight and pain in a series of large veins over the

lower abdomen.

These large veins, which varied in size, were some of them as

big as the little finger of a man ; tortuous and knotted they

merged below the umbilical region into two or three main

trunks which gradually disappeared about the level of the

^ See paper on the " Abdominal Veins," ' Trans. International Med. Congress*

1881.'
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umbilicus, apparently passing into the thick subcutaneous

tissue. They were most numerous above the pubes. The

direction of the blood current was not seen. The veins of the

trunk elsewhere were not visibly enlarged.

The skin presented several circularly shaped scars, the

result of the treatment by hot wire on former occasions. The

scrotal veins are enlarged, and there is a very large one in the

right inguinal canal. They are much increased in size when
the patient stands up. There was no swelling of the leg.

General health good. Urine, sp. gr. 1025, acid, no albumen,

no sugar.

On July 4th Mr. S. Jones operated and dissected out the

enlarged veins, removing at the same time a quantity of sub-

cutaneous fat which surrounded them. One large vein was

found extending towards the left groin, and communicating

with the left femoral ; this was ligatured where it disappeared

from view.

The operation was performed with full antiseptic precau-

tions, antiseptic dressings were applied, and a drainage-tube

inserted.

Suppuration of the wound followed to a limited extent,

and dressing was changed to boracic acid lotion on July

3rd, but the patient continued well until July 25th, when
he had a rigor, and his temperature rose to 102"6°. He com-

plained of headache and vomited. Temperature, p.m., 103°.

26th.—Sickness continued. Temp. 101°—101-6° Was
ordered four grains of citrate of caffein and twenty of salicy-

late of soda, every two hours.

27th.—Temp. 102-2°—103°. Milk diet ordered.

On the 28th bismuth mixture was substituted.

30th.—Temp. 98° this morning. Patient feels better.

There is nothing in wound to account for the high tempe-

rature. The discharge is copious, and a tube is kept in the

lower opening.

Aug. 2nd.—Five grains of citrate of caffein to be taken

three times a day.

3rd.—For the last two or three days he has complained of

swelling and fulness below the right knee. This is being

treated with belladonna and glycerine, and aMcIntyre splint

has been applied to-day. He complains of much nausea, but
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does not vomit often. Forty grains of compound jalap

powder at night.

6th.—The oedema of the right leg has increased ; splint

removed. He was ordered sulphate of quinine.

24th.—The right leg, which has been swung in a cradle

since the 7th, is now no longer oedematous. There has been a

slight sore over the right shin, but this has healed. There is

still a granulating surface of wound, but only slight discharge.

The rise of temperature on July 25th, preceded by a rigor,

the frequent and continued vomiting, with a severe head-

ache, made the onset of an attack of erysipelas feared, but

the wound looked healthy and there was no enlargement

of the inguinal glands. The rigor was not repeated, and no

eruption appeared. Nothing could be found to account for

his symptoms until a few days had elapsed, when the urine

gave evidence of acute renal disease, being of smoky

appearance, scanty in amount, containing blood and much
albumen.

The citrate of caffein did not relieve the distressing head-

ache, and the albuminuria only disappeared a few days before

he left for home.

This condition may possibly have been due to a venous

angioma in the first instance, though the absence of any decided

tumour and the distinctness of the individual veins made this

doubtful, in spite of the recurrences, whilst the early age at

which it developed makes the supposition of disease of the

coats simply appear improbable. The swelling of the leg

which came on during the after-treatment, may have been

caused by extension of a thrombus. It is more difficult to

account for the condition of the kidneys, the cause of the

attack, and the subsequent recovery of the patient being

against the idea of either pyaemia or extension of clot to the

renal veins. It is worthy of mention that another man in the

ward at the time, who had been admitted for fracture of the

leg and concussion of the brain, developed almost exactly the

same symptoms and character of urine.

If the clot extends into the deep veins of the leg, and be

not of septic origin, there may be much oedema of the limb

affected and later enlargement of the superficial veins. Or

the interference may lead, as in the second case, that of
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, to gangrene, a rare sequence, or those local diseases

found so frequently accompanying varicose veins of a limb.

Various conditions of the dilated abdominal veins, which

were not noted in Case 2, must be mentioned as found occa-

sionally in obstruction of the vena cava inferior : 1. The
current of the blood can be seen to flow from below upwards.

2. The walls of the veins can be made to contract under

stimulation. 3. A distinct thrill and bruit can be heard on

auscultation. The first of these statements is illustrated in

Mr. Mansell Moullin's case, and that of Mr. G. R. Turner, as

well as in others. In Robin's case '^ during life great irrita-

bility of the muscular element in the coats of the veins was
noticed ; they contracted distinctly on stimulation." And in

Mr. Moullin's patient, " thrill and bruit in an abdominal

swelling, and also in the left lumbar cluster of dilated veins."

In Dr. Colcott Fox's case the thrombus passed into the

auricle, but it is rarely found, even in the post-mortem exam-

ination of fatal cases, to have extended so far upwards. A
more practical question is the amount of interference with the

return of blood from the kidneys that can be borne, and it is

interesting to read to what extent the renal veins were

obstructed by clots of considerable duration, and how the

blood was conveyed from such important organs when the main

channel for its return was blocked. In Robin's case, where,

it will be remembered, there was extensive and general

anasarca, from which the man recovered, it was found that

the inferior vena cava, from its bifurcation to within three

fingers' breadth above the origin of the renal veins, was

reduced in size and filled with a calcai-eous concretion, to which

the walls of the vein were united by a dense tissue, although

the cavity was not quite obliterated. Both kidneys were

greatly enlarged, the right being the seat of many old haemor-

rhages. The blood from the right kidney passed partly into

the inferior vena cava by the renal vein, which was still per-

meable, and partly by the inferior diaphragmatic vein. The

blood from the left kidney found a freer course by the splenic

and inferior diaphragmatic vein. In Dr. Andrews' case, where

the obstruction was of considerable, but unknown, duration,

'Hhe left renal vein was impervious, the blood from that

kidney having been returned partly by a vein passing up into

VOL. XVII. 5
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the left suprarenal capsule, but principally by a large vein

passing downwards and backwards to join a venous plexus on

the sides of the vertebras, by means of which the blood from

the lower part of the body appeared to have reached the vena

azygos, which was of unusual size. The obstruction was

due to an organised clot, the vein being converted into a

fibrous cord.

In none of the cases, the reports of which I have read, has

.

blocking of both renal veins been found post mortem.

The collateral circulation in these cases of obstruction is

easily understood by those possessing a knowledge of the

systemic venous circulation, but it may be as well to give the

actual condition found on dissection, in a case^ of elephan-

tiasis orientalis, with cirrhosis of the liver, complicated by

blocking of the inferior vena cava near the heart (without

oedema). "The vena azygos were as large as the inferior

vena cava usually is. The blood being checked when it had

arrived within an inch and a half of the auricle, regurgitated

into the vena cava, hence its great dilatation, and that of the

emulgent, spermatic, hepatic, and especially the lumbar and

epigastric veins. One route by which it returned to the

heart was by the internal epigastric communicating with the

lumbar, mammary, intercostal, and azygos veins and superior

cava; another channel, through the lumbar, rachidian,

jugular, and vena cava veins. On the left side the superficial

epigastric, femoral, iliac, lumbar, smaller vena azygos, great

azygos, and superior vena cava, as well as the mammary and

intercostals of that side, were channels."

One has been struck, in reading through published cases,

with the comparative rarity of swelling of the lower extremi-

ties, where complete obstruction of the vena cava has been

found after death. It would appear that in some of them no

trace of oedema of the legs had been found by the medical

attendant, or mentioned by the patient. This is, however, less

surprising when we know that the inferior vena cava has been

ligatured in animals without the production of such a result.^

In all probability it depends, as do the more serious conse-

quences of obstruction of the deep veins, upon the extension

1 Webb, of Calcutta, referred to by Dr. Colcott Fox.

= 'The Practitioner,' 1883, vol. ii, p. 494, Dr. Bruutou.
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of the clot downwards to the femoral veins, and the rapidity

of its formation. Another very important cause for such
oedema of the limbs must be recollected in the interference

occasionally met with to the circulation of the kidneys. The
presence of ascites would make suspicion point to disease of

the liver or heart as at least an accompanying condition.

As a rule, it is not possible to localise the position of the

thrombus by abdominal palpation, as nothing can be felt on
examination. In Mr. Moullin's case, however, to which refer-

ence has been made more than once, an ill-defined tumour
could be felt in the abdomen, which was regarded as being
caused by the plugged inferior vena cava, with swollen and
oedematous tissue around it, but in other cases nothing was
found.

The conditions on which obstruction to the return of the

blood through the inferior vena cava depend, as recorded in

published cases, to which I have had access, are summarised
as follows :—The vein may be absent,^ injured by a fall or

by severe strain in bending the body backwards or forwards,

or ruptured by external violence,^ closed by pressure of

tumours from without (including aneurysms) on the vein,

blocked by the formation of a concretion in the vein itself, or

the extension of a growth into its interior. A thrombus may
extend into it from another vein, as a consequence of pyaemia,

or form in the vein itself, either from that cause, or the

presence of an altered condition of the blood in other diseases,

or as an accidental complication during their progress.

The symptoms produced by blocking of the vein are, in

addition to those of any pre-existing or accompanying disease,

those presented by the blocking of any other vein, altered by
the importance of the inferior vena cava in the circulation,

and its position in the body. Becquerel gives an account of

an acute case, and that is the only one in which such a severe

onset was followed by recovery. When less sudden but definite

blocking has come on the symptoms of partial interference

to the return of the blood stream become evident. CEdema,

which usually commences in one lower extremity, is found,

the superficial veins become greatly enlarged, even presenting

• Dr. Greenfield, ' Lancet,' 1876, vol. i, p. 533.

» Shaw, ' Path. Soc. Trans.,' vol. vii, p. 131.
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those preculiarities of change in blood cui'rent, presence of

thrill, contraction of coats on stimulation, &c., to which I have

referred ; in eczema, ulcerations, and even gangrene of the feet,

the presence of albuminuria from interference with the return

of blood by the renal veins, the formation of a tumour in the

abdomen in the course of the vein, and a condition of general

ill-health.

The prognosis in all cases is most serious, but varies

according to the cause of the disease. When the obstruction

is due to the spread of a septic thrombus, a fatal result soon

and inevitably follows. If the block in the circulation be

due to the pressure from without of a tumour, unless this

be of the nature of gumma, the prognosis is also bad, but it

is not possible to say as to duration of life; the size and

rapidity of increase of the growth must be taken into con-

sideration. Supposing a thrombus, not of septic nature, has

spread into or formed in the vein, then not only may the

patient recover from the first onset of the disease,^ but he may
live for twenty years or more, liable, it is true, to those affec-

tions of the lower extremities which may follow slight injuries

when the venous circulation is bad, and to general ill-health,

but if the disease has shown itself in youth, he may be able to

follow the most active of professions, simply exposed to in-

creased danger from the large size of the superficial veins.

The risk of embolism during the time that the clot is forming

must be recollected as in other instances of intravenous

clotting.

As regards treatment, absolute rest in bed must be enforced,

not only when the disease is clearly present, but also in those

cases of thrombosis of pelvic veins or deep veins of the leg,

from which mischief may spread to the inferior vena cava.

I need not consider the measures which should be employed
when the obstruction is secondary to hepatic or other disease

in the abdomen, nor when it is due to those constitutional

affections which come for treatment to the physician. The
surgeon is called upon chiefly to alleviate those conditions

which follow the altered state of the circulation, to apply

remedies for eczema or ulceration of the lower extremities, to

give relief for haemorrhoids, or to remove gangrenous portions

1 Note C.
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of the limbs, and here considerable judgment will be called

for as to the propriety of simply removing dead tissues, or

forming a new stump by amputation. In some cases support

by bandages will only be required in order to relieve the

feeling of tension, aching, and even pain caused by the over-

distended veins, whilst the general health is attended to with

care. In many cases there appears to have been no necessity

for any support in the way of bandage or elastic appliance.

APPENDIX.

Note A. Thrombosis of the cerebral sinuses.—Since writing the

above, a case of " Idiopathic Thrombosis of the Cerebral Sinuses and
Veins of Galen in a Young Woman " has been published (see ' Lancet,'

1888, p. 1124, vol. ii) by Dr. Douglas Powell, of the Middlesex Hospital.

He does not, however, look upon anaemia as a sufficient cause.

Much information on the subject is given in the editorial remarks
to Dr. Powell's case, and in the ' Lancet ' of the week following,

including the following references : Hubner, ' Banking's Abstracts,'

vol. i, 1869, p. 9. Corner, ' Med. Times and Gaz.,' vol. i, p. 400, 1858

;

vol. ii, p. 874, 1881 (Coupland). Bright, * Medical Reports,' vol. ii.

Dowse, ' Lancet,' vol. i, p. 132, 1876. Bristowe, ' Diseases of

the Nervous System,' Chap, xii, p. 184. Tuckwell, ' St. Bartholomew's
Hospital Reports,' vol. x. Andrew, ' Trans. Path. Soc.,' xvi, p. 27.

Wilks, ' Diseases of the Nervous System.' Church, ' St. Bartholomew's

Hospital Reports,' 1869, p. 178. Crisp, 'Trans. Path. Soc.,' vol. x.

Cruveilhier, Livr. xxxv, p. 1. Dusch, Syden. Soc. ' Selected Mono-
graphs,' 1861.

Note B. Dilatation of the abdominal veins.—The curious appeai'ance

presented by the dilated and irregularly tortuous veins of the lower

abdomen and the thighs, presented by patients suffering from obstruc-

tion of the inferior vena cava, has been long recognised. Marcus Aurelius

Seveiinus gave it the name of Caput Medusae. It is well shown by a

plate in the atlas of Cruveilheir (' Pathological Atlas,' Livre xvi,

pi. 6).

Note C. Two cases woi'th mentioning were under the care of Prof.

Kussmaul (' Med. Times and Gaz.,' vol. ii, p. 119, 1861). Case 1.—Female,

aet. 30. Enlarged veins of the lower extremities and lower abdomen,
the thickness of the little finger in places, especially on the outer side

of the right thigh, forming thick pads. Current of blood upwards.

Followed jaundice connected with immense hydropic condition

of the lower extx'emities fifteen years before. A tumour of the

spleen was present. The general health was good, but she suffered

from ulcer of the foot. Case 2.—Male, aet. 20. A scrofulous patient
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who had suffered from various abscesses. Origin probably due to

inflammatory mischief in the pelvis. It followed ascites, oedema of the

left leg, scrotum, and right leg ; diarrhoea and vomiting persisted for

some time. The direction of blood-current could not be seen. His

general health was good, but spleen large and glands swollen. The
veins extended no higher than the umbilicus. Another case was shown

to the Medical Society in 1886 by Mr. Fenwick. He was a soldier, set.

29. The symptoms followed some time after the passage of pus per

rectum, supposed to have come from an hepatic abscess. He applied

three years after the first symptoms, when he was in hospital at

Rangoon, for ulceration of the legs due to the varicose condition of the

veins.

Those interested in this subject may also refer to

—

Blocks A. ' Ueber obliteration der Vena Cava Inferior,'

Jena, 1880 (M. Hemsdorf, 30, p. 80). ' France Med.,' Paris,

1881, vol. xxviii, p. 194; 1888, vol. i, pp. 410—413. ' Charite

Ann.,' 1879, Berlin, 1881, vol. vi, pp. 511—514. 'Med.
Jahrsb.' (Wien), 1881, pp. 509—512. 'Med. Berl.,' vol. ii,

Demme. 'Med. Wocbenscbrift,' Nos. 39 and 40, 1876.
' Xew Orleans Med. and Surg. Journ.,' 1881-2, vol. x,

pp. 801—813. ' Med. Gaz.,' New York, 1882, vol. Ix, 378.



ON THREE CASES

CEHEBEAL ABSCESS IN EMPYEMA.^

By W. B. HADDEN, M.D.
ASSISTAITT PHYSICIAN TO THE HOSPITAL.

Case 1.—The patient was a male, set. 21, who was admitted

under Dr. Gulliver on August 28th, 1884.

The only point to note in the family history was that an

uncle and an aunt died of phthisis.

The patient had had no serious ailment until twelve months

before admission, when he was seized with pleurisy on the left

side. He was in Victoria Park Hospital for three months,

and was tapped once, a pint and a half of clear fluid being-

withdrawn. Since then he had been subject to catarrhal

attacks, and had lost flesh. For a month preceding admission

he had been sweating freely at night. Two weeks before

admission he was seized with shiverings, heat, and sweats,

and began to expectorate a large quantity of yellow matter.

At the same time he had vomiting and diarrhcea.

On admission, the breath-sounds in front of the left half of

the chest were " distant," and the vocal thrill was absent. The

left apex behind was thought to be somewhat dull, and a few

clicking sounds were audible. Over the lower third of the

left back there were the usual signs of effusion. There was

' I am indebted to my colleagues for permission to use the three cases recorded

in this paper.
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also marked succussion on sharp movement. The cardiac

impulse was felt to the right of the sternum.

The abdominal organs seemed normal. The urine was free

from albumen.

From the day of admission until September 3rd the tempe-

rature was moderately high, with slight morning remissions.

He had frequent cough, and expectorated non-offensive,

muco-purulent matter.

On the 3rd Mr. Pitts removed a portion of the ninth

rib in the posterior axillary line. At the operation a quantity

of air escaped with a loud whiffing sound, as well as about

three quarters of a pint of slightly offensive pus. The opera-

tion was performed antiseptically. When the wound was

dressed, the same evening, about ten ounces of sweet pus

came away. There was some emphysema of the left back.

The next day it was noted that the temperature had not risen

above 99° since the operation. He had expectorated viscid

frothy fluid with a little muco-pus. The evening of the same

day the temperature rose to 101°, and next morning it was
102 "8°. For the first time since admission he vomited before

food. On the 6th the wound was redressed, and about six

ounces of sweet pus were found on the dressing. The vomiting

had not recurred, and there had been no headache. The next

day he vomited again, and the urine was found to contain a

small amount of albumen. Between September 6th and 8th

the temperature only rose as high as 100° twice.

On the 21st it was noted that he had again vomited,

and that the chest had been dressed twice daily, and syringed

each night with eucalyptus lotion. The breath-sounds were

audible, but feebly, all over the left chest, and there were

crepitations at the left apex posteriorly. The cardiac impulse,

however, had not returned to its normal position. The tem-

perature still continued to be slightly above the normal. He
continued much in the same state, except that the tempera-

ture was somewhat higher, until October 29th, when urticaria

came out on the trunk and limbs, and during the day he

vomited six times and refused food.

On November 18th it was noted that the pus was still

sweet, and the secretion was diminishing. There was

marked falling in of the left chest. On the 23rd the note
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seemed to indicate that the vomiting was dependent on the

cough, which was paroxysmal. On the 26th he was doing

so well that he was allowed to sit up in the evening for

the first time. On January 6th, 1885, the discharge was said

to be slightly offensive. The sinus was to be syringed out

twice daily instead of once. Between the 8th and the 12th

he complained much of headache, and on the latter day the

discharge was fetid. The evening temperatui^e was higher.

On February 4th the discharge was said to be about an ounce

daily, and to be inoffensive. The temperature for a week had

been but slightly above the normal. On March 20th, the

discharge being more copious and rather offensive, it was

determined to explore the pleural cavity. The pleura was

found very much thickened, and the diaphragm had ascended

so as to be on a level with the inner opening of the sinus.

Mr. Pitts then removed two inches of the same rib that had

been already resected, but more posteriorly. Six ounces of

blood-stained pus were evacuated. After the operation the

temperature still remained 2° or 3° above the normal, but the

discharge, though copious, was sweet. He still had occasional

headache and vomiting, which was ascribed to the cough.

On April 6th it was noted that during the last few days he

had had several epileptic fits. He was very drowsy, and there

was marked weakness of the left arm and leg and left side of

the face. On the 7th he could be roused with difiiculty, but

made attempts to protrude his tongue when asked. There

was obvious left hemiplegia, the paralysis appearing to be

more marked in the arm than in the leg. There was no optic

neuritis. On the 8th he was thought to have some impair-

ment of sensation on the left arm and left side of face. He
was very drowsy and did not speak. He continued in much
the same condition until his death on the 11th.

The urine was occasionally examined, and, except on one

occasion, was found free from albumen.

Post-mortem, examination.—The left pleural cavity contained

a very small quantity of pus. The left lung was firmly adhe-

rent posteriorly and to the diaphragm, and over the visceral

pleura there was a thin layer of recent lymph. On the ex-

ternal surface of the upper lobe of the left lung there was a

small perforation, which only passed a little distance into the
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organ^ and ended in a cul-de-sac. Tlie lung, althougli con-

taining an excess of connective tissue, was crepitant every-

where. There was no cavity. The bronchi were dilated.

The right lung was large, crepitant everywhere, and had

simply undergone compensatory enlargement. The bronchi

were dilated. The convex surface of the brain was injected,

sticky-looking, and somewhat flattened. An abscess, which

measured two inches from before backwards by one inch

from above downwards, was found to occupy the white

matter corresponding to the posterior two thirds of the supe-

rior frontal convolution, and the adjoining part of the middle

frontal convolution on the right side. The ascending frontal

was not involved. There was also an abscess occupying the

white matter corresponding to the fore part of the right

occipital lobe. It was well defined, measured an inch from

before backwards, and contained about an ounce of thick,

greenish, offensive pus.

No disease of bone was found on removing the dura mater

at the base.

There were no abscesses in any of the other organs.

Case 2.—The patient was a male, aet. 28, who was admitted

into St. Thomas's Hospital on December 6th, 1883, under the

care of Dr. Stone. In July, 1883, he had "remittent fever"

in the East Indies, and this was said to be accompanied by

abscess of the liver. In November or beginning of December
of the same year the abscess was tapped, and the wound
healed in seventeen days. It may be observed, here, however,

that no sign of suppuration of the liver, past or present, was

found at the autopsy. On December 21st, seventy-one ounces

of clear serous fluid were removed by the aspirator, and

on the 27th twenty-four ounces of turbid serum were

evacuated.

On admission, he had the usual indications of effusion into

the right pleural cavity.

On January 21st, 1884, he was again aspirated, and
twenty-nine ounces of pus were evacuated ; but two days

later a portion of the seventh rib, a little anterior to the

posterior axillary line, was excised, and drainage employed.

His general health improved, though when he left the hospital
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in May a small fistula was still left, through which pus dis-

charged itself.

In about two weeks he was again admitted, and remained

in the hospital about six months, his condition being prac-

tically unchanged. After his discharge he was an inmate of

two other hospitals, and in addition he spent some time in

Ireland.

In May, 1886, the pus appeai'ed to have re-collected, since

a small fistulous opening became established on the right side

of the back about two inches from the spine, and on a level

with the lower angle of the scapula. Very shortly other

openings appeared, through which pus exuded. The dis-

charge now became more profuse, and was frequently offen-

sive ; he had severe night-sweats, and began to lose flesh

rapidly.

Such was his condition when he was once more admitted

into the hospital under Mr. Croft on November 8th, 1886.

The right side of the chest had become much contracted, the

measurement just above the nipple being 13j inches, that on

the left side being 17| inches. There was dulness over the

right side, except for an area in front which extended from

the clavicle to the fourth interspace. Here the resonance

was said to be good. Over the greater part prolonged expi-

ration was audible, but at the apex, in front and behind,

there was tubular breathing. Over the dull area the breath-

and voice-sounds were much diminished. The left lung was
resonant, the respiratory sounds abnormally loud, expiration

prolonged, and rhonchi were present.

On the 20th it was noted that the wound had been
dressed with iodoform since his readmission, the cavity being

syringed out with weak carbolic solution. The temperature

had been for the most part normal, only reaching 100° on one
occasion. The discharge had been free from offensive odour,

and had not exceeded two or three ounces daily. The sinus

posteriorly had closed up once, and had broken out again

after two days. On the 20th, the day when this note was
taken, the patient was put under chloroform. Mr. Croft

dilated the sinus and introduced the finger. The cavity

extended in an upward direction only. The place where the

rib had been excised in 1884 could not be felt, new bone
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having apparently been formed. About three cfnarters of an

inch "svas then removed from the rib above the sinus^ and a

larger drainage-tube than that previously used was intro-

duced so as to reach the most distal part of the cavity. By
injection it was found that the cavity did not hold more than

three ounces.

During the next two days the cavity was washed out twice

daily with boracic acid lotion. The discharge was small in

quantity and sweet. It was noted on the 22nd that the

patient had been very sick since the operation. During

the next week the discharge varied in amount, but was not

offensive. He complained of much pain in the chest just in

front of the opening. The cavity was still being syringed

out twice daily with boracic acid lotion. The temperature

since the operation had never risen above 99'6°. On the

morning of the 30th the patient suddenly became very pale,

but did not lose consciousness. The pulse and respiration were

fairly good. He complained of great pain over the region of

the liver, resisted efforts to relieve him, and refused to take

brandy when offered to him. An injection of ether was

given and hot fomentations applied over the abdomen. The
wound seemed healthy. He continued much in the same state

until December 3rd, when he became delirious and tried to

get out of bed.

On the 4th it was noted that he was not so delirious but

that he complained of neuralgic pains in the head. The
discharge during the last three days had been more profuse,

though the wound was healthy. Temperature occasionally

rose 1° or rather more above the normal.

It was observed about noon on the 5th that the left arm
was weak, and towards evening the paralysis increased.

On the 6th Dr. Mackenzie noted as follows :
" The patient

lies on back with head and neck turned to right. He
is very drowsy, but can easily be roused. The eyes are

looking strongly to right. He can be made to look to left,

but the eyes immediately return to their first position. The

left side of the mouth is partly paralysed, the mouth being

drawn to right. The tongue appears to go out straight. The

left arm appears to be almost completely paralysed. No
voluntary movement obtained. The left leg also is affected.
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No voluntary movement. Sphincters not affected. Com-
plains of great pain on right side of head, in situation of

right frontal eminence."

On the 11th Dr. Mackenzie again noted :
" There is now

apparently total anaesthesia on left forearm and hand, and

partial ansesthesia over left side of face and neck and left

upper arm. On trunk and legs sensation is normal. Still

severe headache in right frontal region. Vomiting always

after food, sometimes without. Sphincters unaffected."

On the 17th he became unconscious, and it was noted that

he had not moved his left leg since the previous day.

He died on December 18th, 1886.

The temperature during the period of the cerebral sym-

ptoms was usually normal or subnormal ; occasionally it

rose 1°, and once reached 100*8°.

Post-mortem examination.—Body emaciated. There was a

round, well-defined opening in the right axillary line, a por-

tion of the seventh rib having been excised. There were

some firm adhesions over the anterior border of the lung, and

over the diaphragm. The rest of the pleural cavity contained

two or three ounces of dirty-looking, offensive pus. No com-

munication between lung and pleural cavity. No patent

vessel visible. The lung was small but crepitant, except

here and there along the posterior border, where it was

collapsed. The visceral pleura was thickened. The left pleura

was healthy. The left lung was not emphysematous ; except

for some congestion at the base it was healthy. No tubei'cles

in either lung. Heart normal. Liver was adherent by fibrous

tags to the diaphragm. There was no sign of abscess, present

or past. The organ was a little granular, not fatty or larda-

ceous. Spleen eight inches vertically, dark and firm, not

lardaceous. Weight 1 lb. 8 oz. Kidneys large, smooth;

cortex a little swollen and indistinct ; no lardaceous change.

Stomach and intestines normal. Spinal cord showed no

naked-eye change. Brain injected all over. Occupying the

centrum ovale minus and majus of the right hemisphere, just

behind the fissure of Rolando, was a globular abscess, two and

a half inches in diameter, containing thick, greenish pus, and

having a well-defined lining membrane. In the wall of the

abscess and in the white matter immediately around it were
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small recent hsemorrhages. Externally the abscess readied

to the deeper layers of the cortex.

Case 3.—The patient was a male, set. 4, who was admitted

under Dr. Ord on April 6th, 1887. He had had scarlet fever

seven months previously, followed by nephritis. Six weeks

before admission an abscess was noticed on the left side of

chest, which burst a few days later.

On admission, there were the signs of effusion into the left

side of chest, and in the fifth interspace in front there was a

sinus through which thick pus exuded. The day after admis-

sion an incision was made on the left seventh interspace in

the posterior axillary line, and a drainage-tube inserted. This

was followed by a free discharge of pus and the child was

much relieved. In a few weeks the dulness was confined to

the lower part of the left chest behind, and the air entered

fairly well.

On June 28th the signs of effusion had increased, and on

July 13th a portion of rib was excised to allow freer

drainage.

On August 25th it was noted that the wound was syringed

daily with chlorinated soda, and on October 5th it was stated

that the syringing was done twice daily.

On the 22nd he began to vomit, and this continued for

two days. The syringing of the pleural cavity was then

omitted.

On the 26th it was noted that he was very apathetic,

that the pulse was very feeble, and that he had lost 4 lbs.

6 oz. in weight in nineteen days. Nutrient suppositories were

ordered.

On November 5th the note was to the effect that the sym-

ptoms above mentioned had persisted, and that he occasionally

vomited. For the preceding few days it was stated that he

had not spoken with the exception of saying " Yes " or " No "

once or twice. He nodded his head in reply to inquiries.

He occasionally carried his hand to his head. He did not

scream out, there was no paralysis or rigidity, and no uncon-

sciousness. In the afternoon of the 5th he had a sharp

attack of epistaxis, and was restless in the night. He died

on the 6th.
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A few hours previously a copious purpuric rash appeared

on the backs of the hands and wrists, and he had melaena.

He was conscious up to the last. There was occasional slight

fever, but the temperature was usually normal or subnormal.

Post-mortem examination.—The left pleural cavity was

closed except for a sinus which ran upwards and backwards

from an opening in the eighth intercostal space in the axillary

line. There was no retained pus. The left lung was col-

lapsed throughout. In the left frontal lobe there was a

globular abscess, an inch and a half in diameter, containing

thick, greenish, non-odorous pus ; anteriorly it reached to an

inch from the tip of the lobe, and above to about three

quarters of an inch from the vertex. Membranes and sinuses

normal. There were hgemorrhages in most of the organs,

and the stomach and intestines contained a good deal of blood.

Remarks.—The occurrence of abscess of the brain is a rare

though well-recognised accident in empyema in recent, as

well as in long-standing, cases. Various pulmonary conditions

have also been described as giving rise to cerebral abscess,

and among these conditions the principal are bronchiectasis,

phthisis, and pneumonia. In connection with acute pneumonia,

however, there is a much commoner form of intracranial

suppuration, i. e. meningitis. This complication is probably

due to the same cause as the occurrence of abscess in empyema

and in the other states just mentioned. Huguenin^ asserts

that when meningitis occurs the pneumonia is usually in the

stage of purulent infiltration. In the minority the disease

has been in the stage of red hepatisation. In two cases in

which the pneumonia was in the suppurative stage, he men-

tions that friable thrombi were found in the pulmonary veins,

and that in one instance the thrombi were partially broken

down by suppuration. He infers that the puriform material

gets into the arterial current, is carried to the pia, and thus

sets up inflammation.

The occurrence of secondary abscess of the brain in

empyema may be due to a similar cause, though it must be

confessed that such an explanation is not altogether satis-

factory. It is curious that general infection, in the form of

pyaemia, rarely results from empyema, and in all the cases

^ ' Ziemssen's Cyclopaedia,' vol. xii, p. 622.
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of abscess of the brain in empyema^ wliicli I have found

reported, no mention is made of suppurative foci elsewhere in

the body.

If infection be by the pulmonary veins and the left side of

the heart, it is not easy to understand the absence of abscesses

in other organs, such as the spleen and the kidneys. I may
mention here, that in the two last cases which I have given in

this paper, I examined the pulmonary vessels for the presence

of coagula, but I failed to find any evidence of ante-mortem

clot. I will now briefly refer to the three cases which form

the text of this paper.

In the first it is not unlikely that the empyema had its

origin in the tapping of the left pleura a year before his

admission, as it would appear from the notes that he had

never regained his normal condition since that date. What-
ever may have been the duration of the empyema, there can

be no doubt that the pus partially evacuated itself through

the air passages. When first seen the diagnosis of pyo-

pneumothorax was made by Dr. Gulliver, and this was con-

firmed by the escape of air and pus at the first operation.

As regards the cerebral condition, the points to which atten-

tion should be directed are (1) the fact that decided indica-

tions of organic brain mischief manifested themselves about

two weeks after the second operation for excision of rib
; (2)

that he began to vomit even before admission, and that he

was subject to occasional vomiting until his death; (3) that

he did not complain of headache until nearly three and a half

months after admission, and that even then it was temporary.

These two symptoms, vomiting and headache, though possibly

dependent on other and less serious conditions, demand
careful attention.

Active symptoms of brain disease extended over a period of

only two weeks, and yet the two cerebral abscesses found

after death had well-defiued walls, and appeared to be of

considerable duration. The same is true in the two other

cases.

This question of latency has been discussed by Dr. de

Havilland Hall in an admirable paper on this subject in the

' Clin. Soc. Trans.,' vol. xvii (" Case of Empyema and

Cerebral Abscess"). ''From the thickness of the abscess
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wall in my case it is clear that the abscess must have existed

many months^ and the absence of symptoms till towards the

end may be explained, I think, by the seat of the lesion,

which was situated at a distance from the motor and sensory

centres, so that these were apparently not compressed. On
this point Huguenin remarks, ' Latencies of absolute complete-

ness have been seen, during which not a single symptom
called attention to an intracranial affection. Such cases are

very rare, for even if symptoms of localised disease and the

like are wanting, a chronic, occasionally exacerbating head-

ache, is rarely absent.''
"

The second case which I have given was one of chronic

empyema of three years' duration, unaccompanied by any

indications of cerebral mischief until a few days after a second

operation for excision of rib. I confess that originally I was

inclined to infer in this case, as in the other, an association of

a causal nature between the operation and the formation of

the cerebral abscess. But in this second case the wall of the

abscess was so well defined and so thick that it was difficult

to assume that it was of acute formation. I have now in my
possession water-colour drawings of the brain in these two

cases, and the appearances there depicted are such as I have

just described.

In the third case, symptoms referable to the brain did not

appear until three months after the operation of excision of

rib.

It has been urged by some that suppuration of the brain in

empyema is connected with the operation of resection of the

rib, or with the presence of bare rib ; whilst others have been

inclined to ascribe the secondary infection to syringing of the

pleural cavity. Without denying that these may sometimes

be concerned in the production of this unfortunate accident,

it must be borne in mind that abscess of the brain has been

found in cases in which no operation whatever has been
performed. A case of this kind will be found reported by Dr.

Robinson in the ^Dublin Hosp. Gazette' for 1859. Dr.

Samuel West (' Lancet,' vol. ii, p. 571) narrates a case of

abscess of the temporo-sphenoidal lobe in empyema, in which

the pleural cavity was tapped twice, but no other operative

procedure was adopted.

VOL. XVII. 6
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Before concluding, I will just allude to the possibility of

operative interference in these cases of cerebral abscess.

Treatment of this kind would be best adapted for cases in

which the symptoms point to a localised part of the cerebrum,

as in the third patient, in whom aphasia only existed. I

cannot help thinking that in the second case operative inter-

ference might have been adopted with a fair hope of success.

The localisation of the abscess could not, however, be deter-

mined with accuracy, the clinical state being one of ordinary

hemiplegia. The abscess, however, was of considerable size

and would probably have easily been reached at some part or

other if an operation had been undertaken.

There is, on the other hand, another view to be taken into

consideration in regard to surgical treatment. I refer to the

possibility of the abscesses being multiple. This was so in

my first case, and I find that in some other reported cases

two or more suppurative areas have been found.

Nevertheless, in a considerable proportion the abscess has

been solitary, and this fact should receive full weight in the

determination of interference or non-interference in subsequent

cases.



FOUR CASES

OP

COMPOUND PRACTUEE OP SKULL.

REMOVAL OF BONE; EECOVERT.

By H. H. glutton.

It must have been noticed at all our large hospitals that

the recoveries after the removal of bone for compound
fracture of skull have been much more frequent than they

were some years ago. There can be no doubt that this is in

great measure due to the more careful manner in which

wounds are now treated on the aseptic method. And this

has again reacted on surgeons, and induced them more readily

to undertake extensive operative measures for cases which

would have formerly been treated in a less energetic manner.

Take, for example, the last published volume of our 'Reports,'

1886; there are six cases of compound depressed fracture of

skull. All six were either trephined or the bone extensively

removed if the fragments were loose, and they all recovered.

The first of these four cases which are recorded in this

paper was a gutter-like fracture, most of the fragments of

which could have been elevated after the removal of the

central part of the depression ; but, for reasons which will

subsequently appear, all the fragments were removed.

The second case was a punctured fracture which was

successfully removed with the trephine and serves only to

emphasize the value of this method of treatment.
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The third was a long-fissured fracture with depression and
extensive injury to brain. The longitudinal sinus was also

thought to have been wounded. The trephine was used to

raise the depressed margin of the fissure and to remove a

fragment which had been driven into the brain.

The fourth was a bullet wound in the frontal region of the

skull but without injury to brain.

All the cases made a perfect recovery.

A boy, ast. 9, was brought to St. Thomas's Hospital at

9 p.m. on September 16th, 1886, with the following history.

At four o'clock in the afternoon of the same day he was

running downstairs when he slipped and fell and was picked

up unconscious at the bottom. Blood was issuing freely from

a scalp wound so that there is no doubt he must have struck

his head against some object in his descent. No one, how-

ever, saw him fall, and he could not himself remember any-

thing about it. There was a hamper at the foot of the stairs

against which his parents think he must have fallen, but there

was no evidence to be obtained which in any way could be

said to prove the point. He was unconscious for a few

minutes and then remained pale and faint. In three quarters

of an hour he had a fit in which his eyes, face, and arms are

said to have " worked." After this he was sick two or three

times and began to revive.

On admission into the hospital at 9 p.m. he was quite con-

scious and sensible, answering questions very readily, and
seemed to have recovered from the shock of the accident. His

skin was quite warm and pulse of normal character. There

were no signs of paralysis, nor any direct evidence of fractured

base.

On examination of the head, a small scalp wound was found

about two inches behind the upper margin of the R. concha,

from which blood very freely issued upon the removal of the

compress which covered it. Between this wound and the ear

was a very evident depression of the skull. A probe gently

introduced led directly to the seat of depression. The scalp

having been already completely shaved and thoroughly

scrubbed with soap and water and soaked in a wet carbolic

dressing, chloroform was administered. A director being
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introduced through the wounds the tissues were freely divided

over the seat of depression. The skull was then found to be

fractured and considerably depressed below the level of the

surrounding bone for about one and three quarter inches in

its longest diameter. This area was somewhat gutter-like in

form, having in its long diameter a sharply inclined central

groove. Some pieces of bone from this central part were very

easily removed with a pair of forceps. The question which

then arose to my mind was whether the remaining fragments,

which were firmly fixed to the dura mater, ought to be merely

raised to their normal level or removed entirely from the

wound. If the dura mater had been uninjured I think I

should have raised them to the level of the surrounding bone,

and taken the chance of leaving a compound and suppurating

fracture of the skull to subsequently treat. But there were

two holes in the dura mater from which small spicules of

bone had been removed in taking away the central fragments.

I thought therefore that the safest course to pursue was to

remove every depressed fragment and obtain primary union of

the scalp, and thus avoid the possibility of a suppurating

wound and a hernia cerebri. In doing this several small

pieces were found between the fragments which would not

otherwise have been observ^ed, and would probably have

exercised injurious pressure on the dura mater, even after

elevation of the larger fragments.

The further details of this case require a very short

description. The periosteum having been carefully drawn

together with catgut sutures, the scalp was united with the

same material and a drainage-tube inserted at the most de-

pendent point. A dressing of iodoform gauze and salicylic

wool was applied and the patient sent back to bed. At the

end of thirty-six hours the dressing was changed and the

drainage-tube removed. The dressing was not again changed

till the end of another week, when the wound was found firmly

healed. The temperature had never risen above 99°, and

he was perfectly free from all symptoms which could

cause anxiety. At the end of a month or five weeks he left

the hospital with a metal plate to protect the aperture in

his skull from any accidental injury.

The second case was that of a man, set. 20, who was ad-



86 Compound Fracture of Skull.

mitted into St. Thomas's Hospital on September 20th, 1886,

with a punctured fracture of skull over the right parietal

bone. About an hour before admission he was carrying a

heavy bag of sawdust in a sawmill when he overbalanced

himself and fell, striking his head against a circular saw

which was not in motion. He was picked up unconscious and

brought at once to the hospital. He had been sick, but did

not again vomit after admission. I found him lying on his

side in bed with his legs drawn up. He would answer

questions but only when roused, and when he had answered

the particular question he turned round, curled himself up,

and evidently wished to be left alone. There was no para-

lysis.

On examination, I found two small contused scalp wounds

over the posterior half of the right parietal bone, the anterior

one being two inches behind and on a level with the upper

margin of the right concha. A probe introduced through

this opening came at once upon a deep groove in the bone, but

it was too small to allow an examination with the finger. An
attempt having been made to explain the serious nature of

his case to him without success, chloroform was administered

against his will. The whole scalp was then shaved, scrubbed

with soap and water, and as far as possible rendered aseptic

with a strong carbolic solution. On enlarging the wound a

deep groove in the bone, about one inch long and one eighth

of an inch wide, was found, of which one extremity was pointed

and deep and the other wide and shallow. The external

table could be seen forming the floor of this groove, being

driven into and beyond the diploe. It seemed to me therefore

almost certain that the inner table must be fractured and

depressed. I therefore determined to remove as much of the

groove as was possible with the trephine.

The largest trephine in the possession of the hospital was
chosen and a circle of bone removed, of which the deepest part

of the groove formed the centre. It was very difficult to

start the trephine as there was nothing into which to drive

the pin. This could have been avoided by applying the

trephine on one side of the centre of the groove, but I was
extremely anxious to include the deepest part of the depressed

area. The circle of bone removed shows the characteristic
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depression of the inner table which may occur from a

punctured fracture with a pointed instrument. The trephine

had just managed to include the whole of this depression and

consequently forms a very pretty specimen of this variety of

injury. Beneath that part of the groove which had not been
removed were a number of small frag'ments pressing on the

dura mater. These were all carefully extracted. The dura

mater was then found to be free from any laceration. The
wound was closed as in the first case and a drainage-tube

inserted.

A. Circle of bone removed with trephine, showing the hinge-like

fracture of the inner table.

B. An oblique view of the same.

C. Fragments of inner table extracted through the trephine hole

from the shallower part of the groove.

The wound healed by first intention, and the temperature

never rose above 98*6°. But for six days he suffered from

symptoms of some cerebral injury. He was surly and drowsy

and unwilling to be questioned. The pulse was very slow

and he had occasional delirium at night. When quite well he

stated that he had no recollection of the accident nor of any

of the subsequent proceedings till some days after the opera-

tion. I had therefore correctly judged his condition on

admission as one in which the refusal to submit to operation

need not be seriously considered if it were thought desirable

from a surgical point of view.

He left the hospital quite well on October 20th, exactly a

month after his admission.

In the second of these two cases no one would, I imagine.
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dispute the desirability of removing- sucli a depression of the

inner table of the skull as is seen in the specimen.

The third case which I have to record came under my care

in the Victoria Hospital for Children on July Ist^ 1887. For

the notes of this case I am indebted to Dr. Cameron Kidd^

who was at that time house surgeon.

A little girl, aet. 5, who had been a strong healthy child,

was struck on the vertex of the skull by a zinc gutter

thirteen feet long which fell from a roof about twenty feet

above the ground. She was picked up at once, and cried

loudly, complaining of her head, which was bleeding profusely.

She was admitted into the Victoria Hospital for Children, one

hour after the accident, July 1st, 1887. On admission, she

was perfectly conscious, sitting up quietly, answering questions

intelligently, and complained of pain in the top and back of

head. There were no signs of shock, the pupils were equal and

of normal size, and she had not vomited. On examining the

skull, a cleanly-cut scalp wound about four inches in length

was found running along the vertex slightly to the right and

nearly parallel to the median line, the posterior extremity of

the wound being one inch and the anterior two inches from

the middle line. At the posterior part brain substance could

be seen protruding, and subsequently a like protrusion was

found in the anterior extremity of the wound.

A long fracture could be felt with the finger, corresponding

to, but extending farther anteriorly than, the scalp wound.

The outer edge of the fracture was depressed and overlapped

by the inner edge along the whole length, most marked
posteriorly. In the anterior part there were some hairs tightly

held between the fractured surfaces. The head was shaved

and temporarily dressed with carbolic gauze. Shortly after

admission the child vomited for the first time ; no blood. She
continued quite conscious and intelligent, crying occasionally.

The pupils dilated slightly and equally; no other change.

Chloroform was administered four hours after the accident.

On enlarging the skin wound, a plate of bone about half an

inch in diameter was found driven in at the anterior extremity

of the long fissure previously described. The depressed bone
could be raised with an elevator, but at once resumed its
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old level on withdrawing the instrument ; the trephine was

therefore applied at the anterior extremity. On removing the

disc of bone a spicule of inner table was found projecting

vertically downwards into the brain-substance. Free hgemor-

rhage took place, and a quantity of recent blood-clot escaped

together with fragments of lacerated brain-substance. The
dura mater was extensively torn, and the finger could be passed

inwards for more than an inch towards the middle line in close

proximity to the longitudinal sinus. The over-hanging edge

of the inner lip of the fracture was then removed with saw and

bone-forceps. Twice while this was being done most profuse

venous haemorrhage occurred, which looked as if the longi-

tudinal sinus must have been injured. This ceased, however,

on applying pressure with a sponge for several minutes. The
wound was then thoroughly irrigated with perchloride of

mercury solution (1—2000) and closed with silk and catg'ut

sutures; a short wide drainage-tube was inserted at the posterior

extremity, and the wound dressed with iodoform gauze and
salicylic wool. The operation was performed under the car-

bolic spray and occupied an hour and twenty minutes. There

was some shock, but she quickly rallied without stimulants.

2nd.—Passed a good night. Temp. 101°, vomited twice

during the night and four times during the day.

3rd.—Temperature normal. Dressed, tube removed.

7th.—Temperature once reached 100° since the day after

operation, now normal. Dressed, wound bulging somewhat,

and on removing two stitches anteriorly some broken-down
brain-substance removed.

14th.—Temperature has varied between 97° and 98°. Some
evidence of optic neuritis discovered on the 11th.

21st.—The wound is bulging towards anterior extremity,

where there are some granulations suggesting commencing
hernia cerebri. Temperature once reached 99°, otherwise

normal or subnormal. Swelling of optic discs subsiding.

25th.—Zinc plate and pressure applied to granulations.

28th.—Temperature varies between 96'6° and 98*4°; once

reached 99-2°.

August 4th.—Temperature normal throughout. The pres-

sure on the granulations has acted well, no bulging ; dressed

with Ung. Zinc.
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15th.—Entirely and soundly healed for now more than a

week. No symptoms of any kind of want of brains. Scar

with absence of bone for about four inches in length. Pulsa-

tion distinct over anterior third.

16th.—Discharged well. The only noticeable effect of the

severe injury to the brain she had received was the fact that,

although bright and intelligent, she had lost in some degree

the moral sense of right and wrong. Her mother made the

same complaint when she retm-ned home.

The fourth case was that of a school teacher, aet. 33, who
was crossing Clapham Common in a fog, at 8.30 a.m. on

October 9th, 1888. He suddenly felt a blow on the forehead,

and thought he heard the report of a pistol. He fell to the

ground, but did not lose consciousness. He found his face

streaming with blood, and walked with assistance to a neigh-

bouring surgery. There a bullet was, with some difficulty,

extracted, and the patient advised to pi'oceed at once to St.

Thomas's Hospital. The bullet, which he brought with him,

looked very much like one that a boy would use in a catapult,

for it had one deep notch and a number of flattened impres-

sions, such as might be made by frequently firing against a

target, with the amount of force that a catapult could produce.

On the other hand, the patient and others in the immediate

neighbourhood were quite positive that they heard a " report,"

and the police were aware of a man prowling about the

Common with an old horse pistol. The doctor who extracted

the bullet also stated that the notch appeared to be produced

by the skull, as it was firmly impacted by the notch on the

edge of the broken bone. If the theory of the police were

correct, it is possible that the roving lunatic with the horse

pistol had been practising with the same bullet at a target,

with a small charge of powder, and so produced the numerous

small impressions upon its surface. And, as will appear by

the characters of the fracture and the degree of penetration,

the pistol must either have been fired at a considerable dis-

tance, or with a small charge of powder in an old-fashioned,

muzzle-loaded weapon. There was no mark of " rifling " on

the bulJet, which was simply a round lump of lead that an

amateur might have fashioned at home.
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He had had no symptoms of any kind pointing to injury of

the brain, and he did not present any on admission into the

hospital. Just above the right eye was a small lacerated

wound of the scalp, through which a comminuted fracture of

the skull could be seen. The exact position of the fracture

appeared to be immediately above the oi'bital arch (which

was not broken), to the outer side of infra-orbital notch, and

thus pretty nearly above the centre of the eye. It was

thought probable that the frontal sinus was involved.

An aneesthetic having been given, the wound was enlarged

outwards, and a more thorough examination made. A very

considerable depression of the fragments could then be seen,

with pulsation at the outer angle of the wound. It was there-

fore decided to raise or remove the fragments, as they were

most probably pressing on the dura mater, which might be
injured. The eyebrow was shaved, and the wound disinfected.

None of the fragments were movable, so that the trephine

had to be applied to the sound bone at the outer margin of

the fracture. The fragments were then easily removed. The
inner table was much more extensively comminuted than the

outer, but its broken pieces, which were pressing down upon
the dura mater, could be pulled out from beneath the outer

table after the larger fragments in the centre of the wound
had been removed. The frontal sinus was not seen and was
therefore probably uninjured. The dura mater appeared at

one spot to have been torn, but there was not sufficient

evidence of its perforation to justify an incision. A drainage-

tube was inserted at the most dependent angle, and the soft

parts, including the periosteum, carefully adjusted with silk

sutures. Boracic acid powder was rubbed into the skin and
the roots of hair, which had been previously removed from
the temple and eyebrow. Corrosive sublimate gauze com-
pleted the dressing. The highest temperature recorded was
100° F., late the same evening. The dressing was changed
for the first time and the tube removed on the 10th, i. e.

twenty-four hours after the operation. The second dressing

was on the 17th, when the wound was found healed. He had
no symptoms of any kind worthy of record, the only complaint

being a loss of sensation in the scalp supplied by the infra-

orbital nerve.
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The four cases recorded above occurred between September,

1886, and October, 1888.

During tbe same time one other case of compound depressed

fracture of the vault of the skull came under my care at the

Victoria Hospital for Children, in which I was induced to try

and relieve the depression by trephining. It was, however,

useless, as the history of the case will show, but it may be

mentioned here as a contrast to the others, in which the

nature of the accident, although severe, was localised to the

part struck. For the notes of this case I am indebted to Mr.

Staveley, the present house surgeon.

A little girl, set. 3, was brought to the Victoria Hospital on

July 7th, 1888, having fallen out of a window, fifty feet from

the ground, on to a stone pavement. Such a history, if the

head was the part injured, would of itself suggest that the

brain was likely to be more or less pulpified and the base

fractured. She was unconscious, with stertorous breathing.

The left pupil was widely dilated, and the right much con-

tracted. There was a large haematoma over the left frontal

eminence, and the left upper eyelid and conjunctiva were

ecchymosed. She was also bleeding from the nose. Running

obliquely from the right parietal eminence to the beginning

of the hair on the forehead and to the left of the middle line

was a scalp wound, with brain-substance protruding. Frag-

ments of brain were also found in the cloth which had been

wrapped round the head.

The surface of the body was warm, and the pulse fairly strong

although slow. She vomited a quantity of brown altered blood

shortly after admission. As the case was that of a child I

thought it desii^able to shave the scalp and examine the wound,

firstly, because children are much more tolerant than adults

of injuries to the brain, and secondly, a child being a light

weight the fall would not produce so much indentation as

with a larger and heavier body, and thirdly, chloroform would

not be necessary as the child was unconscious. Having
enlarged the wound, a long fissured and depressed fracture

was found running across the vault of skull through the

superciliary ridge into the left orbit. The trephine had to be
applied if any attempt were made to restore the parts to their

normal position. This was done, and the brain found so exten-
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sively injured that all hopes of recovery had to be given up.

The comminuted fragments of the inner table were removed,

and the brain irrigated with weak corrosive sublimate solu-

tion. The child lived only two hours after the dressing had

been completed. A post-mortem examination was not allowed.

I do not regret having made this exploration, although

the presumption obtained from the history of the case was

entirely against any successful result. For I think that now
and then one might lose a case for the want of such an accu-

rate knowledge of the true state of affairs as an exploratory

operation enables the surgeon to obtain. To shave the scalp

and enlarge the wound scarcely adds to the danger of the

case, however severe it may be, and with our present know-

ledge of putrefaction, it is an essential part of dressing a

scalp wound, even if nothing further can be done. The

application of the trephine, however, must add to the shock,

but is preferable to leaving a doubtful case to all the terrors

of meningitis.

The third case, which may be compared with this unsuc-

cessful one, looked at first sight as if recovery was extremely

unlikely, but the accident was produced by a zinc gutter

falling on to the head. It was therefore probable that the

injury was so far localised that it did not extend to the

base. Although the brain was extensively lacerated and

escaped in considerable quantity, yet if the base were free

from any injury I thought that there was some chance of

making the wound aseptic and so obtaining a successful

result.

Prolonged efforts were therefore made to remove the splin-

tered inner table throughout the whole length of the fracture,

which was a long fissure. A great deal of time was also em-

ployed in irrigating and washing away the damaged brain.

Consequently the operation occupied nearly an hour and a

half, but this time was not misspent if one may judge by the

result.

In the first case also it will be noticed that every fragment

of bone was removed, whether it apparently pressed inwards

or not, on the same ground, namely, that of making sure that

the wound should heal rapidly without suppuration. The
wisdom of this procedure was seen in the fact that between
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the fragments of the comminuted fracture small spicules of

bone were projecting downwards towards the dura mater.

Mr. Ballance, in vol. xv of our ' Reports/ has very ably

argued in support of this line of treatment. His case, which

is very fully reported, was that of a compound comminuted

depressed fracture of skull produced by a kick from a horse.

He removed all fragments of bone, whether they were loose

or not, and left an area of dura mater exposed measuring more

than three inches by two and a half. The result was a

brilliant success.

I think time will show that this is the wisest course in a

compound comminuted fracture in which the dura mater is

injured. For in no other way can we insure that the wound
will heal without suppuration. And in those cases in which

there is no evidence to show whether the dura mater is injured

or not, the fragments of bone should be removed for fear that

the membrane beneath has been perforated. If it is found

intact the patient, it is true, will be deprived of a certain

amount of the natural protection to the subsequent accidental

injury of the brain ; but this is of comparatively slight impor-

tance when the greater risk of immediate death from suppu-

rative meningitis has been removed.

If the dura mater is found to be lacerated the operator will

not have even this feeling of compunction, as he will know for

certain that he has taken the best means of obtaining primary

union, and so avoiding suppuration within the skull.



FURTHER NOTES

CEETAIN AETICLES OE EOOD.

By ALBERT J. BERNAYS.

Foodstuffs are very often taken at full value, accepting

the quantity of nitrogen therein contained as indicating their

correct value as assimilable nitrogenous. Nothing can be

more fallacious. A good illustration is afforded by bread

made from whole-meal. When this bubble was first blown,

it looked as if the whole country were about to be converted.

At the time I ventured to say that '^ it would be better to

employ the bran in feeding pigs, and for men to eat it in the

transfigured form of fat and lean bacon, than to turn our-

selves into a mill for such an ignoble object." As an aperient,

whole-meal bread has certain advantages, and as an occasional

change from one sort of bread, but it is inadvisable to

recommend it for everyday use.

But when we have to deal with an article like milk we
know that the carbonaceous and nitrogenous constituents are

directly assimilable. I do not consider that the information

about CONDENSED MILKS is as accurately known as should be

the case. The variations in their composition are very great.

Several are in the market which are skimmed to an extra-

ordinary extent, and no statement is made as to the country
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of manufacture. I subjoin tlie analysis of two such condensed

milks, '' having a part of the cream taken.''

Total solids 74-55 73-64

Water ...
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contention of 1878 still further, that it is impossible, on the

results of an analysis of sour and stale milk, to establish the

nature of a milk when fresh, I have had abundant oppor-

tunity of enlarging an experience of twenty years. It so

obviously depends upon the cleanness of the containing

vessel, the presence of air, the time and place of exposure of

the milk to the air before the sample was taken, as well as

the character of the adulterating water.

The following analyses, previously given, are to the point. A
fresh milk gave these results.

Total solids ... ... ... ... 10-64

Water ... ... ... ... 89-36

Fat ... ... ... ... 2-77

Solids not fat ... ... ... ... 7-87

100-00

I reported it as having 8 per cent, of added water. After

six weeks, the milk was analysed at Somerset House

:

Non-fatty solids ... ... ... 7-83

Fat ... ... ... ... 2-65

Water ... .. ... ... 89-52

100-00

This milk contains not less than 4 per cent, of added water !

It has only degraded by 0*04.

One more case shall suffice.

A fresh milk gave on analysis :

Total solids ... ... ... ... 997

Water ... ... ... ... 9003
Fat ... ... ... ... 2-65

Solids not fat ... ... ... ... 7-32

10000

This milk I gave (for reasons) the amount of water based

upon 9 per cent, of solids not fat; viz. as containing 18 per

VOL. XVII. 7
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cent, of added water. On tlie lower assumption of 8' 7 per

cent. J this milk would be given as containing 15 per cent, of

added water. My analysis was made on November 30tli. Tbe

milk was analysed at Somerset House and reported upon on

the 23rd of January.

Non-fatty solids ... ... ... 6-37

Fat ... ... ... ... 2-63

Water ... ... ... ... 91-00

100-00

This milk contains not less than 15 per cent, of added

water ! So that taking the standard of the referees at

Somerset House^ viz. that the original milk should only con-

tain 8*7 per cent, of solids not fat, this milk after seven weeks

is calculated with the same correctness as with the fresh milk.

No one would for a moment impugn the correctness of the

analysis as performed at Somerset House; it is the judgment

which I dispute. In another sample I had given 6 per cent,

of added water. After four weeks' keeping, Somerset House

referees gave it as not less than 10 per cent, of added water.

In a very notable case of milk-adulteration which I had
given in October, 1887, as containing 24 per cent, of added

water, I had an opportunity of making an analysis of the

samples kept by our Inspector. After six weeks, the

deterioration or degradation of the solids not fat only

amounted to 0'34 per cent., and of this deterioration in my
own sample the degradation amounted to 0*15 per cent, in two

days. In this case carbonate of sodium had been systematic-

ally employed by defendants, and this very common addition

to milks must notably modify any calculation based upon
regular degradation of milk.



ON THE

PEESENCE OE PHOSPHATES IN WATEE.

By ALBEET J. BEENAYS.

Although the presence of phosphates in water is no neces-

sary sign of impurity, any more than are chlorides, yet may
they be indications of passing change. In what form they

are present it is not easy to determine, but we may take it for

granted that they are as phosphate of calcium. The so-called

insolubility of the salt is not in question, as there is in fact no

such thing as insolubility when the small quantity is taken

into consideration together with the mass of water. Added
to this, we have to remember the chlorides and the carbonic

acid which aid the solution.

It was a question to determine in well-filtered Thames
water just at the outflow of the Companies' water, whether there

was any regularity in the quantity of phosphoric acid;

whether there was any connection between vegetable growth

in summer and the removal of phosphates ; whether there was

any increase with abundant water or the reverse ; whether

there was any indication of sewage contamination. The
quantity of water employed in the analysis was never less

than two litres, and great care was taken in the separation

of silica. The precipitation was first accomplished by acid

molybdate, and the phosphate weighed as pyro-phosphate of

magnesium.
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The analyses were first commenced with regularity in 1884,

and have been continued monthly up to the present month of

October, 1888. With the exception of the months of April,

May, and June, 1885, when the analyses were made but the

record temporarily lost, in quite the greater number of cases

the phosphate of ammonium and magnesium was distinctly

crystalline and unmistakable. The calculation is in terms of

fractions of grains per gallon, and the statement is of so much
phosphorus as phosphorus pentoxide.

Presence of Phosphates in Thames water.
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January 5th

February 4th

March 6th

April 3rd

May 6th

Phosphorus penloxide.

Grains per gallon.

1888.

00780,

00730.

0-0670.

0-0349.

0-0350.

Phosphorus pentoxide.

Graiusper gallon.

1888 (continued).

June 5th

July ...

August . .

.

September

October Srd

0-0850.

0-1070.

00450.

00450.

00220.

These facts are full of interest, and I hope to be able to

continue them in the next hospital ' Eeports.'





PLAGUES ANCIENT AND MODERN;
OB,

THE BLACK DEATH AND THE SWEATING

SICKNESS.i

By JOSEPH FEANK PAYNE, M.D., F.E.C.P.

I HAVE called this lecture Plagues Ancient and Modern,

and when I use the word '' plague '' you will at once perceive

that I am not speaking of a disease, or diseases, which we are

likely to meet with every day. The name at once calls up

before us the image either of a malady peculiar to Oriental

lands of which we have read in books of travel, or else of

some terrible occurrence in the history of our own country

which happened a long time ago, and from which we have no

longer anything to fear.

My subject, therefore, you will perhaps think, is somewhat

wanting in actuality. But while it is quite true that at the

present time and in these favoured regions we need hardly

expect to meet with those pestilences which are matters of

history, the striking fact to which I desire to draw your

attention is this, that if we were able to explore the whole

world, we should meet at some place or other with examples

of these " historical " diseases. To make this clear we must

consider their relations of place on the one hand, and their

relations of time on the other.

^ A lecture delivered at the Parkes Museum of Hygiene, Feb. 16th, 1888,
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The study of such relations has of late years given rise to

two new branches of medical science, the Geography and the

History of Disease. It is impossible in one lecture to attempt

to give even the barest outline of these deeply interesting

subjects. Nevertheless, by fixing our attention on one or two

of the more important of those maladies which are called

specific, we may be able to see how closely the geography and

the history of disease are related, both to one another, and

to the nature of disease in general, and what interesting

conclusions not only of medical but of social and political

importance may be derived from them.

I will begin, then, by drawing your attention to a few facts

relating to the geographical distribution of certain specific

diseases. Now, by specific diseases we mean such as are

believed and in many instances are proved to be caused by

some definite material agent. This material agent is one

capable of producing a certain set of symptoms which run a

definite course, and by which, therefore, the disease can always

be recognised; it is also an agent capable of multiplying

itself, so far as we can see, almost indefinitely, so that having

generated a disease in one individual it may go on generating

the same in an ever-increasing number of others.

It is not necessary for our present purpose to inquire pre-

cisely what the nature of this morbid agent may be, but it is

doubtless well known to most of those present that such

diseases as I am now speaking of are very generally believed

to be produced by living organisms. The bacterial or so-called

germ theory of disease which recognises the operation of

these living agencies is one of increasing interest and import-

ance in medical science. But as it has been quite lately dis-

cussed in this room I need not say more on the subject than

to attempt to show how far this theory is supported by the

general laws of distribution of specific diseases over the world.

I speak first then of the geography of such diseases. It is

not difficult to call to mind examples of diseases which are

native in, or peculiar to, certain places. We have, for instance,

yellow fever, which is found chiefly in the New World and

certain adjacent parts of the Old Continent. It appears to

radiate from the Gulf of Mexico as a centre. Sometimes it

travels northwards to the rivers and harbours of North
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America ; sometimes in the otlier direction along the South

American coast. Sometimes it has crossed the Atlantic to

Europe, infecting Spain and Portugal and their southern

ports. It has even, in rare cases, travelled as far as our own
country and effected a landing in our own harbours, such as

Southampton and Swansea. Leprosy, again, though largely

distributed over the world, is found only in certain countries.

It is widely spread in India, China, and South-Eastern Asia,

and is found in many islands of the southern seas. In Europe,

on the other hand, it is now confined to a few scattered

localities, some in the north as Norway ; some in the south as

parts of Italy and Southern Russia ; so that if cases of this

disease occur in our own country, or in Central Europe, they

are, for the most part, traceable to importation from one of the

localities it inha-bits. There is, again, a peculiar and formidable

disease known as kakke, which is peculiar to Japan and certain

parts of the Asiatic Continent.

But we need not go beyond our own island for instances of

this geographical limitation of disease. Ague, which was once

widely spread, is now found only in limited tracts of certain

counties. The swelling of the throat called ''goitre," or

" Derbyshire neck," is well known to affect the natives of

certain mountainous districts only, as is, indeed, recognised in

its popular name. Not to multiply instances, I would only

mention that the terrible malady which we call specially and

definitely *' the plague " has a remarkably limited geographical

range, being found only, so far as we know, in the following

parts of the world : At one station on the North Coast of Africa

in the neighbourhood of Benghazi, in one district of Arabia,

in certain parts of Persia and the adjacent region of Turkish

Arabia, in a few localities of Northern India, and in one

district in the South of China.

Now, if we inquire how this remarkable limitation of certain

specific diseases to certain definite localities is to be accounted

for, the first explanation which will naturally suggest itself

is that this limitation must be due to climate; that is, to

temperature, moisture, and other physical conditions. But

when we find that such conditions in the several places where

any particular disease is found are by no means uniform, and

further, that other places presenting the same physical con-
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ditions may be free from that disease, it is clear that this

explanation cannot suffice. It may, again, be supposed that

social habits and circumstances, such as uncleanliness, poverty,

and the like, may account for the prevalence of special

diseases. But a very little consideration again will show that

those causes do not supply any adequate explanation. For

these depressing conditions may and do exist in many parts of

the world without producing in each case the same diseases,

and even without producing any specific disease at all. We
cannot attribute then either to material or to social causes,

any other effect than a negative one, that is to say, they may
make the occurrence, or the spread, of certain diseases in

certain places impossible. Plague, for instance, does not occur

within the tropics, being infallibly destroyed by an air tempe-

rature of something over 100 degrees or even less. Yellow

fever seldom spreads or at least persists at any considerable

distance from the sea or rivers ; but these considerations do

not in the least explain why the plague is limited to the Old

World, or why yellow fever has its chief home in the New,
why kakke is confined to Eastern Asia, or why leprosy has,

at the present time, no home in Europe except in certain

scattered localities.

The whole problem of the geographical distribution of

disease is very intricate. Without pretending to give it a

definite solution, I would only point out that it is essentially

the same as that presented by the geographical distribution

of plants and animals. It has long been recognised that the

distribution of organic life over the globe is governed by
other laws than those of heat and moisture, or any other

climatic conditions. The words of Alexander von Humboldt,

written many years ago, may even now be worth quoting on

this subject :

—

" Each hemisphere produces plants of different

species, and it is not by the diversity of climate alone that we
can explain why Equinoctial Africa has no laurels and the

New World no heaths ; why the tiger is peculiar to Asia and
the ornithorhynchus to Australia. The attempts made to

explain the distribution of species on the globe by the

influence of climate alone take their date from a period when
physical geography was still in its infancy." Since the time

of Humboldt much progress has been made in explaining the
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geography of organic life, and even if everything cannot be

accounted for, it is seen that the broad facts of distribution

are referable to two great laws, the law of specific centres and

the law of migration. By these laws I mean that species of

animals and plants have arisen by evolution in certain spots

and regions of the globe, and from these have made their

way in many cases to other parts by active or passive migra-

tion. That is to say, they have either wandered themselves or

been carried; their spread being limited partly by natural

obstacles to migration and partly by the fitness or unfitness

of any particular region to supply the conditions necessary for

their life.

Now, that the same laws govern the distribution of certain

specific diseases is a truth less generally recognised, and the

problem is obscured by a great number of complications

depending upon the wide diffusion of diseases and their con-

nection with migrations of men. But when due allowance is

made for this and other causes of irregularity, we say that for

what we call '' specific diseases " the same laws hold as for

species of animals and plants; that they rise at particular

centres or in particular regions, and their further distribution

is due to migration from these centres or regions into others

which offer suitable conditions for their temporary or con-

tinued existence.

We must now consider the second of the two aspects of

disease which I mentioned just now, namely, the History

of diseases, but it will be only possible to touch upon so

much of this subject as has a bearing upon their geo-

graphy. The history of disease, as a whole, is an almost

untrodden field, in which little solid progress has been

made except in relation to certain episodes in this history

which are generally known by the name of epidemics. By
an epidemic we mean the prevalence at a particular time over

a wide or a limited area of a malady either entirely new or

manifesting itself in an intense and exaggerated form. The

study of epidemics has, I need not say, of late years assumed

great importance, and is gradually forming itself into a dis-

tinct branch of medicine, which has received the name of

" epidemiology." The special interest which it possesses for

the general public is that it forms a point of contact between
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medical science and social science in the widest sense. History

and politics have their part in it as well as pathology and

practical medicine.

All I can hope to show by a brief glance at the history of

some of the great epidemical diseases is to confirm the con-

clusion that they are governed by the same laws as account

for the geographical distribution of plants and animals.

The history of these diseases is essentially one of repeated

migrations from certain specific centres. They have existed

as so-called endemic or native diseases in certain parts of the

world so far back as our knowledge extends. They have

spread from these centres at various times, and have made

longer or shorter migrations into regions other than their

original home. These excursions have sometimes lasted for

weekSj sometimes for years, sometimes for centuries, in some

instances have ended in what we must call " permanent

colonisation.''^

The best instance of these laws is seen in the history of

that most formidable of all epidemic diseases, the plague—

a

name of dread for centuries, and still capable of causing a

panic throughout the civilised world;—the Plague of the

Middle Ages, the Plague of London in 1665, the Plague of

Southern Eussia in 1879, and the plague which still holds its

ground in certain districts of the East. By this name I mean

a certain definite disease—not merely a destructive epidemic

or pestilence. I do not include, for instance, the celebrated

Plague of Athens, described by Thucydides, since its true

medical character is still uncertain ; nor can we say anything

more definite about the celebrated pestilence which devastated

nearly the v^hole Roman world in the reign of Marcus

Aurelius, though its origin and history show many features

characteristic of later epidemics. These diseases were not the

plague in the sense in which we now understand it.

The disease which it is now generally agreed to call by that

name was first known in Europe in the reign of the Emperor

Justinian, and formed part of a great cycle of extraordinary

natural phenomena which lasted for fifty years, and which

are the theme of a well-known chapter in Gibbon's history.

This formidable epidemic was believed to have originated in

Egypt about the year a.d. 542. From there it spread in
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one direction, westward, along the North of Africa, in

another, northward and westward, to Constantinople and

over the Continent of Europe. In four years it had made its

way over the whole of Gaul, and there is great reason to

believe that it spread even to our own country, since the

obscure historical notices, which are our only guide, state

that destructive pestilences raged at the same time in England

and Scotland. Into the symptoms of this disease I need not

enter further than to say that they appear to have been the

same as have characterised the plague in all its subsequent

appearances. In its mode of extension and in its social con-

sequences it had a striking resemblance to the other destruc-

tive pestilences which have since at various times spread over

Europe. The destruction which it caused was not less terrible

than in the great epidemics of later times. In Italy large

tracts of country went out of cultivation, and the remnant of

the rustic population crowded into the towns. Even to this

day the traces of this terrible devastation may be seen in the

features of Italian landscape. Ruined homesteads, monu-
ments uncared for, wide tracts of Campagna desolate and
poisonous with malaria—all the picturesque incidents of a

land falling back into its primitive wildness—these, with

which a long succession of painters, from Salvator Rosa to

Wilson, have made us familiar, date, we are told, from the

ravages of the plague of Justinian. In Northern lands the

growth of population and industry have covered up the traces

of pestilence as completely as they have covered up the

horrors of the battlefield; but Italy, or at least Southern

Italy, has never recovered its primitive prosperity. In the

Eastern Empire the destruction was even more complete. A
good authority—Hseser—calculates that the greater part of

the population of the Greek Empire was attacked, and that

more than half of those attacked succumbed. The political

consequences of this great -destruction of human life were not

less striking and ineffaceable than the social results. It

cannot have been a mere coincidence that it was precisely in

the sixth century the Goths were enabled to establish them-

selves with a firm footing in Northern Italy, and to found

there the Kingdom of Lombardy. But notwithstanding, after

fifty years of alternate advance and retreat, this great plague
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finally subsided. For some centuries after we read of nume-

rous pestilences wliicli may or may not have been tlie same

disease as that of the sixth century ; but a great overwhelming

outbreak spreading over the whole of Europe does not appear

aarain till the time of the most formidable of all recorded

plagues, the Black Death of the fourteenth century.

This terrible disease was certainly believed by contem-

poraries to be one new to Europe, and this fact, together with

its great destructiveness, tends to support the opinion that

the epidemics of preceding centuries which we have been

compelled to pass over were not entirely, or perhaps not

chiefly, the true plague, as the Black Death, notwithstanding

some peculiar features, undoubtedly was. It is, however, note-

worthy that while the origin of the plague has generally been

thought to be in Egypt, or at least that was the source whence

Europe derived it, the origin of the Black Death was almost

certainly in Asia. Are we to suppose from this that the

plague has two original seats—one in Africa and the other in

Asia ? Or may one of these have been derived from the

other ? This question we have no materials which enable us

positively to answer. The earliest notices of plague in

western history dating from the third century undoubtedly

lead us back to Africa, Egypt, and the neighbouring lands.

But it has now ceased to exist there while it survives in Asia

;

and possibly if we could follow the history far enough back

we might find that the African was a colony of the Asiatic

plague. This, however, is a matter of speculation. What is

certain is that Europe has sometimes derived the plague from

Africa and sometimes from Asia, and that the epidemics of

Asiatic origin have generally been, for some reason, the most

destructive. It may, perhaps, be thought, and in fact has

often been suggested, that since the disease was already

known in Europe its remarkable development in the fourteenth

century was of European growth, and did not require any

foreign importation ; but for many reasons, which cannot be

discussed here, I think such a view would be erroneous and

that the Black Death was in a very definite sense imported

from Asia. Contemporary records, indeed, put this beyond

a doubt.

Mediaeval Europe was, of course, profoundly ignorant of
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what was happening in the far East ; its knowledge of Asia

was confined to a few points where the trade of the East and

West came in contact. And from one of these points our

most certain knowledge of the eastern epidemic was derived.

The Crimea and the shores of the Sea of Azoff formed at that

time an important trade route between Europe and Asia. In

these parts the Italians, especially the Genoese and Venetians,

formed settlements where an important trade was carried on

with the Tartars. It was here that a Genoese lawyer, Gabriel

de Mussis, observed the march of the disease, which he

accompanied, or, indeed, helped to convey to Europe. He
left behind him a written description of his experiences, which

has been pubhshed from the original MS., and is a document

of most remarkable interest. It will be worth while to give

a portion literally translated from his Latin

:

He says, " In the year 1346 innumerable tribes of Tartars

and Saracens perished in these regions by an inexplicable

disease. Whole tracts of country, innumerable provinces,

splendid kingdoms, cities, camps, and towns abounding in

population, were attacked by a horrible death, and in a short

time denuded of their inhabitants. Now a town called Thanna,

in the eastern region towards the north, a place trading with

Contantinople, was besieged and conquered by a great army of

Tartars ; and it happened that the Christian merchants, driven

out by force, took refuge within the walls of Caffe, which the

Genoese had formerly built in that region. Suddenly the

infidel tribes of Tartars, collecting from all sides, surrounded

the city and besieged the Christians, who were shut up there

for nearly three years ; when lo ! a disease attacked the

Tartars, and the whole of the besieging army fell into a state

of weakness and disorder so that many thousands of them
died daily. It seemed to the besieged Christians as if arrows

were shot out of the sky to strike and humble the pride of the

infidels, who rapidly died with marks on their bodies and
lumps in their joints and several parts, followed by putrid

fever ; all advice and help of the doctors being of no avail.

Whereupon the Tartars, worn out by this pestilential disease,

and falling on all sides as if thunderstruck, and seeing that

they were perishing hopelessly, ordered the corpses to be

placed upon their engines and thrown into the city of Caffe.
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Accordingly were the bodies of the dead hurled over the

walls, so that the Christians were not able to hide or protect

themselves from this danger, although they carried away as

many dead as possible and threw them into the sea. But
soon the whole air became infected, and the water poisoned,

and such a pestilence grew up that scarcely one out of a

thousand was able to escape.

" Thus were the Orientals in all parts, both those who lived

on the southern shore and those on the north, struck down by

this pestilential disease, and almost all of them died. So

great was the mortality that Kathayans, Indians, Persians,

Medes, Armenians, Georgians, Turcomans, Arabs, Saracens,

and Grreeks throughout the whole of the East, gave themselves

up to clamour, weeping, and sighs, and remained in this

distress from the above-mentioned year ^to 1348, expecting

that the Day of Judgment was at hand.
" Now, it so happened that a ship left the aforesaid land of

Caffe, having on board a few sailors (who were also infected

with the pestilential disease), and made for Genoa—some other

ships going also to Venice and others to other parts of

Christendom. Marvellous to relate, whenever the navigators

arrived at any land, as if some malignant spirits accompanied

them, wherever they mingled with other men the latter

perished. Every city, every town, every country, and their

inhabitants of both sexes, poisoned by the pestiferous con-

tagion of the diseased, fell a prey to sudden death, and when

one began to be sick, soon falling and dying, he poisoned

the whole of the family. Those who came in to bury the

bodies perished by the same disease. Thus whole cities and

castles were made desolate, and only the waste places them-

selves were left to mourn for their dead inhabitants.

" Alas ! when our ships arrived at any city and we entered

our houses, our relatives, our connections and neighbours,

flocked in to see us from all sides, because we were still

in bad health, and out of a thousand who sailed with us scarce

ten survived ; but alas ! we carried with us the arrows of death.

And while they were embracing and kissing us we could not

help pouring out poison from the lips with which we spoke.

So they, returning to their houses, soon poisoned their own
families, and within three days the whole household, struck
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down, succumbed to the dart of death, and the number of the

dead increased so much that the ground was not sufficient for

their graves. Priests and doctors, whom their great care for

the sick compelled to be present at the death-bed, alas !

returned home sick themselves, and quickly followed the

deceased."

This account, which bears the unmistakable stamp of

authenticity, doubtless shows us one route by which the Black

Death entered Europe, namely, from China through Tartary,

and thence by the Black Sea to the Mediterranean ; but there

were two other ways by which the disease also approached,

namely, by way of Tiflis and Armenia into Asia Minor, and

by the way of Mesopotamia and the Euphrates into Egypt.

By all these three routes there can be no doubt that the

Eastern pestilence invaded Europe, and it is said to have

entered Southern Italy and the Mediterranean a year before

the invasion of Northern Italy described by Gabriel de

Mussis whom we have quoted.

Without dwelling upon the successive outbreaks which are

recorded in several parts of the Continent, I will only say

that it reached the West of England while Edward III was

king, in the early part of 1348, and towards the close of the

year invaded London, where 100,000 people are said to have

died, while in 1349 it is heard of in the Midland Counties

and East Anglia, after which for ten years or more it prevailed

intermittently throughout the country. A striking evidence

of the way in which the disease gradually spread farther from

its original seat is that Scotland and Ireland were at first

exempt, so that in North Britain " the foul death of England"
became a proverbial expression. But in later years those

countries were also affected. The question will naturally be

asked. In what way was the pestilence spread ? Was it by
direct contagion only, or by indirect contagion through

material objects ? or was it through the air ? or was it possible,

as some have imagined, that the disease was not really con-

veyed at all, but broke out in these different places succes-

sively under the influence of some epidemic or generally

acting cause ? I think there can be no doubt that contagion,

that is, contact or association with persons affected with the

disease, was the chief means by which healthy persons con-

VOL. xvii. 8
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tracted it, and it was thus that it travelled from one place to

another. The facts just mentioned relating to Scotland and

Ireland would indeed be enough to show that it did not

originate independently in the different countries which it

successively affected. But a remarkable fact, often observed

also in other epidemics of plague and typhus, is evident from

the account quoted just now, namely, that persons not suffer-

ing from the disease might be the means of conveying it to

others. Thus Gabriel de Mussis clearly states that he him-

self, not suffering from the plague, although he was in bad

health, conveyed contagion to his relatives and neighbours.

The same thing has often been observed in the contagion of

the terrible gaol fever or typhus, which in former days often

spread in courts of justice, from the prisoner in the dock to

the judges, lawyers, and other persons in court; so that, for

instance, at, the celebrated Black Assizes at Oxford in July

1577, 510 men died in a month from an infection caught in

the castle and court-house.

But in these cases it must be remembered that the persons

who brought the infection, though they had not the disease

themselves, yet came from among those who had. Typhus

was almost constantly present in gaols, and many persons

died of it. But those who escaped, either from not being

liable to the complaint, or having gone through it and reco-

vered, were able to give the infection to others, so that there

was nothing surprising in the fact that the survivors carried

the infection away with them.

The Genoese navigators were the sole survivors of a

party, 99 per cent, which had died, presumably of the

plague, and the ship which brought them back had doubt-

less been converted into a floating focus of contagion.

The spread of diseases like plague through the air seems

by no means improbable for short distances, such, for instance,

as are measured by yards ; but there are no facts to show that

such a transmission can take place over distances measured

by miles. In the main, then, the disease was, as plague is

now, transmitted chiefly by personal intercourse.

The general facts of the mortality and devastation caused

by the Black Death have so often been recorded that I will

only briefly refer to them.
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In England it is supposed that one third of the population

may have perished in the successive epidemics ; and looking

at the remarkable statistics collected for certain districts, as,

for instance, by Dr. Jessop for East Anglia, this would seem

to be probably not an over-statement. Hecker calculates that

twenty-five millions of persons, or a quarter of the then popula-

tion of Europe, died; but such numbers are more or less

conjectural.

The consequences were economically most disastrous. In

England a great part of the country remained until] ed, and
the deficiency of labourers was such as to cause a sudden rise

of wages which it was repeatedly attempted to check by
legislation. However, as good comes out of evil, the scarcity

of labour is thought by some authorities, as by Professor

Kogers, to have ultimately brought about the final emancipa-.

tion of the labouring class, by the conversion of serfs into

free labourers.

Now let us look for a moment at the progress and decline

of plague in Europe. By 1357 there was a manifest cessation

of the disease in England, but formidable recurrences took

place known as the second and third plagues of Edward III,

in 1361 and 1368. The general course of epidemics through-

out the Continent was nearly the same. For nearly a century

plague continued to recur with great violence in many parts

of Europe, and about the middle of the fifteenth century, one

hundred years after the Black Death, a formidable wave of

pestilence passed over Europe, beginning in the South, which

was attributed, and probably with justice, to a fresh importa-

tion from the East. But the mortality altogether was much less

than in the preceding century.

The sixteenth century would appear at the first glance to

have been visited as severely as the preceding ages. Neverthe-

less, on the whole a decline is observable both in the number
and severity of the epidemics. It was generally believed that

fresh importations took place from Constantinople and the

East. Whether this was strictly true I cannot now consider.

But in the seventeenth century there was a manifest abate-

ment, notwithstanding the occurrence of certain epidemics of

almost unexampled severity. By the middle of the century

there was a still greater decline, and in the third quarter the
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disease had disappeared or was disappearing from the greater

part of Western Europe. Eastern Europe continued to be

subject to epidemics for a much longer period, and in the

extreme East, Constantinople suffered almost up to our own
times.

Looking at the broad facts of the prevalence of plague after

the Black Death, we see then that there was a frequent recur-

rence of epidemics for about 300 years. At the end of that

time, or in the middle of the seventeenth century, there was

a general decline, and after that there was an unmistakable

eastward recession, to which law there were only occasional

exceptions, which might be compared to the sudden sparks

thrown out from a slowly dying fire. Thus Ireland, the

westernmost country of Europe, saw its last occurrence of

plague in 1651 or 1652. London, as is well known, has not

known the plague since 1666. Germany was nearly free at

the end of the seventeenth century, but had recurrent epidemics

at the beginning of the eighteenth. From this time on the

eastward recession is so marked that the limits of successive

epidemics may be denoted by the degree of east longitude to

which they extended. Thus, in the first decade of the eight-

eenth century an epidemic is recorded which advanced through

Germany and Scandinavia, but did not pass the tenth degree

of east longitude. In forty years then, dating from the

plague of London, there had been a recession of ten degrees

of longitude. The next westward invasion, in 1719, was

stopped at about twenty degrees east longitude in Poland.

On several subsequent occasions in the eighteenth century

the limit line passed through Galicia at about twenty-five

degrees east longitude.

Russia, the Danubiau Countries, and Turkey, continued to

suffer, but at length in 1841 even Constantinople (twenty-nine

degrees east longitude) saw the last of plague, and in 1845

it occurred for the last time in Egypt. To this law of eastward

limitation there have been only two great exceptions, and one

or two of trifling moment, viz. the great epidemic of plague

in the South of France in 1720, and that in Sicily in 1743,

while once in this century the disease found a temporary

lodgment in Italy at Noja. But in all these cases the disease

might reasonably be regarded as having been brought direct
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from the Levant, and these advances were only the fluctuations

of a definite retreat.

Since the middle of this century all the known seats of

plague are, with one exception, far to the east,—Persia, Meso-

potamia, the Himalayas, China, the only exception being

the isolated seat of plague at Benghazi, in Africa.

Now, the general facts given in the above summary cannot

be disputed. The history of plague in Europe from the

fourteenth century may be compared to a great tidal wave

coming in from the east, a period of high water lasting,

though with a gradual decrease of the level, for three centuries,

and a steady ebb, at first rapid, afterwards more gradual, for

two centuries more.

And just as when we watch the tide ebbing a wave now
and then of greater than usual force, or aided by some local

advantage, will run in farther than the rest, so from time to

time in France and Italy the general retreat has been broken

by a temporary advance, but for all that the ebb has been

in the main continuous.

It seems difficult to explain this in any other way than by
supposing that the disease was one indigenous in the East,

while in Europe, though nearly acclimatised for centuries, it

has been always more or less of an exotic, and required fresh

importations from time to time to keep up the stock. I know
it is customary to attribute the decline of plague to sanitary

improvements alone, supposing that it was formerly generated

by the filth and misery of the poor in the Middle Ages. But if

this were the sole cause the disease should have declined in pro-

portion to the growth of cleanliness and prosperity, not accord-

ing to geographical position. This, however, has not been

precisely the case. Holland, for instance, accepted the gospel

of cleanliness before England, but suffered from the plague

even longer ; and as I cannot but believe gave us the great

plague of 1665. Again, let us consider the social condition of

Ireland for many centuries. Here all the circumstances

known to foster diseases such as plague, namely, poverty, want

of cleanliness and so forth have been unfortunately much
more conspicuous than in England, as is shown by the preva-

lence of the allied disease typhus. But Ireland got the plague

later than England and lost it earlier, and, so far as I can trace,
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suffered less severely in all the later epidemics ; an advantage

wliicli can only be attributed to its geographical position,

Dublin being about six degrees west of London.

Cleanliness and sanitary measures generally have been arms

of priceless value in combating the plague, by making the

soil unsuitable for the growth of the specific germ, but they

cannot entirely explain its retreat. And another weapon

with which plague has been combated is exclusion, or the

means generally known as quarantine ; the utility of which

has also been very great, and of late years, I think, unjustly

depreciated. But the true way of stating the case seems

to be that with these two great weapons Europe has for

centuries been combating an invasion from the East of an

Asiatic disease.

Now, in order to test the truth of the assumption that

plague has really been an Asiatic disease, let us see if we can

still trace it in its Asiatic home, and if there are any facts

which lead us to suppose that it is there an indigenous or

endemic not an imported malady.

The facts of transmission in the fourteenth century clearly

point to Central Asia as having been the source whence we
derived the Black Death. In farther Asia there are at the

present time, or have been quite recently, two seats of plague,

without counting a nearer one in the highlands of Persia and
Kurdistan. One seat is in certain parts on the southern slope

of the Himalayas in Northern India. Another is in the

south of China, in the province of Yunnan and at Pakhoi on

the Tongkin Gulf.

Contemporary accounts of the Black Death all refer its

origin to some country far in the East, and mostly to Cathay

or China, though sometimes to India. Eussian contemporary

chronicles speak explicitly of the pestilence having first

appeared in China. The Mussulman chronicles, which unmis-

takably record an epidemic contemporaneouswith the European

Black Death, derive it from the " Laud of Darkness," by which

they meant the unknown regions in the north of Asia. The
Italian travellers speak positively of its prevalence in Tartary,

and name also the Cathayans or Chinese as having been

devastated by the pestilence.

All these reports mark out the line of advance, as having
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been through Tartary, north of the Himalayas, and point to an

origin still farther off in Eastern Tartary or China.

Now, the Chinese records confirm this to a certain extent.

In the years 1333 to 1347 terrible inundations, such as we
have quite recently heard of, produced famine in which

four millions of men are said to have perished, and at least

one great pestilence, credited with a mortality of five millions,

is recorded. All calamities, both social and physical, seem to

happen in that country on a stupendous scale.

It seems, therefore, not unreasonable to suppose that in

these Chinese pestilences we have the starting-point of the great

invasion of plague from the East, especially if we remember
that the movement of population through Asia was always

westward.

The only other hypothesis is that to which Professor Hirsch

has given the authority of his great name :—That the great

pandemic pestilence started from its home in Northern India.

This is quite possible, and it may be doubtful to which theory

we ought to give the preference.

The chief objection to the latter is that the wave of pestilence

must either have crossed the Himalayas northward (which was

not in the direction of the current of human intercourse), or

else have traversed the plains of India ; which from their torrid

climate are known to be inimical to, or even destructive of,

the germs of plague, unable as these are to bear a tropical

temperature.

Both the modern Chinese and the modern Himalayan

plagues precisely agree in symptoms with the European plague

of the Middle Ages, and have some features in common with

that special outbreak called the Black Death.

In both places there is one remarkable feature. The plague

seems to exist in the soil. When an epidemic is beginning,

rats are seen to come out of their holes and die, while cats,

dogs, cattle, and other animals are afterwards affected as well

as men. This seems to show that one has tracked the plague

to its original home in the earth. Whether this original

home be India or China, it is startling to find the old historical

disease existing in places, the distance of which from us in

space is comparable to the interval of time which separates

the present from the days of Edward III.
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One other historical pestilence supplies us with an instance

of a migratory epidemic which may still be found in its ori-

ginal homOj namely, the celebrated sweating sickness.

We read in the English histories that a terrible sickness

broke out in or around the foreign army with which Henry of

Richmond gained the victory of Bosworth Field, and soon

afterwards passed to London, where it produced great mor-

tality, causing the coronation of Henry YII to be put off,

and ultimately spread all over the country producing great

consternation.

To the doctors as well as to the people it was a new and

unheard-of malady, as is shown by some of the quaint popular

names which it received. From a parish register of later

date is quoted the following entry :
" The Sweat, called New

Acquaintance, alias Stoupe Knave and Know thy Master !

began the twenty-fourth day of the month." It disappeared

after a few months, however, but occurred again on several

occasions, once in the reign of Henry YII (1507), twice in the

next reign (1517 and 1528), and finally once more when

Edward VI was king in 1551. On this last occasion it was

observed by John Caius, an English physician, who wrote the

only medical description of the disease in this country which

we have.

Three of these epidemics passed over to the Continent, two

only as far as Calais and Flanders, but one of them, that of

1528, made the name of the English sweat terrible from the

Alps almost to the North Cape. Hamburg was the point

where it broke ground on the Continent, and a German ship

returning from England was the carrier of contagion.

In a short time, with the same rapidity as that with which

it had traversed England, it had passed southwards as far as

Switzerland, northwards to all the Scandinavian countries,

eastwards to Russia, and westwards into Holland and Flan-

ders. France alone—and here we have a memorable excep-

tion—France alone of all the northern countries escaped. But

the malady never spread south of the Alps.

I cannot, of course, dwell on the symptoms of this strange

disease, but only notice one or two points ; the remarkable

perspirations which gave it its name ; the extraordinary

acuteness of the disease, which was often fatal in two or three
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hours, and the rapidity with which it spread from one place

to another, so that in each spot the visitation lasted only a

short time, usually not more than a fortnight.

It was especially fatal to robust, free-living persons, not to

the poor and weakly ; in the words of Caius, " either to men of

wealth, ease, and welfare, or of the poorer sort, such as were
idle persons, good ale drinkers, and taverne-haunters."

Hence I suppose the nickname quoted just now, " Stoupe

Knave and Know thy Master." Certainly many men of rank
and note were among the victims.

Since the year 1551 the sweating sickness has been quite

unknown in this country, and in its old terrible shape equally

unknown on the Continent.

Are we then justified in saying that this historical pesti-

lence, like the Black Death, still exists as a living disease in

some part of the world ? Undoubtedly a malady does exist

which bears a very close resemblance to the old disease,

though less severe. It is a native or indigenous disease in

certain parts of France and of South G-ermany, and is known
by the name of the sweat of Picardie, or in German Schweiss-

Friesel.

Though not clearly distinguished till about 200 years ago,

there can be little doubt that it prevailed there long before.

More than 170 distinct outbreaks have been recorded, the

latest of which took place only last year, in 1887.

What if this disease should have been prevalent in northern

France when Richmond brought over his mercenaries, and if

this should have been the starting-point of the terrible

English sweat ? This is probably the true statement of the

case, though there are certain obvious difficulties which have

to be faced. First, that the French soldiers whom we
suppose to have brought the malady are not said to have

been infected with any disease. But we have seen, in speak-

ing of the Black Death, that those coming from an infected

place may bring a disease which either they have never taken

themselves or have had and recovered from. Next, why was
the English epidemical disease so much more severe than

the French indigenous disease ?

Here it must be said that the differences between the two,

which I do not discuss here, are differences of degree ; and
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on one occasion in South Grermany a short outbreak of the

modern disease presented symptoms precisely corresponding

both in nature and severity to the historical English epidemic.

Moreover, it is a general law that when a specific disease is

introduced among a population which has never been subject

to it before, and which offers a virgin soil for its growth, it is

more severe than in a country where it is at home, and where

the population has become inured to the infection. Not many
years ago a striking instance of this law was seen in the Fiji

Islands, when European measles was introduced there, and

spread with such rapidity and wrought such frightful destruc-

tion, that thousands perished from the attacks of the familiar

and not much dreaded visitant of our nurseries.

Now, I suppose the French sweat to have been to the

English people what measles was to the Fijians ; it became a

malignant pestilence instead of a common and comparatively

mild disease.

Another remarkable fact in the history of the sweating

sickness receives on the same theory a partial explanation,

namely, that France itself, though supposed to have been the

cradle of the disease, did not suffer when Northern Europe

was ravaged by the epidemic of 1528. This would be due, on

the view I am supposing, to the French people being inured

to the disease in a milder form and thus protected. Germany
and Scandinavia, on the other hand, were as little protected

as England, and when they once received the infection

suffered accordingly.

Time does not permit the further discussion of this in-

teresting question. But if I am right we have here another

instance of the intimate connection between the geography

and the history of specific diseases. Here also we have a

disease of historical interest presenting itself in modern times

as a native indigenous disorder. These modern plagues are

old foes with a new face, fortunately a somewhat less terrible

one than they showed of yore.
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APPENDIX.

As the foregoing lecture was intended chiefly for a non-

medical audience, I did not enter into any particulars neces-

sary to prove the identity of the ancient and modern diseases

which are compared together. But as the recent outbreaks

of the sweating disease in France have excited much interest,

it may be worth while to place some contemporary notices of

its nature and symptoms side by side with the account of the

English sweating sickness, as described by John Caius.

The little tract on the disease written in English by the

great Cambridge physician, has been reprinted by the Old

Sydenham Society as a supplement to Dr. Babington's trans-

lation of Hecker's ' Epidemics of the Middle Ages.' His

Latin treatise, ' De Ephemera Britannica,' is less known, but

as it is more scientific than the other, being intended for the

medical profession, and gives a much more precise account of

the symptoms, I shall ma>ke a quotation from that as well.

In his English tract, ^A Counseill against the Sweate,'

Caius gives a striking account of the suddenness and rapidity

of the attack. ''This disease," he says, "for the sudden

sharpness and unwont cruelness, passed the pestilence. For

this commonly giveth three or four, often seven, sometime

nine, sometime fourteen days respect, to whom it vexeth.

But that [the sweating sickness] immediately killed some in

opening their windows, some in playing with children in their

street doors, some in one hour, many in two it destroyed, and

at the longest, to them that merrily dined, it gave a sorrowful

supper. As it found them so it took them, some in sleep,

some in wake, some in mirth, some in care, some fasting and

some full, some busy and some idle, and in one house some-

time three, sometime five, sometime seven, sometime eight,

sometime more sometime all, of the which, if the half in

every town escaped, it was thought great favour."

He maintains that it should be called, not the sweat merely,

but ephemera, or a fever of one natural day. And of the

symptoms of this fever he gives the following account

:

''Quos ista (febris) invasit, istis modis torsit. Primo in-

sultu aliis cervices aut scapulas, aliis crus aut brachium
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occupavit. Aliis sensus erat veluti spiritus aut flatus calidi

per membra ea discurrentis. Una cum his subitus et sine

manifesta causa buic morbo insuetis largus sudor manavit.

Interiora calebant primo, postea ardebant, calore jam inde

ad extimas corporis partes diffuso. Sitis ingens, jactatio

inquieta. Cor^ jecur, atque stomachum male morbus habuit.

Haec omnia subsecutus est gravis dolor capitis, vanum lo-

quaxque delirium, post marcor, et inexpugnabilis pene dor-

miendi necessitas.

'' Rursum, aliis, principio cohibitus sudor est, frigebant

membra leviter; at postea erupit idem promotus, sed odore

gravis, colore in alio alius pro humore ratione, quantitate

subinde diminutus, subinde copiosus, substantia crassus.

Aliis nausea, aliis vomitus erat, sed perpaucis, et pene solis

ex cibo saturis. Omnes spiritum gravem et frequentem,

vocem gemibundam expedivere. Urina colore tincta leviter,

consistentia crassior, levamento ambigua, (nulla enim erat

naturae regula propter veneni impetum) caetera pro naturali.

Pulsus, si quis praetentat, concitatior, frequentior. Haec
certa morbi indicia erant.

" Quamobrem quibus sive his notis, sive mitioribus, sive

asperioribus profluxit sudor (profluxit autem plurimis) id

evenisse censeo non ratione morbi, sed aetatis, vestium, metus,

vini, cibi, affectus animi, exercitii, temporis, (etenim vigebat

maxime sub ardente Syrio ardoribus jam omnia obsidentibus)

aut certe ratione differentis vel levis causae. Nam quibus

remissior fuerat aeris pestis, et ex corpore minor occasio ipsa

quoque temperatior noxa erat, et nihil amplius quam corpus

levi calore sudoreque blando tentabat."

La Suettb Miliare in France.

To compare with these accounts of the old sweating sick-

ness I will quote a description of the modern epidemic, as it

was observed in certain districts of France in the years 1886-87.

There have been many accounts of this epidemic, but it will

be sufl&cient to quote one. I select, then, a very full descrip-

tion by M. Emile Parmentier of the epidemic of Suette Miliare

in the canton of Lussac-les-Chateaux, a rural district in
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the Department of Vienne, a part of the old province of

Poictou.^

The population of the district was about 10,000, among
which there 1200 cases of illness, and 130 deaths. In some
places a quarter of the population was attacked, and 10 per

cent, of the cases were fatal ; but in others the proportion of

cases, and the mortality were less.

The malady was evidently contagious, being carried from
one village to another. It attacked all ages and all classes,

but pregnant and suckling women were affected with special

severity.

Symptoms.—In a few instances only were there any pro-

dromal symptoms. In three fourths of the cases the onset

was very sudden. The patient, who was quite well the day
before, woke up in the night bathed in sweat, sometimes

accompanied by shivers. Then followed oppression and pal-

pitation.

The next day there were febrile symptoms,—white tongue,

anorexia, the conjunctiva sometimes injected, and headache.

The pulse was normal, or 80 to 90, the temperature 995° to

102° F., rarely higher, the urine scanty and high coloured,

the skin bathed in perspiration. The chief complaint was of

oppression, palpitation of the heart, and general weakness.

In the evening of the second day there was slight increase

of fever, and the patient began to be anxious and agitated,

till at 10 or 11 p.m. he became affected with a series of

attacks of suffocation, as if an enormous weight pressed upon
his chest and prevented his breathing. In severe cases the

anxiety and feeling of impending death were terrible. The
sweats continued to be abundant, but at daybreak there was
an improvement.

During the next day the symptoms were the same, but with
less severity. The urine became more and more scanty till it

fell to 800 or 400 grammes daily. This was the history of

the first three days.

Eruption.—On the night of the third or fourth day the

patient felt tingling sensations at various parts of the body.

The agitation and feeling of oppression became more intense,

and the fever higher. These symptoms were the signal of

> ' Revue de Medecine,' Sept., 1887, p. 725.
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tte outbreak of the miliary eruption. Vesicles appeared first

on the back and buttocks, next on the chest and forearms.

The eruption was rarely complete at once, but usually appeared

in two or three crops with an interval of twelve hours between

each, and each was accompanied by fits of suffocation and

renewed sweats.

The rash consisted either of clear vesicles, white miliaria,

or vesicles surrounded by a red areola, red miliaria, or began
with red spots like those of measles, afterwards becoming
vesicular,—the ruheolic form. Sometimes all these were com-

bined.

The other symptoms continued till about the sixth or seventh

day, when there was some improvement. The sweats dimi-

nished, the respiratory troubles were less, the temperature

declined, and the urine became more abundant. At the same
time the liquid of the vesicles became turbid and milky.

From the tenth or twelfth day desquamation commenced,

the epidermis being thrown off either in branny scales or in

sheets.

From this time the sweats ceased or nearly so, the oppres-

sion on the chest disappeared, and all the other symptoms
became ameliorated.

A critical polyuria took place generally on the second day

of desquamation, the urine becoming increased up to two

litres or more, and the urea in proportion. After this the

patient became convalescent.

With regard to the sweats, it is noted that they were gene-

rally abunciant, but not very excessive, unless, as was often

the case, the patients were injudiciously buried in feather

beds, and smothered up in blankets or quilts. The doctors

had difficulty in combating the popular belief that the exces-

sive sweating thus induced was beneficial. The foetid odour

of the perspiration sometimes observed was due entirely or

chiefly to want of cleanliness.

The period of incubation was very variable,—from two to

six or eight days after receiving the infection. The disease

was certainly not caused by malarial poisoning, but was clearly

transmissible by direct contagion. Indirect contagion, by
means of clothes and other objects was also recognised, and

even an infection of the soil was thought possible. The
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infection from dead bodies was thought to have a special

potency.

The question whether the modern French is the same as

the old English disease is one on which the reader may be

left to form his own opinion. I will only say that on com-
paring the above description with that given by Caius of the

English sweat, it seems to me evident that there is a great

general resemblance, but with at least two points of differ-

ence, viz. the longer duration of the modern as compared
with the old disease, and the presence of a miliary eruption,

which is not described in connection with the historical

sweating sickness. It seems, perhaps, not quite impossible

that this may have escaped the less minute observation of the

sixteenth century, or, on the other hand, it may have been
absent on account of the short and rapid course of the old

disease.

A more precise parallel with the English sweat is presented

by a singular isolated epidemic which broke out at Rottingen,

a small town of Franconia in Germany, in November, 1802,

and lasted for ten days only, having never been observed

there before or since.

The following account of the disease by an eye-witness

is quoted in Hecker's ' Epidemics of the Middle Ages :'^

" Strong, vigorous young men were suddenly seized with
unspeakable dread ; the heart became agitated and beat

violently against the ribs, a profuse, sour, ill-smelling perspi-

ration broke out over the whole body, and at the same time

they experienced a lacerating pain in the nape of the neck,

as if a violent rheumatic fever had taken possession of the

tendinous tissues. This pain ceased sometimes very quickly,

and if it then shifted to the chest the distressing palpitation

of the heart recommenced, a spasmodic trembling of the whole
body ensued, the sufferers fainted, their limbs became rigid,

and thus they breathed their last. In most cases all this

occurred within four and twenty hours. They did not all,

however, succumb under the first attack, but as soon as the

' Babington's translation, 3rd edition, 1859, p. 301.
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accelerated pulse had sunk to the lowest ebb of smallness and

feebleness^ a corresponding e£Eect being observable in the

respiration, the violent pain would in some cases return to

the outward parts. The patient then felt a benumbing pres-

sure and stiffness in the nape of the neck, and the pulse and

respiration became restored again as in health, but the per-

spiration continued to pour incessantly down the skin.

" This apparent safety was, however, very deceptive, for a

renewed palpitation of the heart unexpectedly commenced,

accompanied by a feeble pulse, and then death was often

inevitable. It was remarkable that the patients, though

bathed in perspiration, had very little thirst, and the tongue

was not dry, nor ever even foul, but retained its natural

moisture. With most, however, the urine was scanty, as the

skin, under the increasing debility, permitted too much fluid

to stream through its pores. If the disease passed off without

heating sudorifics then, in general, no eruption made its

appearance. The malady then continued till the sixth day,

but on the first only did it display its malignant symptoms,

for by the second the sweating diminished and lost every un-

favorable quality, so that increased transpiration of the skin,

without any other symptoms of importance, alone remained,

and on the sixth day the patient was perfectly restored."

This Eottingen sweating sickness seems tohave been nothing

else than the English sweat over again, but how it came to

break out suddenly after a sleep of nearly 300 years, and
then as suddenly to pass into oblivion again, are questions to

which no answer can be given.^

' For further information on the subject of this lecture I may refer to my
articles on "Plague" and " Sweating Sickness " in the ' Encyclopsedia Britan-



EOUE CASES OE CHRONIC EAR DISEASE

FOLLOWED BY

INTEACRANIAL COMPLICATIONS AND DEATH.

By JOHN S. BRISTOWE, M.D., F.R.S.

The four cases wliicli form tlie basis of this short paper

were all admitted under my care into St. Thomas's Hospital

within a period of a few months, and the three which are of

chief interest within a period of three weeks.

The latter three were almost identical in all their most

important features. The patients were adults who had suf-

fered from deafness, and no doubt from occasional earache

and discharge, for years. The attacks which proved fatal

varied in duration from sixteen to nineteen days. They
began with pain in or about one of the ears, attended with

more or less abundant discharge; and the symptoms which

were exhibited while under observation were mainly pain, not

so much in the ear as on the corresponding side of the head

and at the back of the head and neck, tenderness about the

mastoid process, and tenderness and swelling in the course of

the internal jugular vein, pyaomic temperature running up in

two of the cases to 107*2° and 107-4° respectively, and in the

other to 105"4°, associated with frequent rigors, occasional

slight rambling, and towards the close drowsiness and coma.

There were no fits, and, with one exception, no paralysis, and

VOL. XVII. 9
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there was no affection of the pupils or fundi of the eyes. The
exception referred to was the coming on of paralysis of one of

the external recti in one of the cases. The symptoms, in

fact, were rather those of pygemia or septicaemia than those of

cerebral disease. Had it not been for the presence of obvious

ear disease and of pain in and about the head, and of tender-

ness and swelling in the course of the internal jugular vein,

there would have been little, if anything, to justify the

diagnosis of intracranial lesion. Further, in all of them the

main affections discovered after death were, in addition to

disease of the ear, thi'ombosis of the lateral sinus, and more or

less distinct evidence of the presence of pyaemia or septicaemia.

In the case in which paralysis of one of the external recti was

noticed, there was, additionally to affection of the lateral

sinus, some inflammation of the meninges in the neighbour-

hood of the sella turcica, involving the sixth nerve of the

same side, and slight softening in the cerebellum.

The fourth case, which was also one of chronic ear disease,

differed from the others in the facts, that the patient was

suffering from tuberculosis (the ear disease and chronic

disease of the hip being probably both tubercular), and that

his ear disease induced, not inflammation of the lateral sinus,

but diffused meningitis, and an abscess in the temporo-

sphenoidal lobe. The fatal symptoms, indeed, were mainly

those of meningitis, and (coming on only the day before

death) some evidence of hemiplegia, due, doubtless, to the

presence of the cerebral abscess.

I may add that in all of the cases, according to my recollec-

tion, the question of operative interference was considered,

and, after due consideration, in each case was abandoned on

grounds that seemed to be sufficient.

Case 1. Chronic ear disease; suppuration in lateral sinus

and internal jugular ; pyeemic temperature with rigors ; death.

—Charles W—, a porter, aet. 24, was admitted under my
care on the 12th April, 1886.

He had had smallpox seven years before but no other

serious illness. He had been deaf, but for how long was not

clearly ascei"tained. His present ailment had begun five

months previously with pain in the right ear and discharge
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from it. For two or three days before admission he had

also suffered from pain in the back of the neck and on the

right side of the head, and on the 11th he had had an attack

of shivering and vomited three or four times.

State on admission (2 p.m.).—A healthy-looking man; but

he was complaining of pain on the right side of the head,

and was suffering from a rigor^ his temperature being 103°

and his pulse 144.

At 7.30 in the evening his temperature was 105,° his pulse

90, his respirations 27, and he was suffering from another

rigor. He was complaining of severe pain in the right side

of the head, with tenderness on percussion over the cervical

spine, and pain on moving the head. He was very deaf with

both ears, but most so with the right. On each side the

membrana tympani was destroyed, the promontory was ex-

posed, and there was a discharge. His tongue was covered

with a fine white fur, he had anorexia, and his bowels were

constipated. There was no paralytic condition of any part,

no mental impairment, and all the abdominal and thoracic

viscera were healthy.

He lived for a fortnight, during which time his symptoms
varied somewhat, but his condition gradually deteriorated.

His deafness became, if anything, more profound. His pain

was inconstant, was often absent, and on the whole dimi-

nished. The pain in the ear and side of the head practically

subsided a few days after admission, but the tenderness

referred to the cervical spine, and the pain in moving his

head, were complained of more or less during the greater part

of his illness. On the 21st it was noted that he had great

pain at the back of the neck, and especially behind and below

the right ear, and also that there was some fulness and

tenderness in that region. During the last few days of life he

did not appear to suffer at all.

His temperature was of the pyaemic character, and varied

between 107-2° and 96°. From the 12th to the 24th inclusive

there was no day on which it did not reach 105° or more, and

not unfrequently two such rises were noted in the course of

twenty-four hours. On the 14th the temperature reached

107° in the evening; on the 15th 106-8°; on the 17th 107-2°

in the morning, and 106 8° in the evening; and on the 18th,
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19tli, and 23rd 106-4°. On the day before death it ranged

only between 99° and 101*6°, and at the time of death it was

102°. The patient had frequent rigors and profuse sweatings.

The rigors generally came on as the temperature was rising,

and occasionally when it was at its height. On one occasion

he had a rigor when the temperature was only 99* 2°, but it

was rising, and in the course of three hours reached 105°.

For the most part the pulse varied from about 108 to 144,

and the respirations from 32 to 40. His urine, which was

generally high-coloured and of pretty high specific gravity,

never contained any albumen. On one or two occasions it

was noticed to be alkaline, and to deposit a large quantity

of mucin with stellate carbonate of lime crystals. His bowels

were confined, his appetite bad, and his tongue coated. He
was rarely sick.

The patient never presented a trace of paralysis, either local

or general ; and his eyes (examined by the ophthalmoscope and

otherwise) appeared quite healthy. During the greater part

of his stay in the hospital he was sensible, though irritable

and drowsy, and inclined to ramble when his temperature was

high. His hands were often markedly tremulous. During

the last few days he appeared to be wholly unconscious during

the continuance of high temperature ; and he became more

drowsyj though often waking with a sudden start, and restless

movements of his hands and legs.

He lost flesh rapidly during his illness, and especially he

became excessively feeble. On the 24th, some dulness on

percussion, with tubular breathing, was noticed at the

posterior part of the left side of the chest; and he was

breathing at the rate of 86 in the minute. On the next day^

the 25th, his temperature (as before stated) had fallen; his

respirations (which averaged 80 in the minute) were of the

Cheyne-Stokes character; he was only partially conscious,

and evidently moribund. His pupils were contracted, his

tongue dry and glazed. He continued to sink, and died early

on the morning of the 26th.

Autopsy.—The dura mater was normal, excepting that it

presented a greenish hue over the right lateral sinus. This

canal was filled with thickish, dirty, salmon-coloured pus, and

its walls were lined with inflammatory Ijmph. All the other
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sinuses were healthy. There was superficial softeuiug with

discolouration of the portion of the brain in contact with the

discoloured area of dura mater. But in every other respect

the brain and its membranes were entirely healthy. The

right ear was examined, and its cavity (together with, the

mastoid cells) was found full of cheesy matter, which enve-

loped the ossicles. The right internal jugular vein, as far

down as the angle of the jaw, was full of the same kind of

pus as that found in the lateral sinus. Below the angle the

vein was empty.

No disease was observed in any other organ of the body.

There were no infarcts. .

Case 2. Chronic ear disease j thrombosis of lateral sinus;

septicaemia ; death.—Thomas C

—

, an engineer, set. 35, was

admitted under my care on the 27th April, 1886.

He had been quite deaf of the left ear since he was about

thirteen years of age, but he had had no pain until a year

previously, since when he had had occasional discharges from

it. On the 21st of April he caught cold, had an attack of

earache and discharge, and three days later was compelled

to take to his bed on account of his increasing illness. Since

the 24th he has had much pain in and about the ear, with

pain and swelling about the upper part of the sterno-mastoid

muscle, sweating, vomiting, and attacks of shivering.

State on admission.—He was perfectly sensible, and with

no trace of paralysis. He was quite deaf with the left ear,

from which there was an abundant offensive purulent dis-

charge, and the membrana tympani of which was destroyed.

He had much pain on the left side of the head and neck.

There was tenderness about the mastoid process, and much
tenderness with some swelling corresponding to the upper
half of the sterno-mastoid. No pain or tenderness was com-
plained of in the cervical vertebrjs. Eyes healthy in all

respects. Skin hot and dry; temp. 105°; pulse 120; urine

acid, sp. gr. 1015, free from sugar and albumen. Thoracic

and abdominal viscera apparently all healthy.

The patient went on badly, and died on the 7th May. He
suffered during the first week from pain in the head, not

always localised ; but latterly seemed pretty free from pain.
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There was always tenderness and pain along the anterior

edge of the sterno-mastoid, especially just below the ear,

together with some vague swelling of the same region, and

during the last day or two of life the tenderness extended in

the course of the jugular down to the clavicle. The discharge

from the ear diminished, and finally ceased.

The temperature reached its highest point (105*4°) on the

day of admission, after which it varied between 98° and 104°.

From the 30th April to the 5th May it never rose above
102 "8°. The variations were very irregular. During the first

six days rigors occurred once or twice a day ; subsequently

they disappeared. After the first day or two the patient

began to ramble, and thenceforth rambling was pretty con-

stant, although generally he could be roused to answer ; also

after this time he passed his evacuations unconsciously.

A day or two before death dulness and crepitation were

observed over the lower part of the right lung.

His pulse varied in rapidity from 90 to 140, the respirations

from the normal to 48 ; his urine, which was generally of high

specific gravity, was always free from albumen.

No paralysis, anaesthesia, or convulsions ever appeared,

and there was never any trace of squint, inequality or inaction

of the pupils, or affection of the fundi.

He became gradually more and more drowsy and uncon-

scious, and weaker, and died without further symptoms on the

morning of the 7th, his temperature at the time of death

being about one degree above the normal.

The post-mortem examination was made by my house

physician (the late Dr. Hutton) after the body had been

removed from the hospital. The head alone was opened.

There were no signs of disease either of the brain or of its

meninges. The left lateral sinus contained a decomposing

clot, which blocked up the sinus almost as far back as

the toi'cular herophili. There was extensive caries of the

petrous bone.

Case 3. Chronic ear disease; phlebitis of lateral sinus;

slight meningitis; pysemia ; death.—William L—, set. 21,

came under my care on the 30th April, 1887. He had suffered

for many years from affection of the left ear; and a fortnight
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previous to admissiou had been attacked with headache, pain

at the back of the neck, and discharge from the left ear, which

had continued.

On admission.—He was a strongly-built man complaining

of great pain in the head, and a general feeling of illness.

He was sensible but not acute, answering questions slowly

and hesitatingly. His pain was mainly occipital and very

severe. There was uo definite earache, and no swelling or

tenderness in the neighbourhood of the ear, or in the course

of the internal jugular vein. There was a little very offensive

discharge from the left ear, and the membrana tympaui was

perforated. There was no affection whatever of the eyes, and

no paralysis of any part of the body. The tongue was coated,

the pulse 120; the urine acid, sp. gr. 1028, and free from

albumen. The thoracic and abdominal organs appeared all

to be healthy. The temperature on the day of admission was

never below 103°. At 2 p.m. it was 104-2° ; at 8 p.m. 104-6°
;

at 11.10 p.m. 106°, and he had a rigor; and at 11.40, 107-4°.

At this time he was delirious but not violent.

On May 1st he was in much the same state. He still

suffered from very acute occipital headache, and (though

generally sensible) was inclined to ramble, especially when his

pyrexia was very high. His temperature did not sink below

102-4". At 4 a.m. it was 104°, at 6.30 p.m. 105-4°, and he had

a rigor; at 10.20 106°, and he had a second rigor; and at 11

it reached 107°.

On the 2nd, he was still complaining of intense pain at the

occiput, of pain at the back of the neck, aggravated by move-

ment, and of much pain and tenderness at the angle of the

left jaw. But there was no discolouration or swelling, and

very little discharge from the ear. He stated that he saw

double, and there was obvious weakness of the left external

rectus ; but the eyes were healthy in other respects. Tongue

coated; took food fairly well; not sick; very restless, and

inclined to ramble and mutter. The lowest temperature to-

day was 101-4°, but at 5 a.m. it was 105*8°, and he had a

rigor.

During the next few days his temperature ranged from 101°

to 104' 6°, and he had no more attacks of shivering. He
continued to complain of severe pain and some tenderness in
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the occipital region, back of the neck, and at the angle of the

jaw, and occasionally of slight earache. He also complained

at times of pains shooting down the back, and in the arms and

legs. He rambled, yet could generally be roused to answer

sensibly, and his hands and arms were tremulous. The pulse

varied from 120 to 156; the respirations rose to 60, and the

urine showed a trace of albumen. His squint continued. On
the 4th he complained of pain on the left side of the chest,

and loud friction-sounds were detected there.

On the 7th, it was noted, that the patient was quieter than

he had been ; that he rambled, but answered when spoken to

;

that his hands were in constant movement, as though he were

trying to do something with them, and tremulous ; that he

still suffered from pain in head and neck and chest ; that

there were evidences of pleurisy on both sides; that his pulse

was 150, and his respirations 60 and irregular. He also had

slight tenderness in the legs. He gradually sank during the

day, and died at 5 a.m. on the morning of the 8th. His

temperature at the time of death was 104*4°, and twenty

minutes later it was still 104'4° in the axilla, and 106*8° in

the rectum. The patient never had any other paralysis than

that of the left external rectus during his illness, or any con-

vulsions.

Autopsy.—On removing the brain, the dura mater over the

roof of the left tympanum was slate-coloured, and partially

detached in an area about the size of a sixpence. The bone

beneath was very soft, and in one spot (about 2 lines in

diameter) perfoi'ated, the hole being plugged with cheesy

matter. The internal ear was lull of similar material, and
disorganised. The ossicles were absent. The membrana
tympani was soft, pulpy, and of a dull red colour. The
external meatus was empty.

The left lateral sinus presented some soft, dark-coloured,

recent coagulum, and a little pale fibrinous clot adherent to

the wall. It did not contain pus, and was not plugged. The
jugular vein was healthy.

On the under surface of the left temporo-sphenoidal lobe,

near the tip, was a small slate-coloured patch. There was no

softening, but the discolouration extended to some little depth

into the brain-substance. There was also a small patch of
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meningitis, with effusion of lymph limited to the neighbour-

hood of the chiasma, and involving the third and sixth nerves

on the left side. The corpus dentatum in the left lobe of the

cerebellum was indistinct, and obviously softened. In other

respects the brain was healthy.

A few enlarged lymphatic glands were discovered around

the left internal jugular vein, close to the skull.

Both lungs presented numerous pyasmic infarcts, and the

pleurae over these were covered with laminee of recent lymph.

About half a pint of turbid fluid was found in each cavity.

The other thoracic and abdominal organs were softened,

but in other respects healthy. None of them contained

infarcts.

Case 4. Old hip disease ; caries of ear followed hy menin-

gitis, abscess of brain, delirium, hemiplegia, 8fc.—Frederick

O—, a schoolboy, set. 16, was admitted under my care

October 6th, 1886. When three or four years old he was run

over and injured in the left hip, which suppurated and dis-

charged on and off up to two years ago. Since that time he

has had a discharge from his right ear. He fell down some,

stone steps six weeks ago, struck his head, and thenceforth

seems to have had more definite symptoms of ear disease, and

general illness. On the 2nd, he is said to have become

delirious.

On admission, he was constantly moaning, talking to him-

self, picking at the bed-clothes and imaginary things in the air,

and could not be got to answer questions coherently. His

head was kept rigid, and the attempt to move it caused pain.

There was an offensive discharge from the right ear, but no

swelling or tenderness in the neighbourhood. He did not

squint, the pupils were dilated (the left being slightly larger

than the right) and contracted to light, the discs were normal.

There was no facial or other paralysis. The left leg was three

inches shorter than the other, and there were numerous scars

about the hip-joint. His tongue was coated, his bowels con-

fined, his temperature 100°, and his pulse 78. There was no

evidence of thoracic or abdominal disease.

His delirium soon passed into unconsciousness, his pupils

became contracted, and both these and the conjunctivoa
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insensitive, and his urine was passed unconsciously. His head

remained rigid and somewhat retracted, and on the evening

of the 7th it was noticed that, while he was constantly moving

the right arm and leg, the left limbs were kept perfectly still,

but there was no squint and no paralysis about the face. His

temperature varied usually from 100° to 101'6°, but on the

morning of the 7th he had a rigor, and it rose to 103 "2°, and

just before death it reached 104-8°. The pulse varied from 78

on admission to 120, and the respirations rose to 36. He died

comatose early on the 8th.

Post-mortem examination.—There was general meningitis,

with effusion of lymph and pus in the meshes of the pia mater,

and an abscess (about the size of a Tangerine orange, and

containing thick, curdled, dirty-looking, offensive pus) was

found in the right temporo-sphenoidal lobe. The dura mater

covering the roof of the right tympanic cavity was softened,

greenish-coloured and perforated, and the bone corresponding

to it was carious. Apart from the affection of the ear and

hip (which parts were not particularly examined) the only

other indication of disease was the presence of a few miliary

tubercles at the apex of the right lung.
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SUPPUEATING DEEMOID CYST, OF OE
NEAE THE OYAKY,

TREATED BY ABDOMINAL SECTION.

By CHARLES J. CIJLLINGWORTH, M.D., F.R.C.P.

By one of ttose accidents of practice that are bj no means
uncommon, and that we can yet never help regarding as

curious, it has happened to me to have three cases of suppu-

rating dermoid cyst under my care within the comparatively

short period of six months. These cysts are always of con-

siderable interest, both clinical and pathological. I propose

to restrict myself in this paper to the clinical aspect of the

cases.

Case 1.—Annie H—, set. 39, married, residing in Lambeth,

was admitted into Adelaide Ward May 1st, 1888.

She has had twelve children and three miscarriages. She
was an exceptionally healthy woman until the last mis-

carriage, which took place three months ago in the fourth

month of pregnancy, since which time she has done no work
and has been much in bed. She has had no pain and no

vaginal discharge, but has suffered from vomiting, diarrhoea,

and progressively increasing weakness, and has lost flesh.

The patient looks pale and ill. The abdomen is swollen.
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more particularly on the left side, but its walls remaia flaccid.

There is a freely ruovable tumour, firm and elastic. Every-

where the percussion-note is resonant. The upper limit of

the tumour is immediately above the umbilicus. No fluctua-

tion can be detected in it. The measurements are :

Girth at umbilicus ...
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The right ovary was now brought into view. It was found

to be enlarged to the size of a hen's egg, and cystic. It was

free from adhesions and easily removed.

There being no glass drainage-tube long enough to reach

to the bottom of Douglas's pouch, an india-rubber drainage-

tube, 5| inches long, was inserted at the lower angle of the

wound, after cleansing the peritoneal cavity. The abdominal

wound was closed with silkworm-gut sutures, powdered with

iodoform, and covered with a wood-wool pad and a many-
tailed flannel bandage.

The operation lasted an hour and a quarter.

The larger tumour was found to contain, besides pus, hair,

teeth, and nipples. The smaller one was not suppurating
;

otherwise its contents were similar to those of the larger one,

only that they were embedded in a mass of yellowish, greasy

material. The tumours were exhibited as a card specimen, at

the Pathological Society, by Mr. Shattock ('Trans.,' vol. xxxix,

p. 442.

The patient recovered very favorably. The tube was

removed on the morning of the 12th. On the 14th the bowels

acted freely after an enema, and urine was, for the first time,

passed voluntarily. All the stitches were removed on the

15th, except that at the site of the drainage-tube. On
the 18th there was noticed some puffiness of face, and

the urine was found to contain a considerable quantity of

albumen.

Discharged June 2nd, quite well, except that there was a

trace of albumen in the urine.

The following is a record of the temperature from the day

of operation :

May 10.—4 p.m
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Mayl4.—8a.m 100-4° May 16, a.m gS'S"

Noon 100-4 p.m 98-6

4 p.m 99-6 17, a.m 98-6

8 p.m 99-8 p.m 986
Midnight 99-2 18, a.m 98-6

15.—4 a.m 98-8 p.m 99-8

8 a.m 98-6 19, a.m 99-6

N3on 98-8 p.m 99-4

4 p.m 99-2 20, a.m 98-6

8 p.m 98-8 p.m 98-0

Midnight 99-0

Remarks.—There are one or two points of interest in this

case. The chief of these is the fact that the patient had had
fifteen pregnancies in spite of the condition of the ovaries, and
that her last pregnancy had terminated in a miscarriage at

the fourth month, only three months before her admission.

After such an experience one would find it difficult to define

the precise amount of ovarian disease that is necessary to

render a patient sterile, and, from this point of view, the case

has an important bearing on the question as to how far it is

justifiable to remove ovaries for trifling lesions during the

child-bearing period of a woman's life. It is easy to say that

the ovaries in any given case are so diseased that conception

is impossible, but such statements are shown, by accumulating

experience, to be very difficult of proof. It is becoming more

and more evident that ovaries should not be lightly condemned

to extirpation, inasmuch as we have no criterion by which to

pronounce them incapable of performing their function.

Another noteworthy feature in the case is the tympanitic

note elicited on percussion over the main tumour. That this

was due, not to the presence of intervening intestine, but to

the accumulation of gas in the cyst itself, was proved by per-

cussing the tumour when it was exposed at the operation.

Dr. Malins, of Birmingham, has recently called attention to

three or four instances of a similar kind in a paper read

before the Birmingham and Midland Counties Branch of the

British Medical Association, and published in the ' Lancet,*

September 15th, 1888, p. 514,^ and the third case in the

present series affords another example of the same phenomenon.

^ 'On the Presence of Air in Suppurative Swellings of the Abdomen.' By
Edw. Malins, M.l)., M.U.C.P.
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It; only occurs when the contents of a cyst are undergoing

suppuration, of which there are almost invariably well-

marked constitutional indications. Although, therefore, the

possibility of its occurrence under these circumstances must

be borne in mind, this does not detract from the value of

percussion as a means of diagnosis in abdominal swellings

generally.

The patient was very ill at the time the operation was

undertaken, evidently from the absorption of septic material

which was continually going on from the suppurating cyst.

Hence the adoption of antiseptic measures had not the usual

result of ensuring freedom from marked pyrexia during con-

valescence. As no fresh absorption, however, could now take

place, the septicsemic condition did not long continue, and

after the fifth day the temperature was practically normal.

On the ninth day, a somewhat unusual complication ap-

peared. The face and hands were noticed to be puffy, and

on examining the urine it was found to contain a large

quantity (one third) of albumen. The urine had been

examined before the operation, according to the invariable

routine, and was then free from albumen, so that the kidney

affection had somehow or another become developed during

the convalescence. It was, however, of very temporary dura-

tion. In two days the quantity of albumen had become con-

siderably diminished, and in a fortnight there was scarcely

more than a trace to be discovered. The patient did not

experience any constitutional ill effects during the attack of

nephritis, and when last I heard of her she was perfectly well.

Case 2.—Emily D—, set. 36, married, residing at Brixton

Hill, was admitted into Adelaide August 23rd, 1888.

She had been confined of her fourth child nineteen weeks

previously. Her first three labours had been natural. Six

months after the birth of the third child she was laid up for

thirteen weeks with an attack of peritonitis ; after this she

was quite well, there being no vaginal discharge and, so far

as was known, no abdominal swelling. Her last delivery was

instrumental, and even then was accomplished with difficulty.

She became feverish soon afterwards and had much vomiting.

The catheter was required for a week. The lochia were



114 Suppurating Dermoid Cyst

arrested. A fortniglit after the labour a purulent discharge

took place from the vagina; this went on for a few days,

when the flow not being very free the opening in the vagina

was enlarged by the medical attendant. The purulent dis-

charge continued for thirteen weeks, gradually diminishing in

quantity ; it then suddenly became more profuse and very

offensive and a further opening was made. Not long after

this a quantity of horribly offensive, pultaceous material

passed, together with a quantity of hair, three or four inches

in length. This offensive discharge has been going on up to

the time of admission. The patient has endeavoured to occupy

herself in the house, but found that she was becoming thinner

and weaker, and was never safe from a sudden outburst of

ill-smelling discharge. An abdominal swelling had been

noticed for the first time by the medical attendant about six

weeks after the confinement.

On admission, she was pale, wasted, and very ill. She com-

plained of pain in her back and in the lower parts of the

abdomen, of an abdominal swelling, and of a foetid discharge

from the vagina.

A rounded tumour was found in the right iliac region,

extending a little to the left of the middle line and upwards as

far as the level of the umbilicus. The tumour measures five

inches by five inches, and is movable from side to side and

also slightly upwards and downwards. Fluctuation doubtful.

The percussion-note is dull over the centre of the tumour and

comparatively resonant at its margins.

The vagina is shortened ; the posterior wall measures only

two inches from the vaginal orifice, the anterior measures

still less. The posterior fornix is obliterated, the finger

passing directly into the os uteri. Above the vagina pos-

teriorly is a hard rounded mass. Just inside the os uteri, on

the posterior wall of the cervix, can be felt an irregular

depression, such as would be caused by inserting a trocar.

In the absence of any discoverable opening in the vaginal

walls, this depression may be taken to be the spot where

the abscess burst and where it still dischai'ges. Uterus

movable, pushed slightly to the left, and normal in the length

of its cavity.

On August 30th an incision four and a half inches long was
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made in tlie middle line of the abdomen. The omentum pro-

truded. On pushing this to one side a round, pearly-white,

movable tumour was seen, extensively adherent to the omentum
and surrounding parts. After separating adhesions the pedicle

was secured, and the tumour removed entire. It proved

to be a dermoid cyst of the right ovary, five inches in

diameter, containing a brownish-yellow mass of the consist-

ence of paint, mixed with a quantity of hair. The pelvis was
now explored and a second tumour discovered, springing from

the same side and occupying Douglas's pouch. It was adhe-

rent throughout, the adhesions being specially firm in front

near the cervix uteri. It was carefully and with much diffi-

culty detached all round, a quantity of highly offensive pus

flowing from the vagina during the manipulation. Before

separating the adhesions in the immediate neighbourhood of

the opening the pedicle was secured and divided. It was

necessary to tie it close to the right cornu of the uterus. The
remaining adhesions were then separated : a gush of highly

offensive gas escaped with a distinct '^ whiz," and the tumour,

partially collapsed, was lifted quickly out of the body. It was

a little smaller than the other one, and its contents, thick

sebaceous material mixed with hair, were in a state of suppu-

ration and of an extremely offensive odour. A portion of the

omentum, where adhesions had been separated and where
there were many bleeding points, was ligatured in two places

and removed. The peritoneal cavity was repeatedly washed
out with hot solution of boracic acid, and a glass drainage-

tube passed through the lower angle of the abdominal wound.

The wound above the tube was closed with sutures of

silkworm gut. After the patient had been removed to the

ward and had rallied a little from the operation, the vagina

was thoroughly douched with hot boracic lotion.

Some sickness followed the operation ; none after 2 a.m. on

September 2nd. No distension occurred. The wound was
dressed, and the drainage-tube emptied by pipette night and
morning until the morning of September 1st, when the dis-

charge was so slight in quantity, and so entirely free from

admixture with blood, that the drainage-tube was removed,

and the lower angle of the wound closed by a suture that had

been passed at the time of the operation and left untied.

VOL. XVII. 10
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On September 9tli, the temperature remaining high, a

vaginal examination was made. The uterus was found fixed,

and the region of Douglas's pouch was full, hard, and tender

to the touch. Much mucus is discharged per anum. On the

following day a quantity of pus escaped from the lower angle

of the wound. The stitches were removed on the 11th, and
an india-rubber drainage-tube was passed into the wound
where the opening had occurred. Later in the day a large

quantity of ill-smelling pus escaped by the side of the tube,

soiling all the dressings, and pouring out beyond them. The
discharge became daily less offensive and smaller in quantity,

but on the 19th an escape of pus took place from one of the

suture tracks in the abdominal wound. A free opening was
made, and the discharge soon ceased. On the 21st the

patient was able to sit up in bed, and on October 13th she was
discharged well. She presented herself five weeks later

looking stout and well.

The following is the temperature record :

1K88.
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1888. Temp. 1888. Temp.

Sept. 5, midnight 100-0° Sept. 10, 7 p.tn lOl-*"

6,4a.m 996 midnight 101-2

9a.m 99-4 11, 4 a.ra 99-6

noon 99-4 9 a.m 990
8 p.m 100-2 4.30 p.m 1012

midnight 99-4 8p.m 1020
7,4a.m 1000 midnight 100 8

9a.m 99-4 12, 4 a.m 996
7p.m 100-0 9a,m 99-4

midnight 101-0 7p.m 1000
8,5a.m 99-6 midnight 99-4

9a.m 99-8 13, 4 a.m 97-4

4p.m 101-6 9a.m 990
8p.m 1020 4p.m 1004
8.30p.m 101-0 8p.m 99 4

9,4a.m 99-2 14, a.m 980
9a.m 98-4 p.m 99

p.m 102-0 15, a.m 980
Sept. 10,4a.m 99-2 p.m 980

9a.m 99-0 16,a,m 98 2

Remarks.—In this case the tumour situated in Douglas's

pouch caused a serious obstruction to labour, necessitating the

employment of considerable force in the use of the forceps.

That suppuration of the cyst-contents was due to injuries

received during parturition seems probable from the following

considerations, viz. : (1) The patient had no symptoms of

illness before labour; (2) such symptoms presented them-

selves very shortly after labour, and were followed, in a fort-

night, by a purulent discharge from the vagina. Careful

vaginal examination, repeated on several occasions while the

patient was in the hospital, did not result in the discovery of

any opening, large or small, in the walls of the vagina itself.

There was, however, a distinct scar just within the cervix uteri

on its posterior aspect, where a slight irregular laceration had
taken place and had partially healed. The legitimate inference

is that a laceration of the posterior wall of the cervix, not

involving the os externum, and extending into the subjacent

connective tissue, occurred during parturition, and that the

cyst in Douglas's pouch, having become inflamed in conse-

quence of the severe pressure to which it had been subjected

during the passage of the child, suppurated and eventually

gave way in the direction of least resistance, viz. through the
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lacerated cervix. The communication thus established between

the cyst and the exterior of the body speedily resulted in

putrefactive change within the cyst, so that the discharge,

which was at first without odour, soon became horribly

offensive. The opening must have had more or less of a

valvular character throughout, inasmuch as the discharge

took place in gushes. This circumstance told greatly in the

patient's favour at the time of operation, for, although a

profuse purulent discharge issued from the vagina during the

separation of the cyst from its adhesions, none of the fluid

with which the peritoneal cavity was irrigated at the close of

the operation found its way through the opening, and no fluid

passed at any subsequent period during the convalescence.

It will be noticed that after the operation suppui-ation took

place in the abdominal wall, near the lower angle of the

incision and in the track of one of the sutures. This is a

very rare occurrence now a days, and, so far as my experience

goes, only takes place in patients who are the subjects of septi-

C£emia at the time of operation, and not always even in them.

If it be asked why, instead of performing abdominal section,

I did not content myself with enlarging the aperture and
emptying and draining the suppurating cyst through the

vagina, I reply that this would have been, for several reasons,

an unsatisfactory proceeding. For example, the contents of

the cyst were known to be thick and to be mixed with hair,

so that a very large opening would have been necessary,

and even then the emptying of the cyst would have entailed

a long period of suppuration and drainage. Further, suppos-

ing this to have been accomplished, the abdominal tumour

would have still remained. On these and other grounds,

which will at once suggest themselves to the surgical mind, it

was thought desirable to open the peritoneal cavity and
endeavour to remove the tumours completely.

Case 3.—Mrs. Marian M—, aet. 35, the wife of a Wesleyan
minister, admitted to St. Thomas's Home under my care

August 30th, 1888, has had four children and five mis-

carriages. First menstruated at eleven, and ceased entirely

twelve months ago.

Had severe haomorrhages at the time of her miscarriages.
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Her last labour (at term) took place twelve years ago, and
was a very difficult one. Instruments were employed, and she

was under tlie influence of chloroform for seven hours. After

this she had a very severe illness, lasting a month, attended

with inflammation of the bowels. The abdomen has been

large from that time, but nothing was known of the existence

of a tumour until the doctor found it out a few weeks ago,

during present illness.

Her present illness began on July 19th, 1888. She had
been feeling unusually weary for more than a week when she

awoke one night with excruciating pain, felt first in the

vagina. She had difficulty in micturition, which, with the

pain, made the doctor suspect stone in the bladder. Two or

three days later she had an attack of shivering. The severe

pain lasted about ten days, but there has been more or less

pain ever since, and she has been confined entirely to bed
with feverish symptoms—thirst, loss of appetite, and headache.

Vomiting occurred, not of food, but of mucus two or three

times a day. She has also had shortness of breath, and
constipation, which, a week ago, gave place to diarrhoea.

Has also had pain down the right leg. She is a dark-com-

plexioned woman, wearing a look not of emaciation but of

considerable prostration. She lies flat on her back, generally

with the knees drawn up, and seems disinclined to move.

She is very drowsy, but is not delirious.

The abdomen is considerably and uniformly distended;

everywhere resonant on percussion, and tender to the touch.

A large tumour can be felt between umbilicus and pubes, but

the tympany is too great to permit the distinct mapping out

of its outlines. The measurements are as follows :

Girth at umbilicus

Distance from umbilicus to pubes

II ,« ens. cart.

„ „ ant. 8. sp. r. ilium

M » >i 1. ilium

38 in.

• 2 >>

9 „

9^ ..

The uterus is normal in length and direction. The urine is

free from albumen. The record of temperature, &c., during
the first two or three days after admission was as follows :
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Pulse. Reap.

140
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acid, an exceedingly curious discovery was made. Projecting

into the cyst at its lowest part was the healthy right ovary,

and to the outer side of this was the middle portion of the

Fallopian tube, also normal in appearance, with a portion of

the subjacent fold o£ the broad ligament. No opening could

be found by the side of these structures. The ovary was
simply lying on the floor of the cavity, like a sessile growth

from its wall, and the adjacent loop of Fallopian tube had the

appearance of having been accidentally included within the

cyst during its development. Both were left as they were.

It was useless to think of separating and removing the cyst,

and it was therefore decided to be content with emptying and
draining it. Two india-rubber drainage-tubes were accor-

dingly inserted, one at the upper and the other at the lower

angle of the incision, and the incision between them was closed

with sutures of silkworm gut. A wood-wool pad and many-
tailed flannel bandage were applied, and the patient placed

in bed.

For the first few hours the discharge consisted of blood-

stained fluid without odour, but at 6 a.m. on the following

day it became unmistakably faecal. The patient's general

condition had meantime improved. No discharge having

passed from the upper tube, it was removed on the third day,

and the upper angle of the incision was closed.

On the 6th, 7th, and 8th of September the passage of semi-

liquid faeces from the remaining tube was constant and abun-

dant. On the 9th the discharge was much slighter and less

offensive. At 3 p.m., and again at 7 p.m., a soap-and-water

enema was administered, resulting in the passing, per anum,
of a formed motion. On changing the pads over the abdo-

minal wound they were found to be slightly stained by the

enema. On the 10th an enema was again administered, but
without result. The discharge from the drainage-tube was
purulent and scarcely at all offensive.

A consultation with the Resident Medical Superintendent
of the Home was held in the afternoon to determine as to the

advisability of reopening the wound, and attempting to close

the intestinal fistula. It was decided that as the symptoms
had become more favorable, it would be better not to inter-

fere. The stitches were all removed, and a larger drainage-
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tube introduced. Next day, the 11th, there was a profuse

foetid discharge, but without feecal odour. The lower angle

of the wound opens into a cavity 1^ inches deep by 1| inches

long, and | inch wide, lined with granulations and filled with

foetid pus. This cavity communicates, by a sinus running

upwards beneath the abdominal incision, with the opening at

the upper angle, where the second drainage-tube had lodged.

At the bottom (posterior part) of the cavity pus was seen

welling up from an opening into which a drainage-tube could

be passed for some distance directly backwards.

On September 12th the patient's general condition was,

for the first time since the operation, alarming. She looked

prostrate. A patch of redness appeared on the right cheek,

and a bedsore, which had been present for several days, looked

glazed and indolent. She was ordered to have champagne.

An enema resulted in the passing of a lumpy but otherwise

natural stool. The discharge was very free, but had no

faecal odour. A solution of potassium permanganate was

injected into the bowel ; none came out at the wound.

Next day the patient had improved, and from this time her

progress towards recovery was continuous. She was allowed

to sit up on the 20th, and on October 13th she went home.

The bedsore had almost healed. The abdominal wound was
gradually closing, and had a healthy appearance. A drain-

age tube was still worn, passing to a depth of about 2^

inches.

Her medical attendant has written several times since she

left to report progress. In a letter dated November 21st,

1888, he says: "Mrs. M— continues to do well. Her
strength is slowly returning ; appetite good ; sleeps well.

She is free from pain and discomfort. Her temperature

remains at all times normal, and the pulse is seldom over 100.

. . . . The sinus from which I removed the tube (on

the 7th November) remains open and discharges a little

offensive pus, not so much or so offensive as it was two or

three weeks ago. I can still pass a probe to a depth of about

3 1 inches."

On January 8th, 1889, he tells me that Mrs. M— is gaining

strength, and worked for some time the previous day at a

sewing-machine. She still has some discharge from the
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wound, and finds herself better when she is wearing a small

drainage-tube.

The record of temperature, &c., for the fortnight following

the operation is subjoined.

1888. Temp. Pulse. Resp.

Sept. 3.-4 a.ra 100-8° ... 108 ... 34

8a.m 100-2 ... 116 ... 36

Noon 102-4 ... 118 ... 40

Operation 2 p.m.

4p.m 100-4 ... 120 ... 40

8p.m 101-4 ... 128 ... 44

Midnight 1000 ... 110 ... 40

4.—4a.m 996 ... 110 ... 40
-^* 8a.m 99-8 ... 112 ... 40

Noon 99-8 ... 112 ... 40

4p.ni 99-4 ... 108 ... 40

8p.m 100-4 ... 120 ... 44

Midnight 1006 ... 120 ... 44

5.—4a.m 99*2 ... 118 ... 40

8a.m 99-0 ... 104 ... 40

Noon 98-4 ... 104 ... 40

4p.m 100-2 ... 108 ... 44

8p.ni 99-8 ... 120 ... 44

Midnight 100-6 ... 104 ... 36

6.—4a.m 98-8 ... 102 ... 36

Sa.m 99-8 ... 104 ... 40

Noon 99-4 ... 104 ... 36

4p.m 99-6 ... 108 ... 40

8 p.m 100-8 ... 104 ... 40

Midnight 101-4 ... 112 ... 42

7.—4a.m 99-4 ... 100 ... 44

8a.ui 99-0 ... 112 ... 44

Noon 100-4 ... 112 ... 44

4 p.m 990 ... 112 ... 48

8 p.m 100-4 ... 120 ... 44

Midnight 98-4 ... 104 ... 44

8.—4a.m 99-6 ... 100 ... 32

8a.m 99-4 ... 102 ... 36

Noon 99-4 ... 104 ... 36

4 p.m 101-0 ... 112 ... 36

8 p.m 100-2 ... 104 ... 40

Midnight 100-4 ... 100 ... 32

9.—4a.m 992 ... 102 ... 32

8a.m 98-4 ... 100 ... 36

Noon 99-8 ... 112 ... 36

4 p.m 990 ... 100 ... 36
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1888. Temp. Pulse. Kesp.

Sept. 9.-8 p.ni 1000° ... 112 ... 36

Midnight 100-4 ... 104 .. 34

10.—4a.m 99-2 ... 104 ... 36

8a.ni 97-6 ... 100 ... 32

Noon 99-4 ... 104 ... 32

4 p.m 990 ... 120 ... 32

8 p.m 990 ... 104 ... 32

Midnight 99-4 ... 106 ... 32

11.—4 am 99-4 ... 93 ... 28

8a.m 97-4 ... 100 ... 32

Noon 99-6 ... 104 ... 36

4 p.m 100-4 ... 94 ... 36

8 p.m 98-6 ... 104 ... 36

Midnight 99-4 ... 100 ... 30

12.—4a.m 99-2 ... 105 ... 30

8 a.m 98-8 ... 104 ... 36

Noon 99-8 ... 112 ... 36

4 p.m 99-4 ... 104 ... 36

8 p.m 100-4 ... 104 ... 32

Midnight 98-8 ... 108 ... 38

13.—4a.m 97-8 ... 100 ... 34

8 a.m 98-4 ... 110 ... 36

Noon 97-4 ... 94 ... 36

4p.m 99-4 ... 96 ... 36

8 p.m 101-2 ... 112 ... 36

Midnight 1002 ... 100 ... 28

14.—8 a.m 97*4 ... 96 ... 24

8 p.m 98-6 ... 104 ... 32

15.—8 a.m 98-6 ... 96 ... 32

8 p.m 98-4 ... 96 ... 24

16.—8 a.m 984 ... 100 ... 28

8 p.m 1004 ... 104 ... 36

17.—8 a.m 98 2 ... 100 ... 32

Remarks.—The diagnosis in this case was obscured, as in

Case 1, by the presence of gas in the cyst, giving rise to a

tympanitic note on percussion. In fact, so symmetrical was

the distension of the abdomen, and so universal the resonance

that if I had not had the assurance of my friend Dr. Maguire,

who had seen the patient in consultation before the swelling

had become so tense, and had satisfied himself of the existence

of a tumour, I should have had serious doubts whether there

was one or not. The operation was undertaken as being the

only means of clearing up the case, and the only chance of

saving the patient's life. I did not feel able to make an
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accurate diagnosis, but the probabilities pointed in the direc-

tion of rupture of a suppurating cjst. The extremely offensive

character and unnatural appearance of the stools suggested a

communication with the intestine. Though such a communi-
cation was not discovered during the operation, subsequent

events showed that one existed. Fortunately it closed spon-

taneously a week after the operation.

The most remarkable circumstance attending the operation

was the discovery of the right ovary and a portion of the

right Fallopian tube within the cavity of the cyst. I have
no theory to offer in explanation of this. But the fact is

incontestable, as Dr. Edmunds, who kindly assisted me at the

operation, will testify.

The result of the operation has so far been much more
satisfactory than could have been reasonably anticipated.

Except for the inconvenience of the suppuration that still

goes on from the interior of the collapsed cyst, the patient is

now in a comfortable condition and is improving every week.

Whether the sinus in the abdominal wall will ever entirely

close it is impossible to say.

All three cases had this feature in common, viz. that the

patient was unaware of the existence of a tumour, until sym-
ptoms of septicaemia called attention to the fact.





NOTES

OUT-PATIENT OASES IN THE EYE

DEPAETMENT.

By J. B. LAWFOED, F.R.C.S.

ASSISTANT OPHTHALMIC SURGEON.

The brief notes of the cases here narrated are in many
respects incomplete ; my only excuse for this is the difficulty

of obtaining a full history and description of particular cases

among a large number of out-patients. For the notes of some

of these cases I have to thank Mr. Nettleship.

Three small groups, into which these cases naturally fall,

may be headed :

1. Atrophy of optic nerves (hereditary form).

2. Amblyopia, nystagmus, day-blindness.

3. Albinism, amblyopia, nystagmus.

GeoUP 1.

Case 1. Atrophy of optic nerves in the three male members

of a family ofseven; congenital colour-blindness in at least one

of these; similar affection in a first cousin.—James H—

,

set. 32, police constable, was sent to me on April 13th, 1888,

by my colleague, Mr. MacKellar. He complained of failure
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of sight, which he said began seven weeks previously, when
he found he was unable to recognise faces at a long distance.

The failure rapidly increased till one week before his visit to

the hospital, since then no change has occurred.

^ r R. ^ aud 19 J.

1^
L. ^ and words of 18 J.

Pupils equal and react well to light and with convergence.

He is aware that he has always been colour-blind. His wife

states that he would mistake " red for green or green for red."

Fields of vision, measured on the perimeter, are slightly

contracted in the inner and outer periphery, the right rather

more so than the left. No note has been made of the ophthal-

moscopic appearances at this date; there were no marked

changes.

The patient is a powerfully built, healthy-looking man ;

makes no complaint except of his sight. Has always had

good health. Knee-jerks present. No ataxy. About three

months ago he reduced his weekly allowance of tobacco from

two ounces to one ounce ; the exact reason for this I could not

ascertain. No history of syphilis.

May 30th, 1888.—Has not smoked at all since last visit.

Thinks there is no change in his condition.

r R. ) ^, fixation eccentric, words of 18 J. badly.
'

(^
L.

j
Pupils as before.

Fields of vision more contracted (see Charts).

Ophthalmoscopic examination.—R. O. D. certainly too white.

L. 0. D. less pale, but colour suspicious. No change in the

retinal vessels in either eye. Media clear.

October 3rd, 1888.—Vision has deteriorated considerably

since last visit. There is now bare P. L. in each eye. R.

pupil 6*5 mm., L. pupil 6 mm., both act well to light. The

discs are now very white and there is a little want of defini-

tion in their contour. Retinal vessels not altered. No other

changes in fundus.

Patient now states that he " cannot sleep at all." Appetite

is good. Complains of " shooting pains " in loins. Right

knee-jerk present, but feeble; left knee-jerk not obtained.

This patient's family history is important and interesting.

Nothing noteworthy concerning previous generations was

forthcoming, but the following details of his brothers and
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^^

sisters were obtained. The family consisted of four females

and three males.

1. Female, aet. 39.

2. Female, set. 37. ^Have good sight.

3. Female, agt. 35.

4. James H—, aet. 31. My patient.

5. Harry H—, set. 28. 1 „ , ^ ^^ ^

6. George H-, set. 25.;
^''^'^'y'''"'^-

7. Female, set, 22. Has good sight.

Three first cousins (two brothers and a sister) on mother's

side are nearly blind. One of these (male) lost his sight

gradually when about nineteen years old. The other two
" are different."

No. 6, George H—, came, at my request, to the hospital

and the following notes were made :

Six years ago, when set. 19, he attended Moorfields

Hospital under the care of Mr. Waren Tay, for rapid failure

of sight. The following extracts from his out-patient paper

which he brought to me, give accurate information of his con-

dition at that time.

,.KT r. n J 1000 XT R- less than -g^ ; 16 J. at 6.
"November 2nd, 1882.-Y. ^o'

;

XJ, It/oo Ulid/LL it Q i\ , J-v* 'J' <*u U.

" Ophth.—Choroid thin round disc, which is normal, but

small."

A week or so later a sketch of the right fundus oculi was

made, showing a small recent hsemorrhage close to the disc-

No heart disease.

The elder brother, Harry, No. 5 in family, was evidently

examined at Moorfields at this date, and of him it is noted,

" V. failed gradually five years previously, now advanced

atrophy of discs, no signs of past neuritis ; V. = 20 J. barely."

"November 30th, 1882.—Haemorrhage has disappeared;

R. 16 J.
^'

L. 16 J.

" January 18th, 1883.—No change.

"June 14th, 1883.—Both discs pale; V. ^' gQ^j^^^'

" May 12th, 1884.—V. = 19 J." He now ceased to attend

This patient, George H— , had been to the Westminster

Ophthalmic Hospital on September 6th, 1882, and on his out-
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II n.

patient letter, wliicL I saw, liis vision is noted
j ^'' H.m., 1 D.

By November 2nd, when he first went to Moorfields, vision

was reduced to <-^\^, so that the failure had been very rapid.

When seen at St. Thomas's, May 2ndj 1888, his condition was
as follows :

,f„ R. letters 19 J., incorrectly.

L. letters 20 J.

" R. P. 3 mm., action to light defective, action with accom-
modation good. L. P. the same.

" Oj^hth.—0. Ds. greatly atrophied, very white; large

atrophic cup in each. Retinal arteries certainly diminished,

and in R. there are very slender white lines along an artery

running downwards. No other evidence of previous papillitis."

Patient is in very good health. Thinks his sight has

improved a little since he attended at Moorfields.

The other brother, Harry, No. 5 in family, is said to be
" more blind " than James or George. I have been unable to

see him, as also the cousins who have defect of sight. I

do not know the history as to the use of tobacco in any of

these cases, with the exception of the first.

Case 2. Atrophy of optic nerves coming on in adolescence^ in

the eldest of a family of seven, tivo living. Epilepsy in the

mother.—Walter H—, ast. 20, bookbinder, was brought to

the hospital on March 4th, 1886, by his mother, from whom
the history of the case was obtained.

Till about two years previously the patient had been able to

see well, and had learned his trade; it was then noticed that

he did not see well. The defect gradually increased, and has

been as great as at present for twelve to fifteen months.

The patient is the eldest of seven ; he was a weakly baby,

but he did not have snuffles or skin eruption.

2. Male, died aged two years, of " consumptive bowels.'^

3. Male, healthy, intelligent.

4. Female, stillborn.

5. Female, died aged one year, cause unknown.
6 and 7. Died aged one year, of " diarrhoea."

Walter H— has not had any of the usual diseases of child-

hood, and has only once been laid up, and then with a frac-

VOL. xvii. 11



162 Out-Patient Cases in the Eye Department.

tured femur. He has never been a " sharp " boy, but of late

has become more dull and quiet. He seems, however, when
spoken to, fairly intelligent. He has rather a large, somewhat

square head.

The father of patient is a healthy man; the mother has had

three epileptiform fits at long intervals, but with this excep-

tion has had good health.

On admission, patient's sight is extremely bad. He can

with each eye separately see a hand moving before him, but

is unable to count fingers. Pupils : Right 4*5 mm., left 3*5

mm., action to light scarcely noticeable.

Ophthalmoscopic examination— Each eye, media clear.

Advanced atrophy of optic disc, which is greyish white.

Edges of disc are fairly sharply defined ; no noticeable exca-

vation. Veins are bordered by white lines. Arteries little

if at all contracted. No retinal or choroidal changes. The
appearances might have been the result of atrophy following

inflammation of optic nerves, but were also consistent with

so-called '^primary'' atrophy; and I thought this to be on

the whole the moi-e probable. Moreover, there was a com-

plete absence of history of any illness with brain symptoms

either recent or remote.

I was unable to see this patient again ; although I wrote

to him to come to the hospital he did not attend.

Remarks.—The above cases without much doubt are exam-

ples of hereditary optic atrophy, a class of cases to which

Leber ('A. f. 0.,' xvii, 2, 'p. 249) first drew particular atten-

tion in 1871. In the family under our notice, as in many
recorded cases, the disease, so far as the history obtained is

reliable, was not, strictly speaking, hereditary; it occurred

in persons of the same generation, viz. three brothers and one

first cousin (possibly three first cousins). It is noteworthy

that (in accordance with the facts elicited by other observers)

the taint probably came through the mother, the cousin simi-

larly affected being the nephew of the mother of our patient.

The age at which the disease began followed the general

rule in three of the four attacked. In one (my patient) its

onset was delayed till the age of thirty-one.

In this patient, James H— , the failure of sight was very

rapid ; his vision was reduced when I first saw him to ^, and



Ovt-Patient Cases in the Eye Department. 163

the evidence was, I thiuk, trustworthy that a noticeable

dimness in sight had only begun seven weeks previously.

The ophthalmoscopic appearances were those of so-called

" primary atrophy/' and no good evidence of an inflammatory

pre-atrophic stage was obtained.

In the case of one brother, however, George H—, a retinal

haemorrhage was observed dui'ing his attendance at Moor-
fields, and the ophthalmoscopic appearances now are in some
slight degree suggestive of previous neuritis.

In Leber's cases, which he called "hereditary optic

neuritis," there were usually more evident fundus changes,

such as haziness of the margins of the disc, lines along the

retinal vessels, and spots or streaks of exudation in their

neighbourhood, with some diminution in their calibre.

Case 2 in this group is, perhaps, less typical. There is, so

far as I could ascertain, no family history of similar affection,

and, in fact, the only history of importance is that of epi-

lepsy in the mother. In some of the recorded cases of heredi-

tary optic atrophy a history of epilepsy was obtained in the

patient, or in a brother, sister, or parent.

Since Graefe's paper appeared a number of observers have

written upon this subject. In the last volume (1888) of the
* Transactions of the Ophthalmological Society of Great

Britain ' are two instructive papers by Dr. H. Habershon and

Mr. E. A. Browne, on cases belonging to this category.

Group II.

Case 1. Amblyopia, nystagmus, day-blindness, and colour-

blindness in two male members of a. family offive.—Arthur J—

,

aet. 18, complains of inability to see well, and " blinking and

weakness" of his eyes in the daytime, but says he is much
more comfortable and can see better in the dusk. His mother

states that his sight is " a lot better " in the evening.

rR. ^, not improved. H.As., 1"5 D. horizontal, 2 D.

^ J
vertical.

'

j
L. -^. not improved. H.As., 2*75 D. horizontal, 4 D.

L vertical.

Each eye reads 1 J, by the aid of a strong + lens.

The left eye has a faint corneal nebula, and diverges.

Pupils wide and sluggish.
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Constant quick^ irregular nystagmus, usually lateral but

at times vertical.

Ophthalmoscopic examination.—No gross disease in optic

disc, choroids, or retina; owing to the constant nystagmus it

is impossible to speak positively as to fine choroidal or retinal

changes.

Colour vision yqyj defective. When examined with

Holmgren's wools patient picks out, as exactly alike, light

green and pink, green and various shades of brown, rose and

purple, yellow and blue-green.

Fields of vision somewhat contracted.

Eight, Upwards 35°. Left, Upwards 40°.

Downwards 65°. Downwards 65°.

Outwards 75°. Outwards 75°.

Inwards 55°. Inwards 45°.

This patient is one of five children. A short account of

his elder brother James was given by Mr. Nettleship in the

' Ophthalmic Hospital Eeports,' vol. xi, pt. iv, p. 375. As
further particulars have now been furnished by the mother, I

may repeat some details of the family history. Her five

children are living and healthy.

1. George is a sailor, and has good sight.

2. James, set. 20, vide ' O. H. E,.,' xii, iv.

3. Arthur,

4. Frederick has good sight.

5. Female, aet. 14, has good sight ; is in a situation as a

servant.

The eldest child had " thrush " very badly, but no other

symptoms indicative of syphilis. A miscarriage occurred

between Nos. 1 and 2, and another between Nos. 2 and 3.

There is no history of defective sight in any of the relatives :

the father and mother and all four grandparents had good

sight. No consanguinity in parents.

The patient, Arthur, subsequently came to the hospital on

a dark, foggy afternoon. He said that on such a day he

could see "well," though his acuteness of vision when tested

by types was no greater than at the previous trials.

Case 2. Amblyopia, nystagmus, day-hlindness, in the two

youngest children of a family of three; parents first cousins.—
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Arthur H

—

, aet. 3i years^ was brought to the Eye Department

by his iQother March 25th, 188(3. His eyes have been

noticed by his parents to be constantly moving ever since

early babyhood, and for some time past the child has shown

signs of defective sight. " He cannot see out of doors, except

on dull days ;" '' In the house he can see to pick up a pin ;"

" His sight is always better in the evening;" these statements

were made voluntarily by the mother. The patient is a

*' delicate '' child, but has had no serious ailments; he did

not have ophthalmia neonatorum. There is as yet no evident

mental defect.

Although it was difficult to test the child's sight, there was

evidence of it being defective ; he certainly could not see well

in bright light, and seemed more comfortable when wearing

smoked glasses. There was constant nystagmus, but I have

no note of the direction of the movements, nor of the condition

of the pupils. Colour vision was not tested. Ophthalmoscopic

examination was made after the use of ati-opine, and the notes

say " Optic discs ? pale ; they are certainly paler than those

of the elder sister; no changes in choroids or retinae; media

clear."

The patient is the second of three children, all of whom I

have examined.

(1) Female, set. 6, has good sight, no nystagmus. Opthal-

moscopic appearances normal.

(2) Patient, Arthur.

(3) Edith, set. 8 months^ in good health. The mother

thinks the child sees well ; she is less averse to bright light

than the brother. There is constant nystagmus, the " twitch-

ing " of eyes has been noticed " since birth."

Ophthalmoscopic examination.—Certainly no gross disease.

The child was not anaesthetised however, and consequently

examination was not very thorough.

A miscarriage occurred between Nos. 2 and 3.

The parents of these children were first cousins, and both

had good sight ; the father gave a doubtful history of defec-

tive sight in his mother ; but no other family history of import-

ance was forthcoming.

I did not see these patients again, and have no information

as to the further development of the symptoms.
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Remarhs.—This group includes four cases belonging to two

families, and should, perhaps, be entitled "congenital day-

blindness with colour-blindness," under which heading Mr.

Nettleship published a paper descriptive of similar cases in

vol. X of these ' Reports.' In my cases, however, the age of the

two patients in the second family precluded the examination

of their colour sense, and although there is scarcely a doubt

that they belong properly to the same group as those of the

first family, and that therefore their colour vision is defective,

I have not mentioned colour-blindness in the heading.

The association of mental defect with this form of con-

genital amblyopia has been noted in several cases ; in the

cases here recorded there is in the first family no such con-

dition, nor in the second family, so far as can be judged at

present.

A family history of similar or allied defects is wanting in

each case ; in the second family there is consanguinity in the

parents.

One point of interest in these and like cases, and upon

which we want information, relates to the nystagmus.

Is this really congenital ? If it be not, at what age does it

appear ? We are constantly told by mothers and relatives of

patients that the " dancing " of the eyes has been present
" since birth," but I do not know that nystagmus has been

noted by a skilled observer either at or within a few days of

birth. We are also as yet unaware of the exact relation

which it bears to the amblyopia. Is it, even partially, cause

or effect ?

Group III.

Case 1. Astigmatism, amblyopia, nystagmus, in the two

fair-haired members of a family of six.—Josephine McC—

,

aet. 18, and her sister Mary, get. 13, came to St. Thomas's

Hospital, under the care of my colleague Mr. Nettleship, in

October, 1887, complaining of defective sight. Examination

gave the following results :

Josephine.

„ R. < ^, 4- 5 D. cyl. axis vertical -2^ ; 6 J. at 8".

L. same.
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Pupils active to light and accommodation. Irides blue-

grey. T. n. Marked rapid oscillatory movements of both

eyes. These movements are of greater extent but less rapid

when she puts any of the ocular muscles on the stretch by

looking to one side. Colour vision good.

Mary.

R. 2^ + 4 D. cyl. axis vertical -^ partly ; 2 J. barely

at 8".

L. "2^ + 4 D. cyl. axis vertical -j^ partly; 1. J. barely

at 8".

Pupils normal in action. Irides blue-grey. T. n.

Nystagmus movements similar, but less marked than in

the sister's case. Colour-vision good.

The mother of these patients who came with them stated

that the " dancing " of their eyes dated from an attack of

scarlet fever twelve years previously, and thinks that the

movements of the eyes were worse when they first came on

than now. Neither patient had ophthalmia neonatorum.

Family history (from mother).—No history of defect of

sight in relatives. Mother healthy, V., E,. and L. = |-.

Father has chronic rheumatism; his eyes are steady, and

sight good. Six children are living, two have died, and

there was one miscarriage.

1. Sex ?, set. 20, healthy.

2. Josephine, set. 18.

3. Died set. 9 months, " fits."

4. Miscarriage.

5. Died set. 3 years, "scarlet fever" 12 years ago.

6. Mary, set. 13.

7. Louisa, set. ll^^

8. Rose, set. 9 L healthy.

9. Male, set. 7 J
Josephine and Mary both had " fits " when teething, but

otherwise were healthy babies. Both had scarlet fever badly

when aged six years and one year respectively ; their eye

symptoms are said to have begun after recovery from the

fever. Only one other child had scarlet fever, viz. No. 5,

who died in the attack.

These two patients are of very fair complexion, and have

light flaxen hair. The elder has much lighter hair and a
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rather fairer skin. They are, however^ not nearly as fair as

albinos. All the other children are said by the mother to

have dark hair but blue eyes ; all have good sight. The two
next below Mary, viz. Louisa and Rose, were subsequently

examined. They have almost black hair and blue eyes. No
nystagmus, sight good. The former has H. 1*5 D., the latter

H. "5 D. in each eye.

Case 2. Astigmatism, amblyopia, nystagmus, in three alhi-

notic inembers in a family of Jive.—Katherine McK—, set. 29,

single, came under my care on January 1st, 1888, complaining

of defective sight.

R. unaided < -^^ ; 8 J. at 5".

L. unaided < -^ ; 6 J. at 5".

When atropised she chose for each eye + 3 D. sph.>

+ 4*5 D. cyl., axis vertical, and with this combination each

eye read g^. No defect of colour vision. Fields of vision

not measured. Pupils normal; constant lateral nystagmus,

which has been noticed since early childhood. No ophthal-

moscopic changes.

The patient is an albino, although her hair has rather more

colour than that of many albinos. Her irides are very light

blue, not so completely devoid of pigment as sometimes seen

in this class of people. She has good health, and sees well

enough to attend to household duties.

Family history.—Parents living, both dark complexioned,

both have good sight. Mother had some fair-haired sisters,

but none so fair as patient; they had good sight. Father

has one fair-haired brother, his sight is good. Father's other

brothers were dark haired. No history of defective sight or

colour-blindness in collateral branches. My patient is one of

seven children of one father.

1. M. (child of first wife), died abroad; had good sight.

2. F., set. 29, Katherine.

3. M., set. 27, a clerk (see below).

4. F., set. 25, schoolmistress.
Children of

5. F., set. 23.1 Dark hair, eyes steady, [ ^^^^^^ ^^.^^^

6. M., set. 22. J sight good.

7. F., died, set. 18, of " consumption and

fever."
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Of the above, Nos. 2, 3, and 4 are albinos, and all have

nystagmus and defective sight. No. 3 attended at St.

Thomas's in 1887 under Mr. Nettleship, from whose notes I

abstract the following :
" Wears glasses ordered here five

years ago ; they are + 4 5 D. sph., + 3"5 D. cyl. axis vertical,

with these V. = g-^g- and 6 J, Marked lateral nystagmus."

No. 4 in the family I have seen but have not had an oppor-

tunity of examining her eyes. She is rather more albinotic

than her sister K— ; wears glasses constantly, they were

ordered at Moorfields and " specially made for her." She is

a schoolmistress and gets on fairly well ; she is said to have

no colour defect. Her eyes " dance " constantly.

Hemarks.—In this group I have put together short notices

of five cases (four females and one male) from two families,

presenting very similar symptoms. In each family the fair-

complexioned members suffered, while the dark haired chil-

dren escaped; the two sisters McC—, though very fair, were

not albinos, but the three members of the second family

certainly were.

The ocular symptoms were almost identical in the five

cases, and all showed a high degree of hypermetropic astig-

matism (? third case in second family). They were all free

from any other congenital defect, and were of quite average

mental capacity. In each family there was a complete absence

of history as to similar or allied conditions in previous genera-

tions or collateral branches.

In the ' Ophthalmic Hospital Eeports,' vol. xi, pt. 4, p. 366,

Mr. Nettleship has published a remarkable history of a very

similar condition affecting the blue-eyed males of two colla-

teral branches of the same family ; in this family the defect

is known to have occurred in three geuei-ations. All the

females and all the dark-eyed males escaped, while nearly all

the blue-eyed males suffered.

In those whom Mr. Nettleship had an opportunity of

examining a high degree of ametropia was present : in one

patient myopic astigmatism in the right eye, hypermetropic

astigmatism in the left. In the other patients there was high

hypermetropic astigmatism, as in the cases narrated above.

These cases are of very considerable interest, and compara-

tively rare. As one of the forms of congenital amblyopia,



170 Out-Patient Cases in the Eye Department.

they are allied to those of Group II, but differ from them

very markedly in some details. What is the exact connection

between the nystagmus and the ametropia, and to what

extent, if at all, one is dependent upon the other, and also the

relation in which both stand to the congenital absence of

pigment, are questions as yet quite unanswered.
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Introduction. The senses, their employment and education.

Perception and Reflection. Method in observing. Self-reliance.

Beading. Objective and subjective evidence. Consistency of

signs and symptoms with each other. Symmetrical examination

in disease or injury. Effects of treatment. Reasoning on

things observed. Books and their use. Conclusion.

The ability to make a correct diagnosis in disease or injury

depends on experience obtained from personal observation.

The experience derived from the observation of others is of

comparatively little value : we cannot observe with other

people's senses. It may seem paradoxical to say that there

may be a form of experience without intelligent observation ;

yet such^ in a certain sense, is the case. I have known men
whose opportunities of seeing and of treating disease have

been far beyond the average, yet upon whose opinion I should

place very little reliance, because they have failed to improve

their opportunities by cultivating the habit of thoughtful

observation, and have neglected to record and classify facts

which are brought under their notice in daily practice. I

1 Read before the Physical Society of the Hospital, Oct. 18, 1888.



172 Cultivation of the Faculty of Observation.

have also known some very advanced students—and when do

we cease to be sncli ?—who seem to be incapable of ap-

pi'eciating original observation, and who, when anything

which is new to them is pointed out, enquire whence it was
indirectly derived. Others, again, are always making dis-

coveries, conceiving that what they learn, by observation, for

the first time must be new. The latter class are far more
hopeful than the former. They evince a power of observation,

which requires discipline, culture and modesty, to render it

effective and valuable. We often see a similar contrasted

tendency in practice ; some young men being devoid alike of

resource and of confidence in their treatment of disease

:

whereas others, in an overweening reliance on physic, are

constantly experimenting and making imaginary discoveries
;

treating the organic laboratory as if it were a chemist's dis-

pensary, bound to obey all the laws of the inorganic world,

and to respond to their ideas of the way in which each

ingredient in their prescriptions ought to behave. They
begin at the wrong end, failing to observe the potential

influence of vitality on all such meddling, and ignoring the

benignant tendency of nature in the relief of disease, and in

counteracting the too often mischievous interference with her

operations. In each extreme the result may be traced to the

same cause, defective or ill-trained observation.

I remember a remark of Mr. Travers, when I was his pupil,

which sank into my mind, as pithy sayings will do in youth,

when the mental wax is soft and impressionable. I was

telling him of something which I thought to be new and, no

doubt, correspondingly important. His rebuke was a gentle

one. " You will find," he said, " many old dishes served up

under new covers." My experience has certainly verified this

prediction, especially since the variation and complication of

names has rendered modern nomenclature somewhat perplex-

ing to older pathologists. At least I have found it so. It is

not infrequently difficult to recognise old friends when intro-

duced under new names. Nevertheless, these re-discoveries,

if they are real and not imaginary, are among the most

valuable of the stores laid by for future use. They are not

borrowed, but realised property, the value of which is ap-

preciated, and which will not be wasted or lost.
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It is unnecessary to remind you that we obtain all our know-

ledge of the world around us through the medium of our

senses ; and upon their education much of our future useful-

ness depends. In animals the relative development of the

different senses is determined by their habits and require-

ments; and sight, hearing and scent, severally, attain a

degree of perfection in different species, as in the eagle, the

deer and the blood-hound, far exceeding that in the human
race. But the range of man's senses is much more expanded
than that of other animals, in, for example, the appreciation

of form, colour and beauty by the eye, of melody and harmony
by the ear, and of various odours and tastes. The delicacy of

the sense of touch in the tips of the fingers is also a natural

endowment of great value ; whilst the capacity of the sense

of taste is largely called into requisition and appreciated by
the educated palate of the epicure.

It is said, and I believe with perfect correctness, that the

senses of sight and hearing are much more acute in the

savage than in the civilised man. This, no doubt, is partly

due to inheritance; but more especially so to education.

This delicacy of sensuous perception is rendered necessary

for them, as for animals, by their environment, to enable

them to survive amid the difficulties and dangers which
surround them : it is by observation that they acquire that

accuracy in seeing and hearing on which their lives so much
depend.

This acknowledged acuteness of the senses in savages

induced a French physiologist recently to institute a series of

experiments on criminals, with the view of ascertaining

whether this class, from their alliance in point of civilisation

to savages, is not similarly endowed with quickness of

sensuous perception. A negative result demonstrated, as

might have been expected, the fallacy of the suggested

analogy : for, in the case of criminals, necessity does not

compel the cultivation of special senses, and the influence of

heredity is absent. Ingenuity and dexterity in planning and
executing his designs is often displayed by the practised

criminal ; but, in civilised life, nervous sensibility and delicacy

of sensuous perception seem to be generally commensurate in

degree with culture and refinement. It is sufficient to allude
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to the well-known fact that privation of one sense^ as in the

deaf-mute and the blind, tends to sharpen other senses which

are used vicariously of them : and this is specially exemplified

in those deprived of sight, of whose delicacy of touch many
remarkable instances are recorded. I mention these things

to prove how much may be done for the senses, those inlets

of knowledge, by education, under the imperious demand of

necessity.

The training of the senses may be illustrated by a few

examples. First of sight. It is by the Eye that we observe

variations in colour, form and size. The presence or absence

of symmetry is thus detected ; but, beyond all, we are often

enabled to form an accurate opinion of the condition of a

patient by his aspect and expression of countenance. The

medical man should be a physiognomist ; and if he be ob-

servant he can scarcely fail to become one. How much does

the expression of the eye alone convey to the intelligent

observer of the condition of his patient. The glittering but

delusive gleam of consumption ; the eager and restless glance

of approaching delirium; the furtive took of the malin-

gerer ;—each tells its tale to the expert, though unnoticed or

misinterpreted by others. The complexion characterises many

diseases, as jaundice, ague and hectic ; but all need study to

associate them with the morbid conditions with which they are

allied.

The Ear is most valuable to the physician, but not without

its uses to the surgeon. I need only allude to the information

acquired by auscultation and percussion in diseases of the

lungs and heart, for this part of my subject to be readily

understood : for regular and systematic training, by observa-

tion, can alone qualify even the most gifted to form a just

and accurate diagnosis in diseases of the chest. In surgery,

the presence of stone or a distended bladder, the seat of

internal strangulation or the condition and contents of a

hernial sac ; the presence of aneurism ; the crepitus of

fracture,—are all aided by the ear, which is trained by

repeated observation.

But still more is the practised sense of Touch of essential

value to the surgeon. The instances I have just mentioned,

with numberless others, exemplify the importance of educating
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the hand. I will cite only two illustrations. How much is

learned, involving even life and death, of the impulse of

the heart's action and the condition of the circulation, by

simply placing the finger on the radial artery. Yet how

long, how careful, and how thoughtful must be the training

to elicit the full value of this simple act.

Again, the surgeon rarely passes a day, without being

required to form an opinion on the nature of some morbid

swelling, which is outside the range of any other sense. Is

the tumour fluid or is it solid ; is it fat or some malignant

growth ; is it aneurism, abscess or cyst ; is it fixed or free ?

I know of few manual acts that demand longer and more care-

ful training than the detection of deep-seated fluctuation

;

and there are also few conditions on which so much in

diagnosis depends. Indeed I regard skill in this respect as

no mean test of educated manipulation ; and its diflBculty is

proved by the difference of opinion which is often expressed

in the diagnosis of an obscure case, even by experienced

surgeons.

It is needless to speak of the senses of Smell and Taste :

they are less important, yet should not be neglected; for

there are many ways in which they may be employed ; e. g.

peculiar odours are associated with some diseases ; and the

insanitary condition of a sick room may be detected by the

foulness of its atmosphere.

But the question is, how are the senses to be educated ? I

can answer this enquiry negatively, but it is not so easy

to give a positive reply except in very general terms. They

certainly cannot be trained by the student sitting at home,

and pretending to learn his practical work from books.

Neither can he educate them by simply watching others when
engaged at the bedside of the patient. In one word, he

must be self-taught. Certainly the clinical teacher may help

him by directing him what to look for, and by correcting him

when wrong : but he must depend for his training on his own
observation. A disciplined use of the senses cannot be com-

municated from one to another ; it is a purely personal

acquirement, for the neglect of which no amount of book-

learning can compensate.

There are now many adjuncts to aid the observer in the
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use of liis senses, wliicli did not exist when I was a student.

Indeed most of them—the laryngoscope, the ophthalmoscope,

the endoscope and the sphygmograph and clinical ther-

mometer are of comparatively recent introduction. When I

began the stethoscope was just introduced ; and a cumbrous

instrument it was that I carried when I was clinical clerk to

Drs. Elliotson and Eoots. It is needless to remark that its

extraordinary utility has fully justified the sanguine expecta-

tion of the great physician who first used it.

I would say one word in favour of another mechanical aid in

observing, and that is the art of delineating what is seen.

This power, when it exists, is valuable in developing the

faculty of observation ; for it requires accurate attention to

make a truthful drawing or diagram ; and when made it is

an enduring memorial of what has been seen and critically

scrutinised. Many members of our present staff exemplify

these remarks, notably Dr. Bristowe and Mr. Anderson, as

well as others. All who knew Mr. Stewart will remember

how admirably he illustrated his lectures with his pencil. I

would say, then, to all who possess any taste for drawing,

—

cultivate this art sedulously, and use it in the way I have

suggested.

There are many qualities which a carefully disciplined

habit of observation tends to develop. Our knowledge, as I

have remarked, is first acquii-ed by Perception, but it is utilised

and rendered fruitful by Bejleciion.

In observing the natural character of individuals, we may
notice that, generally one or other of these qualities pre-

dominates ; but it is the possession of both in a rare degree

that constitutes the characteristic of the more highly gifted.

A quick perception is a great charm in those with whom we
hold intercourse ; but it may be a snare to its possessor unless

balanced and steadied by reflection.

These mental characteristics are fed by observation, and

the activity of their employment has great influence in

determining the practical qualifications of the medical man.

By this I mean that the faculty of perception may be well

developed, but it requires voluntary attention for its exercise.

Again, there may be quick perception and ready appropriation

of whatever is presented for observation : but if knowledge
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thus acquired be simply stored in the memory, without

reflection on its relation to other knowledge previously

possessed, it loses much of its value, and is comparatively

fruitless. Such mechanical accumulation of facts may serve

to supply precedents in daily practice, but nothing further.

I shall have a few more words to say on this subject before I

conclude.

If these faculties are to be nourished by observation there

must be method in observing. It is well to be alive to all

that is going on around us, but we must guard against the

distraction of the attention from that which, at the moment,

most imperatively demands it. Desultory attention in observ-

ing, and wandering thoughts in reflection, are alike pernicious,

and demand a vigorous control. It was not by indulging

such erratic temptations that John Hunter or Darwin have

left imperishable monuments behind them.

One of the most valuable results of methodical observation

is self-reliance : and this, if well founded, is the sheet anchor

of the medical practitioner in the daily exercise of his pro-

fession. Self-reliant in one sense he must be, whether he will

or not : but if he neglect the means of justifying his con-

fidence in his own resources, his practice can prove only a

humiliating failure, and his life an unenviable record of error

in diagnosis, and consequent ignominious helplessness in the

treatment of disease.

Again, the advantage to be derived from reading is

infinitely enhanced by personal observation. We are thereby

enabled to verify the accuracy, or to correct errors and imper-

fections in the conclusions we may have drawn from what we
have ourselves observed ; or, it may be, to catch the writer

tripping in these respects ; for authors are mortal, and not

all good observers ; and compilations are very apt to perpetuate

errors in medicine as well as in history, where statements are

copied without personal verification.

It should be remembered that method in observation

includes the order in which things are to be observed. Thus,

the study of physiology, or the healthy performance of

function, must precede that of disease, as an acquaintance

with anatomy is essential for the pursuit of pathology. For

how can abnormalities of organs be advantageously studied

VOL. xvii. 12
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without a previous knowledge of their normal structure and

functions, whereby a comparison may be instituted, and the

deviations from a healthy standard determined ?

Good books, properly used,—by which I mean as supple-

mentary to clinical teaching—are valuable helps to the

practical student ; but there are many things which no book

can teach. There are various complicated circumstances in

cases which are continually brought under our notice, in

which mere precedent will afford only an uncertain and

partial help, and book knowledge alone is valueless. Take,

as a familiar example, a bad compound fracture, in which you

are required to determine whether a limb shall be sacrificed

or an effort be made to save it. A decision is not to be

arrived at from a simple contemplation of the local injury

;

but a number of collateral circumstances have to be investiga-

ted and weighed, which importantly bear upon the question.

Such, e. g. are the age, the temperament, the habits, and the

general health of the patient. The condition of the heart and

lungs, and of the great vessels must be ascertained, as well as

the state of the arteries generally as regards their elasticity or

rigidity. Locally, the attention must not be confined to the

bone, but must be directed also to the amount of contusion or

laceration of the soft parts, and especially of the blood-vessels

and nerves. How it is possible for all these circumstances

to be properly considered, and to have their due import

attached to them by a book-learner,—by one who has not

stored up the fruits of observation, when such cases were

brought under his notice during his hospital studies ? In

medicine it is so likewise. Many a home student, who
neglects the opportunities of clinical instruction, may write

an admirable essay on pneumonia or pericarditis, and yet be

utterly at a loss by the bedside. But enough has been said

on this subject, and I turn to the consideration and illustra-

tion of the manner in which observation may be turned to the

best account.

The association, separately or conjointly, of Signs and

Symptoms—by which I mean that which is objective and that

which is subjective— is an important element in the observa-

tion of disease, with a view to correct diagnosis. In some

iu stances this alliance is very palpable, whereas in others it is
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very obscure. Objective evidence includes all that can be

brought under the direct cognisance of the senses : e. g, not

only the deformity and crepitus of a fracture, but the con-

dition of the pulse and tongue of the patient : and the value

of this form of evidence is, of course, commensurate with the

skill and experience of the observer. In some instances a single

sign presented to a single sense is sufficient to determine the

nature of a disease or injury : in others it may prove fallacious.

I will take my illustrations from surgery. We will suppose two
patients to be brought to the hospital who had fallen from a

height. On stripping them, the leg of one is seen to be bent in

the middle, forming an obtuse angle, over which the skin is

tightly stretched. Further examination in this case is not

needed : there must be a fracture of both bones of the leg to

permit this deformity ;—an inference which would be still more
palpable, if the broken bone had penetrated the skin. In
the other case the fallen shoulder and hollowed deltoid,

with prominence of the acromion, at once suggest a disloca-

tion of the humerus. But would it be safe, as in the other

case, immediately to act upon this evidence ? Assuredly not

;

for there are other injuries near to this joint, in which the

deformity very much resembles that of dislocation ; and care-

ful examination is necessary before a trustworthy diagnosis

is arrived at. I have known many mistakes made under these

circumstances, detrimental alike to the patient and his

medical attendant. Therefore, it is a good rule never to omit

any means of testing the correctness of our diagnosis, in cases

where there is the slightest room for doubt. I think such

searching enquiry is the general practice of those who have
most experience : and they are they whose observation has
been most extended and intelligently critical. It is, then,

upon the association of objective indications that the surgeon
depends chiefly for his diagnosis ; and it is by the carefully

studied and repeatedly observed alliance of these signs that

he is enabled to form an accurate estimate of their separate

or associated value.

Thus far the perceptive faculty is specially called into

activity; but supplementary evidence afforded by subjective

symptoms taxes much more the reflective faculty. Objective

evidence may be obtained without questioning a patient

:
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indeed, as a rule, it is better to exclude all interference on

his part whilst we are collecting this form of evidence, and to

depend entirely on our own observation. But for subjective

symptoms we are compelled to depend on our patient in great

measure ; and in eliciting information great tact and an unpre-

judiced mind are required. Generally it is injudicious to ask

leading questions where it can be avoided,—especially, though

not exclusively, when the patient is uneducated : more trust-

worthy information is obtained by allowing or encouraging

him to tell his story in his own way. The presence or absence

of pain on pressure, i. e. tenderness, is an important ingredient

in the diagnosis of many cases : and here it behoves the

practitioner to be very observant of his patient's countenance

and other indications by which he may distinguish between

real and simulated suffering. Again, the genuineness or

otherwise of subjective evidence, such as various sensations

complained of, may be tested by noticing whether they are

consistent with other evidence that has been already verified.

Thus, the diagnosis that peritonitis is present, because com-

plaint is made of acute pain on pressure over the abdomen,

would be inconsistent with a cool skin and quiet pulse, and

the notable circumstance that a light touch provokes more

complaint than heavy pressure. Again, the presence of a

soft and tender tumour in the groin, accompanied by sick-

ness and other evidence of constitutional disturbance, might

suggest strangulated hernia, but for the absence of other

indications which forbid the conclusion. I remember being

summoned to some distance to operate on such a case, which

had been well manipulated in the effort at reduction ; but the

true nature of which I was soon able to demonstrate by open-

ing a suppurating bubo. I can also recall instances in which

extravasation of urine has been mistaken for orchitis or ery-

sipelas of the scrotum. In one such case there was a large bag

of mixed pus and urine in the perineum ; in another gangrene

had extended half way up to the umbilicus ; and in neither

case was the cause suspected. The practitioners who called me
in were my seniors and have long since passed away. But what

is the explanation of these fatal errors ? The answer is,

neglected or careless clinical observation.

In our study of disease or injury it behoves us to be mind-
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ful of natural or acquired deformities^ which, if not recognised,

may prove a serious source of embarrassment. This does not

occur frequently ; but I have known it to happen sufficiently

often to render it worthy of the attention of the practitioner.

There is one method to be followed, especially in observing

surgical injuries, to which I am disposed to attach much value in

making the necessary examination for forming a correct

diagnosis. It is that of symmetrical observation, and with

one sense at a time. I can best explain my meaning by an

example. I will suppose I am dealing with an injury to the

shoulder. I have my patient placed before me, and notice

with the eye, both before and behind, the exact deviations

from the normal condition observable in the limb that is

injured. Next, in order to avoid the snare I have just spoken

of, I enquire whether the two shoulders were previously alike,

and whether, before the accident, the patient had free use of

both arms. I then place myself behind him, closing or

averting my eyes,—as the physician does in using the stetho-

scope—and put the forefinger of each hand upon the corres-

ponding sterno-clavicular articulation, and carry it slowly

along the line of each clavicle, by which I am conducted to the

acromion process. Thence the finger travels along the spine

of each scapula, and its inner and lower angles are also

explored. To the practised hand the slightest difference

would be revealed ; and if there be none, the seat of mischief is

thus circumscribed. The joint is then examined in the same

way, both by touch and sight, but by each separately, so that

impressions may not be confused. A similar proceeding is

equally available in other injuries of the limbs and trunk,

where a symmetrical comparison can be made ; and gener-

ally with much advantage, both as regards exactness, and the

saving of time and inconvenience to the patient as well as the

surgeon.

I will briefly notice but one more precaution to be taken in

the examination of injuries : it is that of ascertaining how
the accident happened, the direction of a fall, the soiled con-

dition of the clothes, and especially what bruises or other

indications of hurt may have been received. All these things

should be carefully observed, as they may throw light on an

obscure injury. These circumstances have generally an essen-
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tial bearing on accidents to joints. In dislocation of the hip,

the position of the limb at the time very much determines

the direction in which the bone is displaced. In injury to

the shoulder, if you find that the palm of the hand is soiled

or grazed, or that there is any other indication that the

patient fell with his arm outstretched, a dislocation of the

head of the humerus may be suspected : whereas indications

that the patient has fallen on the shoulder would suggest

fracture as the more probable cause of the deformity. Again,

in injury to the head, the nature of the ground on which a

patient has fallen, head downwards, may help us in forming

our diagnosis as to the cause of prolonged insensibility
;

fracture of the vertex being more likely to occur on hard

ground, and fracture of the base on a soft and yielding

surface :—a point to which I directed attention in my lectures

before the College of Surgeons.

It is needless to remark that the effects of treatment,

whether in our own practice or in that of others, should be

carefully observed : and this is a reason why treatment should

be simple, and uncomplicated by the admixture of various

ingredients. In surgery this remark applies especially to

the management of operations, and the dressing of wounds.

In such cases I am disposed to place very little confidence in

adventitious aids, and to rely on perfect cleanliness, and

absolute physical, and as much physiological rest as can be

obtained, consistently with such requirements as may be

demanded in special cases. In medicine it is, possibly, more

difiicult to adhere to this rule of simplicity : yet one can

scarcely wonder that our list of specifics has been so long

almost stationary, and that the most diligent observer is so

constantly thwarted in his research, when the complicated

style of prescribing, so commonly in vogue, is considered.

But I feel I am travelling wide of my subject, and that I

should apologise to my medical brethren for this remark : yet

I cannot but wish that, for the sake of therapeutics, prescrip-

tions contained fewer ingredients than they usually do in

private practice. It is, of course, difficult, if not impossible,

for the observer to unravel the mystery of some of these com-

pounds, and he must be content to accept the dictum of the

prescriber. In noticing the effects of treatment in which the
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means employed are necessarily complicated, a careless

observer is very apt to attribute consequences to wrong
causes ;—an error which, in heroic hands, is not infrequently

fraught with much mischief.

I have said a good deal on the subject of how to observe

and what to observe : but the question remains to be answered,

whether observation, even when studiously cultivated and
well directed, is alone sufficient to make the experienced and
trustworthy physician or surgeon. Hear what Frank Buck-
land says respecting himself when past 40 years of age. " I

thank God the Dean (his father) gave me a good soil at

Oxford, which will grow almost any seed placed in it, and I

must now plant a new seed. Those of observation have

grown into big trees long ago ; I must now plant the tree of

mental reasoning upon things observed." [' Biog.,' p. 224.)

It may be doubted whether, in this implied self-censure,

Buckland did himself justice,—whether, indeed, his modesty

did not betray him into doing himself a grave injustice.

Nevertheless his words embody an important lesson; for

observation, without reasoning on the things observed, is like

collecting plants without arranging or classifying them ; like

accumulating the materials for a building without putting

them together. Bare observation of facts, as I have already

remarked, may serve to guide the man of precedent; but,

without the exercise of reasoning on those facts, it cannot

raise him into the higher region of justifiable self-reliance

in his daily practice : for such is the attainment only of the

man who has fixed principles to guide him. It cannot, there-

fore, be too strongly or too early impressed on the student

that reasoning must accompany observation. I do not mean
that he should be encouraged to generalise upon limited data:

this would be avoiding one evil to fall into another

:

" Iiicidit in Scyllam qui vult vitare Charjbdin."

But he should be taught the value of enquiring into the

causes of what he sees, and of cultivating the habit of classify-

ing the results of his observation, with a view to their future

utilisation, as he raises the superstructure of his edifice.

Unhappily, as I venture to think, this does not seem to be

the line pursued in modern education^ the special aim of
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"whicli appears to be the ingestion of as many facts as possible,

with but little reference to their classification or even their

permanent retention. Mental peptone is supplied irrationally

in the form of knowledge-made-easy books ; and the con-

sequence is a loss of appetite for, and enfeebled power of

digesting, plain and wholesome food.

The practical manuals for the use of students in the present

day seem to me calculated to discourage personal observa-

tion, by supplying details, to be committed to memory,

instead of being sought and observed. The so-called

" systems " of surgery are a comparatively modern innovation.

When I was a student we had Cooper's ' Surgical Dictionary,'

which was used for reference ; but we had to seek for written

information on subjects which interested us in monographs,

which had all the freshness of original observation :—mental

pictures which infinitely transcend in value the much-abused

and often mischievous substitute of pictorial illustration. I

would say to student and young practitioner alike, take as

your guides such books as, from their suggestive style

encourage or compel you to learn by observing for yourselves :

and beware of attempting to learn either anatomy or surgery

from pictures. Yet I would not be misunderstood as depre-

ciating the many excellent and exhaustive sj'^stematic works

on medicine and surgery, which have been published in late

years. I desire simply to condemn the abuse of them : and

in this I think I should have the concurrence of their authors.

They are a snare to the student who is tempted to " get up "

his practical work by them alone : whereas they should be

used rather as works of reference, and be read only as an-

cillary to clinical work, whereby the learner may be guided

in his studies by the experience of qualified teachers.

I am aware I have but touched the fringe of a large

subject, on which a volume might easily be written. And I

have ventured on the privilege of the aged to be sententious,

and to lay down rules for the guidance of my younger

brethren, which they may think, if not irrelevant, at least

superfluous. I would now crave your indulgence for one

concluding word.

The value of observing depends on its accuracy. A loose

01* inaccurate observation is often mischievous because mis-
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leading; whereas accuracy tends to the development of that

which is trustworthy and true : and the quest of truth is, or

should be, the great purpose and aim of all scientific research.

In cultivating this habit of accuracy in observing, we should

especially beware of allowing ourselves to draw conclusions

without having sufiiciently tested the value of our data, or by
mistaking the jpost hoc for the propter hoc. At the same time

it should be remembered that there is a risk of falling into

an opposite extreme. Scientific scepticism is admissible,

indeed in a proper sense essential, in the investigation of

Truth ; but it should be tempered by a reasonable reliance on

accepted facts and the testimony of trustworthy witnesses.

There is yet another phase of scepticism against which the

earnest student needs to be guarded : it is that of rejecting

what he cannot understand, simply because it is unintelligible

to him. There is scope for faith—the evidence of things not

seen—in Science as well as in Religion ; but in each it has its

limit. Faith, uncontrolled by reason, degenerates into

ignorant credulity and superstition; and scepticism, by
indulgence, becomes arrogant presumption : and each extreme

is destructive of that evenly balanced state of mind, alike

receptive and critical, which is best adapted for scientific re-

search and the apprehension of Truth.

N.B.—For some remarks on note-taking, as an important aid to

observation, the reader is referred to vol. xiv, p. 1.
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ADHESIONS OE THE PEEICAEDIUM.

By W. M. OED, M.D.

The following paper contains (1) the substance of more

than one clinical lecture delivered at St. Thomas's Hospital,

and (2) a detailed report of two cases in which adhesion of the

pericardium was recognised during life.

Section I.

—

Clinical Lectuee.

A year or two ago two boys occupied adjoining beds in

George Ward. They were both subjects of disease of the

heart subsequent to acute rheumatism. In one I believed

that I recognised signs pointing to the existence of adhesion

of the pericardium. In the other the signs were not recog-

nised. And we often compared the two cases, for teaching

purposes, adding, in our discussion, to the signs of hypertrophy

of the heart, present in both, the signs indicating adhesion of

the pericardium, present in one, absent in the other. Both died,

and, when submitted to post-mortem examination, both were

found to have adhesion of the pericardium. The diagnosis,

however, was not so far fi-om the truth as this bald statement

would suggest. For the term "adhesion of the pericardium"
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comprelieiids a series of morbid conditions, some of whicli can

be diagnosed, some of which cannot be even approximately

diagnosed. One of the cases belonged to the first class, the

other to the second. A comparison of the two cases will help

us to remember that adhesion of the pericardium has a very

different meaning in the aspect of diagnosis from what it

wears in the aspect of morbid anatomy.

Anatomically we may see, in the first place, as the result of

pericarditis, a simple growing together of the parietal and

visceral layers of the pericardium, determining partial or

complete obliteration of the sac. This we may call " simple

adhesion."

In the next place, we may see, in addition to adhesive

inflammation within the pericardial sac, the existence of

inflammation on the outer aspect of the sac going on to the

production of adhesions between the outer surface of the

pericardium and the parts in contact with it. Thus, we may
see attachment of the pericardium to the back of the lower

part of the sternum and the back of the lower left costal

cartilages, or of the pericardium to the pleura, particularly on

the upper and left aspect of the heart. We may further find

that inflammation has involved the pleura where the lung

overlaps the heart, and sometimes in this region we may find

a continuous implication of pericardium, of both layers of

pleura, and of lung, linking the heart-substance to the chest

wall. Looking at another anatomical detail bearing on

diagnosis, we can readily understand that adhesions between

the pericardium and the chest wall will be found to vary much
in their superficial extent and in their closeness and strength.

They may, for instance, be restricted to the upper part of the

area of contact, or to the lower. They may be short and

serried or they may be long and scanty. Generally they are

shorter and more unyielding in proportion as more and more
of the surface of the pericardium is adherent, whereas in cases

of limited adhesions the fibres of union are usually longer

and less compact. For the purpose of distinction we may
call all such additional connections " compound adhesions,"

and, as bearing on diagnosis, we may at once state broadly

that " simple adhesion " gives no trustworthy signs ; that

strong and extensive adhesion of the pericardium to the chest-
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wall—complete " compound adhesion "—gives many trust-

worthy signs ; that more limited or partial compound adhesion

gives, as might be expected, imperfect, though not seldom

strongly suggestive signs.

In order to lay for ourselves a foundation of diagnosis of

adhesion of the pericardium, let us proceed to make out a list

of the signs to which we have to trust, determined partly by

morbid anatomy, partly by clinical observation and experience.

We may put down :

—

1. Changes in the form of the chest over the heart.

2. Changes in the respiratory movements over and around

the cardiac area.

3. Extension of the area of cardiac dulness.

4. Changes of position of the true cardiac impulse or apex-

beat ; and variations in the force of the same.

5. Extension of the area of impulse.

6. Fixed position of the apex- beat.

7. Fixed limits of the area of cardiac dulness during the

extremes of respiratory movements.

8. Epigastric pulsation.

9. Diastolic rebound.

10. Murmurs.

11. Diastolic collapse of the veins of the neck.

12. Size of heart.

We may begin by observing that some of the signs set

down belong in common to pericardial effusion and to adhe-

rent pericardium; that again some belong, in common, to

enlargement of the heart and to adherent pericardium. Upon
a consideration of the signs in succession we shall be able to

put them into groups, and fix the various diagnostic centres

about which the groups are clustered.

1. Changes in form of chest.—Inspection of the chest-wall

will, in adherent pericardium, often lead us to recognise a
projection of the chest wall over the cardiac region. That is

to say that, beyond the changes in the form and prominence

of the left costal cartilages and adjoining parts of the ribs

corresponding to successive movements of the heart, we may
recognise that the whole area is permanently more prominent

than the corresponding area on the right side. There are

exceptions to this which we will consider later on.
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2. Changes in respiratory movements.—In adhesion, the

respiratory movements of the chest are more or less restricted

on the left side, particularly over the cardiac area and

its confines ; the restriction being, therefore, best observed

when the chest is viewed from the front or side, inspection

from the back detecting very little if any difference. There

is no difficulty in understanding that those parts of the lung

which overlap the heart have their mobility impaired by
compression or consolidation, and that, consequently, the parts

of the chest-wall corresponding to such parts of the lung move
with diminished freedom.

In not a few cases the lung-substance is affected by con-

tinuity of inflammation, and the restriction of movement then

extends its borders.

3. Extension of area of cardiac dulness.—On percussion^ the

area of cardiac dulness is found to exceed its proper limits.

Chiefly, and most importantly, its upward limits. The exten-

sion upward varies in two important degrees;—1st. If the

adhesions connect, collectively, the two layers of the peri-

cardium, the outer layer of the pericardium and the chest-

wall, the dulness may extend upward on the left of the

sternum to the second space of the second cartilage ; 2nd.

If the pleura be involved there may be dulness, complete or

comparative, up to, or in, the first intercostal space. In the

first case, the dulness at its upper border will not exceed in

breadth the length of the cartilage. In the second, it may
have indefinite horizontal extension. The rest of the cardiac

area will generally give widened dulness, extending on the

right to the middle or to the right border of the sternum, on

the left in an oblique line stretching downwards and to the

left beyond the normal frontier to a point below and external

to the nipple. The limits of the increased area are usually

much more clearly marked than the limits of the cardiac area

in health. There is much less borderland of diminished

resonance between the complete dulness yielded by the heart-

substance and the full resonance of the lung than in health.

Post-mortem observations show that the association of

pleural with pericardial adhesion is very common. My friend

Mr. Herbert Milton, formerly my house physician, and now
well known as doing splendid hospital work in Cairo^ has
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been good enough to supply me with an analysis of various

symptoms in thirteen cases of adhesion of the pericardium,

wherein post-mortem examination was made. Of these cases

ten presented such adhesions. In six of these the left pleura

was adherent; in one the right was adherent in front, in

three there were adhesions on both sides. You will readily

see that the existence of such adhesions will tend to develop

with greater intensity the signs of adhesion of the pericardium.

Expansion of the lungs being prevented, much that would

have prevented the recognition of the movements of the

heart is annulled.

4 and 5. Impulse.—The position of the apex-beat or of the

point of strongest impulse is altered. On this point there is

a conflict of authorities. Some maintain that the true

impulse is to be found near the sternum, others that it is to

be found further from the sternum than in health. In the

cases which have fallen under my observation the position of

strongest impulse has varied considerably. Mr. Milton's

analysis shows, in respect of position of impulse, that the

point of strongest pulsation during life was found to be, in

eight cases, in the sixth intercostal space, and in six of these

to the left of the nipple line, the extension being to from 1 inch

to 2 inches toward the axilla. In five cases the impulse was in

the fifth space, and in four of these it was external to the nipple-

line. Therefore the impulse has been most frequently more

remote from the sternum than it should have been in health.

A fair consideration of the varying antecedent conditions will,

I think, allow us to see that this sign must be liable to many
perturbations. In the free, unhampered heart, the impulse

indicates the position of the apex or of a point just above the

apex of the left ventricle. But when, by reason of adhesions,

the relations of the heart to the chest wall, and very often the

shape of the chest wall itself, is changed, the correspondence

is by no means maintained. The strongest impulse may be

transferred to parts of the right ventricle, or to parts of

the left ventricle other than the apex. Careful palpation

has demonstrated for me, in several cases of adhesion, the

existence of definite impulse extending some distance below

and to the left of the strongest impulse, indicating that

the actual apex was not represented by the strongest
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impulse. We shall see later on that either hypertrophy or

enlargement of the heart is very commonly associated with

adhesions. And we may readily conceive that the relative

date of adhesions and enlargement may vary considerably.

For instance, a heart being fixed by adhesions in an early

stage of inflammation, hypertrophy or dilatation may
follow, when there will be little change of the position of

impulse; or the hypertrophy or dilatation may precede

adhesion, when the impulse will be moved downwards and

outwards ; and the lung clothing of the heart will vary accord-

ing to the degree of extension of inflammation, from peri-

cardium to pleura and lung, bringing in all sorts of confusion.

On the whole, therefore, I am not disposed to attach to this

sign the importance which has often been allotted to it, and

can well understand that, among the authors who have judged

it to be of importance, there should have been much variation,

both in statement and in inference. This much only should

1 venture to claim for it, that where there are evidences of

enlargement of the heart, and where the strongest impulse

does not, in the absence of amplification of the lung, corre-

spond with the actual apex as determined approximately by

palpation, the indication is among those which favour the

diagnosis of adhesion.

The difficulties surrounding the sign in question are aggra-

vated by the next alteration of the impulse which we have to

consider. The whole area of impulse is enlarged to a remark-

able extent, to an extent conterminous, in a general way,

with the extent of cardiac dulness.

The sign belongs, in fact, equally to effusions into the peri-

cardium and to adhesions. In both it marks the free writing

of the heart's movements on the wall of the chest when the

lungs are pushed out of the way. Specifically, there are

differences in the character of the movement, helping us to

distinguish between effusion and adhesion. Although we
shall discuss these more fully later on, we may at present

recognise that, in effusion, the ripple is one of uniform expan-

sion, in adhesion, one of complementary expansion and retrac-

tion ; that, in adhesion, during the systole, the lower half of

the sternum and generally the third and fourth cartilages and

spaces, are retracted instead of being protruded as they are in
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efPusion, and that there may be a dimpling at or beside the

true apex. The combination of movements specifically indi-

cative of adhesion will be more minutely reviewed when we
come to the head of " diastolic rebound." Mr. Milton's

analysis of the thirteen cases in relation to this point shows
that in two cases impulse was felt all over the left side of the

chest in front ; in two all over the cardiac area ; in the rest it

is described as "diffused/' "wavy," " heaving/' or " forcible/'

the last being particularly noted in three.

6. Fixed position of impulse.—We all know that in normal

states of the thoracic viscera, the position of the apex-beat or

strongest impulse varies according to posture in the first

place, and according to the relative fulness or emptiness of

the lungs in the next. The adhesion of the heart to the

outer pericardium and of the latter to the chest wall of course

abolishes these mobilities. At first sight, the indication

afforded by immobility of the apex-beat in all postures, and
in all stages of respiration, would appear to be among the

most decisive of adhesion. Its decisiveness is, however,

seriously qualified by difficulties of application. We have
already seen that the area of impulse radiates many degrees

beyond the normal limits. A first practical difficulty lies in

the fact that the actual point of strongest impulse is but a part

of a large area of pulsation instead of constituting the whole

area, and is not easily determined by reason of the heaving

movements around it. We start in our determination with

imperfect definition of the point whose movements we wish to

follow ; consequently we have much difficulty in being sure

whether the position of this point varies according to varia-

tion in the position of the patient.

Where, as in the normal condition of the chest, we can, so

to speak, seize the impulse with a finger and accurately mark
off a pulsating tract from a non-pulsating tract, it is a com-
paratively easy matter to follow the shiftings of the greatest

projection. Here, however, we have to exercise our sense of

touch with much greater refinement ; and when, in various

postures of the patient, and in variously adopted postures of

the physician, the delicate difference has to be estimated, I

must confess, for my own part, to some inadequacy of my
senses, to an accurate determination. In many cases under

VOL. XVII. 13
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my observation during the last two years I have carefully

investigated the use of this symptom as regards posture ; and,

calling in many observers in succession to determine the

position of the strongest impulse and its variations under

different conditions, have failed to obtain any such unanimity

of observation as could lead to even an approximately certain

decision.

In regard to movements in the position of the apex-

beat caused by stages of respiration, diflBculties arise on the

side of the patient. A patient in health can expand and

contract his lungs at pleasure. He can hold his breath

whenever required. A large proportion of the patients with

whom we are concerned are in a state of permanent dyspnoea.

For them to draw an unusually deep breath or to expire pro-

foundly is not easy ; and to hold the breath at the end of a

deep inspiration or expiration is a requirement which can

rarely be fulfilled. Generally, too, their average breathing is

accelerated. In application, I have occasionally been able to

get good indications from this test. But in the majority of

cases I have been baffled by the respiratory difficulties of the

patient. See what the difficulties are. On the one hand the

patient has to do all that he can do, by frequent and strenuous

respiratory efforts, to secure enough oxygen for his life. On
the other hand the index—the apex-beat is ill defined. The
answers, therefore, which, from our knowledge of the physical

signs rendered by the normal thorax ought to have been

sharp and clear, come to us drowned in such a bubble of

cardiac and respiratory difficulties as to remind us of the

bewilderment of the Prince in the " Arabian Night " who was

climbing the hill to reach the speaking bird, harassed by
spirit voices around him to which he failed to turn a deaf ear.

I should not dare to say that we need despair of getting

ultimate use from this indication. All I can say is that such

use as I have been hitherto able to make of it has been less

satisfactory than I could have wished.

7. Fixed limits of area of cardiac dulness.—It is well known
to us that, when the thoracic viscera are free from inflam-

matory and other damage, the area of cardiac dulness is

altered by the movements of respiration, chiefly on its upper

and sinistral limits ; that in inspiration the lung encroaches
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and tbrows back the line of dulness, that in expiration the

duluess is extended. In all precise marking out of the area

of cardiac dulness a certain importance is attached to the

delimitation of the varying line in the extremes of respiratory

movement. In the diagnosis of compound adhesion of the

pericardium this delimitation has more than a common impor-

tance. As we have already seen, in compound adhesion on
the upper and left margin of the heart, the area is very often

affected by inflammation leading to adhesion in varying

degrees, complicated, it may be, by consolidation of the thin

edge of the lung. Such adhesions of course put an end to all

variations in the area of dulness on this side. We owe the

application of this test to that eminent authority Dr. C. J. B.

Williams. At first sight such a sign should be of great value.

But in actual observation serious qualifications present them-

selves. It is tolerably easy to demonstrate the existence of

changes in the area when the chest is healthy. It is certainly

difficult to demonstrate with certainty fixity of the area in

adhesion, when, as in the case of the determination of impulse,

respiration is seriously affected, and still more if the over-

lapping lung be consolidated. In face of quickened respira-

tion, time intervenes to impede observation, and people who
are breathing hard cannot hold the breath for a sufficient

period, or at the right moment. Hence we find that in many
cases when we might fairly expect to find help from this sign,

we are unable to decide with certainty as to its existence.

Now and then, at cost of much distress to the patient, the

decision can be made. On the other hand, we may often find,

in less serious cases, that the movement exists, and that there-

fore there is no adhesion on this aspect. If, as a positive sign,

this is not readily available, it has a great value on the nega-

tive side and should be always carefully investigated. When,
as above noted, the overlapping lung is affected as well as the

pleura, we lose in one way, we gain in another. The result

of the consolidation of the overlapping lung is an extension of

the area of dulness to a higher level than would correspond

merely to the heart and pericardium, and its shading or halo

of diminished resonance. A dulness so extending to the second

left costal cartilage, or even higher, yet falling short of the site

of apex of the lung, and at the same time not varying with
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respiratory movement, may often guide us in the diagnosis of

pericardial adliesion. You will remember that a dulness at the

second left costal cartilage may be an extension from above or

from below. When this dulness is surmounted by resonance,

and is conterminous with pericardial dulness, or is a part of it,

the indication, taken together with others already stated, is in

favour of pericardial adhesion. We ought generally to be

able to eliminate error dependent on signs belonging to

tubercular deposit in the upper part of the left lung. In fact,

this is too elementary a matter to be now discussed.

8. Epigastric 'pulsation.—We come next to certain changes

in epigastric pulsation and in the movements of intercostal

spaces above and below the impulse, which are of first-rate

importance in their bearing on the diagnosis at which we are

aiming. When the front of the heart is bound with any

degree of firmness to the back of the sternum and adjoining

ribs, the form assumed by the organ during systole must

obviously be very different from the form assumed by the

unshackled heart.

To all appearance the movement no longer produces a more

or less globular condition of contraction, but a contraction

on the whole more horizontal than vertical. The effect is that,

during each act of systole, the movements of the several parts

of the praecordial area present in adhesion a marked disturb-

ance of the harmonious agreement which they present in health.

In typical health we see and feel, as you know, a projection of

the apex against the wall of the chest, corresponding on the

average to a square inch of surface. In the heart, hypertro-

phied in its left ventricle, yet unshackled, we find the area of

impulse amplified, and we find the thrust over all the area

coinciding with the thrust of the actual apex, or with the

thrust of the centre of protrusion. In adhesion, this agree-

ment of movement is disturbed.

It is often possible to recognise, by the eye, that the spaces

above and below the impulse are, at the moment of the pro-

jection of the impulse, drawn in, instead of being pushed out.

It is possible, again, in many cases, to see a corresponding

retraction of the xiphoid cartilage at the moment of impulse.

Cardiographic tracings bring this out in a legible way but

are exceedingly difficult to obtain. I am indebted to my
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late house pliysician, Dr. Green, for a simple yet very effective

modification of an often-used means of magnifying the move-
ments and demonstrating their direction. There is a kind of

plaster made of thick felt, one side of which is covered with

adhesive material. Discs of the size of a florin are cut out of

this. To the non-adhesive side long straws are fixed at right

angles by sealing-wax. Several of these having been pre-

pared, are afiixed to the wall of the chest at various points,

say at the point of strongest impulse over spaces above it, and
over the xiphoid. The movements of the light straws register,

in a large and easily decipherable way, the relations of the

movements of different parts at each successive movement.
Mr. Milton in his analysis states that in three cases systolic

retraction of the spaces above the impulse was noticed ; that in

two there was noticed retraction of the lower end of the

sternum and the xiphoid cartilage.

9. Diastolic rebound.—This expression needs some explana-

tion. Picture to yourselves, in the first place, the outcome of

adhesion of the heart to the wall of the chest in respect of

the freedom of action of the organ or its capacity of doing

its work. Think of the ventricle trying to follow the blood

to complete extrusion, and yet held back by the grip of

the chest wall. Think how much extra labour must be in-

volved in the double duty, in the double resistance. We
should reasonably expect that the hand applied to the wall of

the chest would convey to the mind a sense of excessive toil.

This certainly is, in cases of undoubted adhesion, vividly pre-

sented. But mere excess of exertion, as compared with

result, is common to the condition we are investigating, with

others tending to produce hypertrophy. In adhesion there is

a certain proper order of laboured contraction characteristic

enough to afford perhaps the best basis of actual diagnosis.

In marked adhesion, during the process of systole, the rela-

tions which have been alluded to under the last paragraph
extend to the lower half or third of the sternum and to the

adjoining cartilages of the left side. During a systole, inor-

dinately prolonged by the double resistance already alluded

to, these parts are slowly and steadily drawn in, and subse-

quently, at the cessation of systole, suddenly recover their

normal position. Under the touch of the hand, applied flat
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over the heart region, there is an abnormally long period of

painful indrawing of this area, followed by a sudden and

somewhat violent rebound, marking the momentary assertion

of the elasticity of the walls of the chest. This is what has

been called the diastolic rebound, and, when careful training

has allowed us to estimate it fully, is, taken by itself, one of

the most important, perhaps the most important, of all the

elements of diagnosis.

According to Mr. Milton, a diastolic rebound was noted in

only two out of thirteen cases. It is probable that the sym-

ptom escaped notice in many of the other subjects.

10. Murmurs.—No one can say that endocardial murmurs

can help us much, if at all, in the direct way. That they are

included in the list of signs is made necessary by the fact

that, in certain cases of adhesion, endocardial murmurs are

heard during life, whereas subsequent post-mortem examina-

tion fails to show alterations of the valves or orifices.

It is almost certain that in such cases the distortion of the

pulsating heart consequent upon adhesion interferes with the

fitting of the valve-flaps to each other, and leads to leakage

at the mitral orifice, or more rarely to aortic obstruction or

insufl&ciency.

Now, the hearts in which we hear these murmurs, dependent

on mechanical disarrangements as opposed to morbid changes

of the valves, are found to be enlarged, hypertrophied, and

often dilated on the left, dilated and perhaps hypertrophied

on the right, and to assume a squarish form.

Much the same change of form is produced in non-adherent

hearts by actual valve disease. The application of these

points to diagnosis lies this way. We may be in doubt as to

whether in a particular case a heart greatly enlarged, square-

shaped, and impressing on the chest wall a large field of

impulse, be only enlarged or be also adherent. We hear the

murmurs of mitral regurgitation. With the evidence that

we have been considering we are not at liberty to assume

that the murmurs necessarily mark the existence of actual

valvular disease. The murmurs are not decisive of organic

affection of the valves, but may be an indirect outcome of

adhesion, and the conclusion of this section is that, whereas

valve disease is far more commonly met with than adhesion.
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we may guard ourselves from error if, when we meet with

symptoms favouring the opinion that adhesion has occurred,

we remember that the murmurs, which might be indicative of

valve disease, might, under the circumstances, indicate adhe-

sion. The murmurs may mark either the one condition or

the other ; their value depends upon their associations, and

the moral is that we must remember both possibilities, and

bear in mind that the more commonly occurring conditions

may be simulated by the rarer. (See second of subsequent

cases.)

Altered size of the heart.—Taken alone, enlargement is of

little, if any, value. Taken together with signs of immobility

of the impulse and unvarying area of cardiac dulness, it may
help to clinch a diagnosis, particularly where there are no

indications of valve disease. But there are, in this view, so

many possible causes of enlargement of the heart that we
cannot make much use of the symptom. On the other hand,

in a few cases a marked diminution in the size of the heart

may be brought about by simple adhesion, where the adhe-

sion happens to be associated with much thickness of inflam-

matory deposit. As a peri-hepatitis may, by contraction of

inflammatory deposit, lead to diminution of the size of the

liver, so may pericarditis lead to diminution of the size of

the heart simply by compression. A diagnosis has, in fact,

been made by use of this symptom.

As additional signs of adhesion we may quote two which

seem to me worthy of consideration.

One of these has been already briefly noticed. It consists

in a dimpling or pitting of the thoracic wall over or at the

side of the true apex during systole. This can often be ob-

served. According to most authorities the dimpling occurs

only when the adhesion is compound, but an observer of the

highest rank, Traube, has found it in a case where there was
only intra-pericardial adhesion along the posterior wall of

the pericardium. The symptom is also stated by other

observers to have been present in cardiac disease without

any adhesion whatever.

The other is called " Friedreich's sign," and consists in a

sudden diastolic collapse of the cervical veins, related appa-
rently with the diastolic rebound already discussed. It is
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preceded by distension of the veins^ and can be distinguished

from venous pulse.

This ends our list of signs. Now for the process of sifting.

We have gone over more than a dozen signs of adhesion.

Let us try and decide for ourselves what signs and what

groupings of signs are most decisive in diagnosis.

First we can see that^ in most cases, the signs of adhesion

and of efEusion march, up to a certain point, together. We
find, in both, increase of the area of cardiac dulness, most

marked in the upward direction ; in both, extension of the

area of impulse, particularly in the upward direction. To

trained observers slight differences here offer themselves.

The form or outline of the dulness is more regular in effusion

—^more pear-shaped—showing two dilatations, an upper

smaller, a. lower larger, with a distinct intervening narrowing.

The constriction is far less evident in adhesion, and the

dulness is often much broader on the upper aspect. The

extended pulsation in adhesion has not generally the same

rippling movement from below upwards as is seen in effusion,

and may be, on the one hand, more sudden, or, on the other

hand, may be interrupted by retractions in the middle spaces.

Sinking for the moment these minor and more delicate differ-

ences, we must admit that in a long-standing case of heart dis-

ease the two signs must direct our attention to the possibility

of adhesion. They are definite stages in methodical diagnosis.

After these we turn to the altered movements of the chest-

wall, particularly over the lower part of the cardiac area.

We carefully look to the impulse and do our best to estimate

if it correspond to the apex or to a point higher. We look

for dimpling at the apex in systole when the impulse is

higher. We look for retraction of the third or fourth or even

higher spaces at the time of the impulse. Then we carefully

examine the movements of the lower half of the sternum, the

xiphoid, and the epigastrium. We may find the sternum

retracted during systole and giving the diastolic rebound.

This in cases of strong adhesion. In less-marked cases we
can find that the xiphoid or the upper part of the epigastrium,

or both, are retracted at the moment of systole. These are

our strong points. Beyond them come the indications lying

in fixed position of apex and immobility of the limit of cardiac
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dulness in inspiration and expiration. I have pointed out

the difficulties which beset the application of tests in these

signs. Much here depends on the training of the observer,

much on the state of the patient. If any trustworthy obser-

vation can be accomplished these may help in one of two

ways, but for the most part they are, as we have seen before,

more valuable in proving absence than in deciding presence

of adhesion. You will have seen that the position of the

greatest impulse cannot be of much use, save as compared

with that of the true apex. Of the diastolic collapse of the

veins in the neck I can say very little. The symptom certainly

seems one which ought to occur. I have not had the good

fortune to see it as yet in a marked form, but I shall certainly

keep it in view in all cases where adhesion is thought of.

Enlargement of the heart may, as we have seen, be generally

expected, and murmurs are rarely absent. They make up a

part of the picture, but they help in diagnosis only as part of

the substratum, and are not decisive. In fact, as we have

seen, a diminution in the area of the heart dulness may be

brought about by simple adhesion, and murmurs may be

brought about by either valve disease, most commonly a pre-

cedent of adhesion, or by distortion of the heart, accompanied

by adhesion.

In our complete investigation of the condition we are

endeavouring to diagnose there are some points which,

offering themselves to our notice, are interesting, although, so

far as can be seen, not in any way available. Thrill felt by

palpation over the heart is one of these. Mr. Milton states

that in the thirteen cases a systolic thrill was felt over the

impulse in six, a pre-systolic thrill in three, in the remaining

four none. Considering the large admixture of the signs of

valvular disease with the signs of pericardial adhesion, I

cannot at present say what importance may be attached to

this symptom.

Section II.

—

Cases.

Since the above was written, two cases bearing on this

subject have come under our observation in the wards. I

cannot refrain from quoting them as illustrations of the
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grounds upon which diagnosis of adhesion of the pericardium

may be made.

Case 1.—M. A. C

—

, a married woman, aet. 27, was admitted

into Charity Ward on April 24th, 1888. She stated that

she had had three attacks of acute rheumatism, and had been

in hospital on five previous occasions. She had been married

six years, had had one child which died when it was between

four and five years old, had had another child which died at

the age of six months, and had had two miscarriages, one

before, one after the birth of the elder child. Beyond this

there was no indication of the existence of specific disease.

When she entered the hospital in April, 1888, she was pale,

anxious-looking, blue in the lips, and greatly embarrassed in

her breathing. Her temperature was 97"8°.

The record of her progress between April and October 16th,

when she died, is very voluminous. I submit an abstract.

On inspection, the chest was seen to move as a whole, with

very little expansion during inspiration. The cardiac area

was distinctly projected. The strongest impulse was about

an inch below the left nipple. Thence the impulse extended

upward to the lower border of the second left costal cartilage.

It was evident to the eye that at the time of the impulse the

spaces at and above the level of the nipple (third and fourth)

were drawn in ; a similar drawing-in being visible just below

the impulse. The application of the hand to the chest deve-

loped the indications. The extent of the impulse over the

whole of the left side of the chest up to the second left carti-

lage was more fully brought out. A finger of one hand
being placed on the fourth space, and a finger of the other

hand on the point of strongest impulse below, the fingers

could be seen, by the observers standing round, moving in

alternation. So also when the space below the impulse was
compared with the impulse. When, the observer standing

on the right of the recumbent patient, the right hand was
placed on the chest with the ball of the thumb over the junc-

tion of the gladius with the xiphoid, and the fingers extended

across to the impulse, a strong wave was felt passing from

right to left. At one moment a wave of ebb, as the lower

part of the sternum receded and the impulse advanced. The

next moment a wave of flood, as the sternum and xiphoid
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swiftly sprang back to their normal level, and tlie dome of

impulse collapsed. The movement of "diastolic rebound"

was typically executed. And the whole series of movements

were readily demonstrated to a class of students when one

finger was placed on the xiphoid, another on the impulse.

The area of cardiac dulness was increased in all directions,

—upwards to the second left costal cartilage, thence down-

wards and to the left to an inch outside the nipple, on the right

to a finger's breadth beyond the right border of the sternum.

The impulse could be seen and felt, it may be remarked, over

all this area.

The foregoing observations made it clear to me that there

was compound adhesion of the pericardium. To follow up

accessory signs, I endeavoured repeatedly to make observations

regarding mobility of the impulse, and variations of the limit

of cardiac dulness in respiration. But I could not define

either, although I availed myself of the help of many trained

assistants.

One accessory sign, however, presented itself in the most

vivid way, namely, the diastolic collapse of the jugular veins

(Friedreich's sign). These could be seen dilated and turgidly

prominent during systole, while with diastole they suddenly

fell in and left no trace.

While this case was watched and studied for months in

view of the diagnosis of pericardial adhesion, many other

points of great interest were noted. There were present the

signs of mitral obstruction and regurgitation, of aortic obstruc-

tion, of aortic incompetence, of nutmeg liver, of ascites

limited in such a way as to offer by itself the opportunity of

a special clinical lecture. A partial left hemiplegia appeared

at one time, and passed away. Peritonitis supervened on

several tappings. The fluid subsequently removed contained

pus, and her death, after all, was more distinctly due to the

abdominal than to the thoracic disease.

An abstract of the post-mortem record,made by my colleague

Dr. Sharkey, is subjoined. It will be seen that the diagnosis

was confirmed, and it will no doubt strike you that the large

extent of surrounding pleural adhesions helped to throw the

pericardial adhesion into stronger relief.

"Body of small, emaciated woman; no dropsy. Abdomen
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distended, and on being incised it gave exit to a large quan-

tity of thick pus, with blood-clots and fibrinous clots in it.

The whole thickness of the abdominal wall except the skin

was hard, infiltrated, and inflamed. After the peritoneal

cavity was sponged out and the pus, &c., removed, the intes-

tines were found generally adherent and forming a small

central mass in front of the vertebral column. The abdominal

wall was adherent by old adhesions to the surface of the liver.

" All the thoracic organs, too, were similarly united. Both

pleural cavities were almost entirely obliterated by firm adhe-

sions. The lungs were united firmly to the parietal layer of

the pericardium, and the latter was united to the visceral and

that to the thoracic wall. One or two calcareous masses, about

as large as a marble, were attached to the visceral peri-

cardium.
" Heart.—The heart was generally hypertrophied and

dilated, the right side more than the left. The aortic valves

were generally thickened and distorted, and very slow regur-

gitation took place through them. The mitral orifice was

much reduced in size and slit-like ; it admitted of free regur-

gitation. The mitral curtains were very thick, hard, and
rigid, and the chordae tendineae were in the same condition,

and very much shortened. The pulmonary and tricuspid

valves were evenly and slightly thickened. Both auricles

were much dilated. The endocardium of the left was very

thick, atheromatous, and had a number of small calcareous

plates in it.

" Lungs were pale and very cedematous.
" Liver was in a typical nutmeg condition.

" Kidneys pale, firm, cedematous ; capsules somewhat adhe-

rent; and small irregularities were present on the surface of

the cortex after its removal.
" Spleen firm.

" Brain very pale and shrunken, but generally so ; much sub-

arachnoid fluid. Careful examination revealed no evidence of

local disease, such as softening, haemorrhage, or thrombosis,

with the exception of one very limited area on the temporo-

sphenoidal lip of the right Sylvian fissure. Here at one spot

was slight, superficial, yellow discolouration."

The other case to which I would refer was, when the fore-
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going lines were written^ still under observation. The patient

was a woman, aet. 24. She presented the signs of mitral

obstruction and regurgitation, of aortic obstruction and

regurgitation, of tricuspid regurgitation, and, with the excep-

tion of the diastolic collapse of the veins of the neck, she

presented all the signs of pericardial adhesion recorded in

the preceding abstract.

I subjoin the notes of her case kindly abstracted for me by

my admirable house physician. Dr. Luard.
" M. J—, aBt. 24, ironer, single, admitted May 28th, 1888.

" Family history good, except that one sister died of phthisis.

" Frevious history.—Had smallpox at 11, 'rheumatism' for

first time at 15 (in bed three weeks), second attack rheu-

matism at 22, in 1886 in Christian Ward under Dr. Stone

(six weeks), again under Dr. Stone at 23 in 1887 (four

weeks). Catamenia have ceased some time.

"Present illness.—Has complained of pain in region of

heart, epigastrium, and between shoulders, and in the thighs,

with shortness of breath, palpitation, and occasional faint-

ness and attacks of vomiting, with loss of appetite. She also

suffers from orthopnoea, especially at night.

" On admission.—An anaemic woman, complaining of short-

ness of breath and palpitation. Temp, normal. Pulse 100,

regurgitant.

" TongiLe clean.

" Chest.—Resonance good, but there are rhonchi over both

lungs before and behind.

" The heart dulness begins above at the second rib, and
extends to the right of the middle line.

" The impulse is most strongly felt in the sixth interspace,

just outside the left nipple line. It is diffuse, and wavy, and

of considerable force. It extends over the whole area of

dulness. At the time of the impulse the third and fourth

intercostal spaces, just within the nipple line, are retracted
;

and there is a slighter retraction in the seventh space. At
the time of impulse, the lower end of the sternum and upper

part of the epigastrium are strongly retracted ; after the

impulse they are sharply thrown forward. The hand placed

on the lower part of the chest feels a succession of waves of

movement passing from right to left, the part of the chest about
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the impulse being drawn up during systole into a sort of dome-

shaped projection while the parts in the median line are

depressed,
'' There is a presystolic thrill at the apex ; here is heard

a rather rough murmur running up to the first sound,

followed by a blowing murmur, conducted into the axilla.

" The second sound is accentuated over the pulmonary

area ; in the aortic area there is a systolic murmur conducted

into the neck, and a diastolic murmur heard all down the

sternum.

"Abdomen rather distended, with signs of a small amount

of fluid effusion.

" Liver, dulness from sixth rib ; edge is felt almost as far

down as the umbilicus, and is tender.

" Spleen not felt.

" Urine 1020 ; clear, acid, contains a good trace of albu-

men j no sugar ; some squamous epithelium and mucus ; no

casts.

" There is cedema of feet and legs.

"There is no diastolic emptying of cervical veins. The

estimation of the mobility of the impulse, and of the move-

ment of the lung over the heart during the changes of the

lung in respiration, cannot be made."

Progress, as reported by Dr. Luard, Nov., 1888.

" Since her admission six months ago, patient has not

made any great advance or decline, but on the whole has been

gradually getting worse.

" Three weeks after admission the abdomen became so tense,

and the breathing so rapid and embarrassed that it became

necessary to tap her, and since then she has been tapped

eight times at intervals of two or three weeks.

"The abdomen each time gradually becomes much distended,

though without much dulness in the flanks ; and from a pint

and a half to five pints of clear ascitic fluid are drawn off

each time ; this being followed by temporary relief.

"The breathing is always rapid, though more distressed

when the abdomen is full ; and more or less sonorous rhonchus

is generally to be heard over the lungs. There is not much
cough, and little expectoration. There have been at times

signs of slight effusion into base of right pleura.
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"The urine lias generally been clear, sp. gr. about 1020,

with usually slight trace of albumen.
" The legs and feet are now mottled in colour, and have

become more swollen and oedematous.
" The amount of urine passed during the first three months

averaged over forty ounces, being increased during the days

following each tapping.

" During the last three months the amount has been lessen-

ing, now averaging little more than twenty ounces.

" The pulse has remained fairly regular, but weak, averag-

ing about 100 per minute for the first two months; under the

use of digitalis in large doses it declined to 60 or 70 for some

weeks ; lately, under strophanthus, it has averaged 70 to 85,

and is now weaker and more irregular.

" The cardiac signs remain much as before, except that the

aortic murmurs are now difficult to hear, on account of the

loudness of the mitral murmurs, the sigTis of adherent peri-

cardium remaining well marked.
" She suifers much from pains, both in the back and in the

abdomen, especially on the left side, and from precordial

Dain, with great shortness of breath ; and her appetite is poor

and capricious, with occasional vomiting."

She died a day or two after I received the abstract. At
the post-mortem examination the pericardium was found to

be strongly adherent over a large area, and on further dissec-

tion was found to be equally strongly attached to all parts

having contact with it. There was complete adhesion between

the two layers of the pericardium. The heart was greatly

enlarged, partly by hypertrophy, partly by dilatation of its

several cavities. The aortic and mitral valves were much less

diseased than might have been expected from the murmurs
heard. The post-mortem examination was limited, by injunc-

tion of the patient's friends, to examination of the heart. I

may observe that, in both of the cases here related, the dia-

gnosis of adhesion of the pericardium was made during life

on the basis of the considerations set forth in the main part

of this paper. It is interesting in the second case to note the

remarkable disproportion between the indications of valve

disease afforded by the murmurs heard over the heart during

life and the amount of structural changes found afterwards.
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It can hardly be doubted that the adhesion producing changes

in the form of the heart made great addition to the effects of

the valve disease.
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The Right Half of a Larynx removed for Carcinoma, with a

Carcinomatous Insula on the Left Vocal Cord.

The patient, a gentleman set. 57, consulted Dr. Semon in

October, 1887, for hoarseness, whicli had commenced about

six months previously without any known cause, had increased

gradually, and led to nearly complete aphonia. There was

no pain, no dysphagia, no cachexia, no emaciation. Laryn-

goscopic examination showed that the whole of the right half

of the larynx, except the epiglottis, was converted into an

immovable, red, infiltrating mass, from which only a small

portion of the thickened and immovable vocal cord projected.

There was no history and no sign of syphilis.

Iodide of potassium failed to produce any amelioration.

On November 1st partial exploration of the larynx was

performed by Sir William Mac Cormac. Tracheotomy was

first performed, the thyroid isthmus being split between two

ligatures. The trachea was opened, and Hahn's compressed

VOL. XVII. 14
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sponge cannula inserted. After ten minutes (allowed to give

time for the sponge to swell) the thyroid cartilage, which was
ossified, was divided in the middle line with a small saw, and

the halves of the larynx turned apart. Dr. Semen's electric

lamp was now introduced into the larynx, when, in addition

to the main mass on the right side, a small hard lump was
observed in the anterior commissure. The posterior wall of

the larynx was involved. Little haemorrhage attended the

removal of the right half of the larynx. When the lamp was
now again introduced it was observed that on the lower

surface of the left vocal cord in front, but not continuous with

the mass in the anterior commissure, there was an isolated

infiltration of the size of a split pea, not adherent to the

cartilage; this was removed by a circular incision in the

healthy parts around it. The patient died about forty-eight

hours afterwards, apparently from septic pneumonia, no post-

mortem being obtainable.

Microscopic examination shows the growth to be an epithe-

lioma in the sense that it has arisen in connection with in-

vesting epithelium, as distinguished from glandular carcinoma.

Whether the isolated growth on the left cord is due to contact

or to metastasis is an open question. As bearing on the

question of carcinoma communicated by contact. Professor

von Bergmann has related a case in which there was carcino-

matous disease on exactly opposite spots on the upper and
lower lips.

Intratracheal Carcinoma continuous with Carcinoma of the

Thyroid.

A man, aet. 39, was admitted on July 8th, 1887, under the

care of Dr. Ord, Dr. Sharkey subsequently taking charge of

the case in Dr. Ord's absence.

Ten months ago the patient had very severe attacks of

haemoptysis. On admission, the voice was reduced to a

whisper; there were occasional paroxysms of dyspnoea.

Laryngoscopic examination by Dr. Semon showed the right

cord to be fixed near the middle line; ulceration of the

anterior wall of the trachea corresponding to the projection

outside about the third to the fifth ring of the trachea.
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On August 10th Dr. Sharkey made the following note :

—

" On auscultation the air is found to enter poorly into both

lungs, but hardly at all into the left. There is no definite

evidence of lung disease. . . . No laryngeal disease."

Death occurred on August 22nd,

Post-mortem.—Into the trachea, about 1'5 cm. below the

lower border of the cricoid, there projects a smooth, ovoidal

growth, 2 cm. in its longer vertical diameter. On carrying a

section through the tumour and tracheal wall into the circum-

jacent part of the thyroid gland, the morbid growth is seen

to be continuous, with a widespi*ead extension of similar sub-

stance beneath the tracheal mucous membrane. The tumour

substance spreads between the tracheal cartilages into the

thyroid gland. Histological examination shows the tumour

to be of thyroid origin. The portion projecting within the

trachea is largely columnar celled, but it has in places a

cubical-celled lining. There is everywhere a lumen to the

cell groups, and the epithelium is set in a single layer on the

connective-tissue stroma.

Clinically the presence of malignant disease of the trachea

was judged as possible by Dr. Sharkey during the last month

of the patient's life.

Pathologically, when malignant disease commencing in the

oesophagus or thyroid gland invades the trachea, there is

usually an ulcerating infiltration only. Cylindrical-celled

carcinoma is, moreover, a rare foim of thyroid tumour.

Lymphadenoma in which the hitestinal Glands were extensively

affected.

From a man, aet. 54, under the care of Dr. Bristowe for

some months during 1886 and 1887. He was found to have

a hard movable tumour in the abdomen below the umbilicus,

signs of effusion into each pleural cavity and into the abdo-

men; some of the superficial glands were slightly enlarged.

Post-mortem.—The abdominal tumour, weighing nearly

14 lbs., was found to involve the mesenteric and retro-peri-

toneal glands. The iliac, inguinal, cervical, and axillary

glands were also affected. There were, besides, small white

nodules in the spleen, apparently diseased Malpighian bodies.
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All the intestinal glands^ solitary and agminated, from the

duodenum to the rectum, were much enlarged, elevated, and

firm j the enlargement was particularly marked in Peyer's

patches. The growth was strictly limited to the glands, and

there was no ulceration. Microscopic examination showed

hyperplasia of the lymphatic tissue.

Intestinal Concretions.

Nineteen distinct calculi, varying in size from that of a

large cherry to that of an orange pip. They were found in

the large intestine, chiefly in the transverse colon. The
mucous membrane had been extensively ulcerated by the

calculi, which lay in pouches. Chemical analysis by Dr.

Bernays showed : Tricalcium phosphate, 67*65 ; calcium car-

bonate,! "22 ; nitrogenous matter, 23"47 ; moisture, 7"41.

The patient was a girl aet. 7, who had suffered for several

months from chronic diarrhoea dependent on intestinal catarrh.

She was treated during most of this time with chalk in various

forms and bismuth.

Imperforate Bladder in a Foetus of about the Fourth Month.

The abdomen is much distended, and an incision into it

reveals a large, smoothly-walled space occupying the pelvic

cavity, and apparently that of the whole abdomen. The
simplicity of its interior is broken only by the presence of

two paired openings in its posterior lower part. These

openings are the orifices of the ureters, and the large cavity

into which they open, the distended urinary bladder. The
bladder is imperforate at the cervix.

The condition might be one acquired during foetal life, or

it might be an original defect. There is plain evidence

adducible that diminution or closure of canals occurs at times

during the process of development from secondary changes,

setting aside the considerable class of cases in which the

obliteration occurs as a normal event. The complete closure,

for example, of the duodenum at times observed in the foetus
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cannot be explained except as a secondary abnormal occur-

rence in the developmental process. In the specimens under

notice, however, the imperforate condition is most probably

primary or original rather than secondary in its nature, and

it may be looked upon as the counterpart of that which con-

stitutes imperforate rectum. It is clear, on a moment's

reflection, that if the hind gut and the urogenital sinus be

continuous in the manner and degree they noj;mally should,

when the cloacal depression from the surface lays open one,

it will lay open also the other into a common space. Never-

theless, there are cases of imperforate bladder combined with

imperforate rectum, and cases (such as the present) of imper-

forate bladder combined with perforate rectum. And it must

probably be assumed that in either class of case the original

continuity between the gut and the urogenital sinus has been

partially or completely closed, or has been from the first

unduly small or unnaturally placed, before the parts are

reached by the cloacal depression, and that either the gut or

the sinus may be opened without the other.

It may be pointed out that such cases of distension of the

bladder prove the intra-uterine secretion of urine in a way
that admits of no doubt.

A Rare Form of Pedunculated Body in the Knee-joint.

The knee-joint was obtained from a dissecting-room sub-

ject. Projecting into the joint on the right side, and imme-

diately below the patella, is a discoidal body 4 cm. in the

transverse diameter, 3"2 cm. in the vertical, "7 cm. in thickness.

It is invested with a thin capsule of connective tissue con-

tinued into a falciform synovial fold on the right side, which

fold is lost by the adjacent border of the patella in the general

synovial membrane. The body lies immediately below the

patella, passing a little way beyond the middle line to the left

side. At first sight it appeared to be a local overgrowth of

the fat which is naturally present in the synovial fold of the

alar ligament.

There is an excellent example of such a lipoma growing in

this situation in the Museum of St. Bartholomew's (No. 716),
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and Mr. Barwell states {' International Encyclopgedia of

Surgery/ vol. iv, " Diseases of Joints ") that he has removed

an intra-articular lipoma from each side of the patella.

Vertical section shows, however, that the body in question is

a blood-clot resulting from haemorrhage into the alar ligament,

arising, doubtless, from a contusion or similar injury, the

result either of external violence or of injury sustained by the

fold during some unusual movement of the joint.

Villous Carcinoma of the Breast.

The specimen was removed from an unmarried lady, aet. 53.

She had been conscious of a lump in her breast for three

, months before seeking advice.

As soon as the growth was cut into after the removal of

the breast it was apparent that the growth was of an excep-

tional character.

Microscopic examination shows the tumour to have an im-

perfect wall or capsule of fibrous tissue, from which arise

branching processes very thickly invested with actively

growing epithelium of the columnar type.
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Eczema.—Tlie total number of cases of this disease was
171, of which 83 were males, 88 females. In 35 cases the

patients (M. 17, F. 18) were under seven years of age.

The cases tabulated according to decades are as follows :

Age under 10

Between 10 and 20

20 and 30

30 and 40

40 and 50

50 and 60

60 and 70

Over 70

Number.
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A history of gout was noted in five cases only and a history

of rheumatism in only two cases ; dyspepsia was, however,

associated with the eczema in some degree in nearly all the

patients, and in 17 (M. 6, F. 11) the digestive disturbances

were strongly marked.

Alopecia areata.—The examples of this complaint were for

the most part of the usual type, but in two instances the

history pointed in the direction of contagion, other members

of the family being similarly affected at the same time.

Neuralgic pains were present in about one fourth of the cases,

but bore no relation in seat to the denuded areas, nor did

these areas in any instance coincide with the territory of any

particular nerve.

Lupus erythematosus.—In two cases the disease at the time

of admission had attained an advanced stage. The patients,

both females, were respectively forty-two and fifty-two years

of age, and the duration of the disease in the first four years,

in the second three years. The eruption assumed the " butter-

fly" form upon the face in both, and in the elder a second patch

was present upou the buttock. Erasion, followed by the

application of caustic potash, was successful in producing a

permanent destruction of nearly the whole of the morbid

tissue in the younger patient, but in the elder a marked im-

provement was followed by a relapse, the disease spreading

again over the whole area of operation, and assuming characters

almost identical with those of lupus vulgaris. No tubercle

bacilli could be found in sections of the affected tissue in

either case.

Psoriasis.—The cases offer few points of special interest.

Almost all the patients appeared to enjoy good general health.

In one case of twenty years' duration, involving nearly the

whole body, and previously unaffected by treatment, the

inunction of pure vaseline was rapidly followed by a complete

disappearance of the eruption. The application was for the

first two weeks confined to a single limb, and during the time

the improvement was limited to this portion of the surface.

William Anderson.
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NOTES ON LICHEN CIRCUMSCRIPTUS, VEL
CIRCINATUS [Sehorrhoea corporis).

By J. F.Payne, M.D.

Although I have in former years drawn attention to this

eruption, I should like to say a few words about it again,

since it has lately been the occasion of some controversy.

The name given above, which (or something like it) has

been applied to this somewhat insignificant skin disease, since

the time of Willan in 1808, is generally admitted to be unsuit-

able, since its resemblance to the diseases more properly called

lichen is very slight. Hence other names have been proposed.

Several American dermatologists have described what is evi-

dently the same affection under the name of Sehorrhoea corporis,

which has been adopted in this country by Drs. Colcott Fox
and Liveing. Again, Dr. Unna, of Hamburg, has published in

the ' American Journal of Cutaneous Diseases ' (December,

1887), an unmistakable figure of the same disease with the

appellation Eczema seborrhoicum. The reader will think

perhaps that the confusion of dermatological nomenclature

could hardly go further, but I must myself plead guilty to

having suggested another name, intended to be neutral, and

to imply no theory as to the nature of the disease, viz. " Circi-

naria" However, this has not met with much approval, and

I now agree with those who regard the affection as essentially

one of the sebaceous glands. If this be so, the name Sehorrhoea,

though not perfectly descriptive, since there is something

more than mere excess of secretion of sebum, seems on the

whole the most convenient.

The reasons for regarding this eruption as a form of

sehorrhoea, or at all events as sebaceous, are twofold

:

1. The small papules which are the starting-point of the

affection are, when carefully traced, found to arise from

sebaceous glands, and the scaly patches which are subse-

quently found are always greasy.

2. The skin eruption is often associated with sehorrhoea of

the scalp.



320 Report of the Department for

Witli regard to the papules, I should like to draw attention

to one point which has not been generally noticed. They are

at first of a bright red colour, and at a certain stage of

development they readily bleed if the scales are lightly

removed. The same thing is true of the bright red margin of

the larger patches, which, when the scales are removed, often

show small hsemorrhagic points, much as in psoriasis. The

bright colour of these parts is rather suggestive of haemor-

rhage than of mere hypereemia, and I have often seen red

blood-discs in the scales on microscopical examination. These

facts clearly show that there is not only excessive secretion

and enlargement of the sebaceous glands, but dilatation of

blood-vessels, which project above the ordinary level of the

skin—a condition not met with in eczema.

From these papules the affection spreads centrifugally, and

several may be fused together till a discoid patch is produced,

which may be regarded as the second stage of the disease.

Next, the centre of the patch may heal while it spreads at the

margin, and thus a ring, complete or broken, may result, the

margin of which is formed of red papules and scales, while the

central area is smooth and of a characteristic yellowish or

fawn colour. Sometimes a large area of irregular shape in

the interscapular region is produced. Even when this is not

present, the distribution of the patches often suggests that

they have been formed by outward extension from a centre.

The second point in favour of a sebaceous origin for the

disease, its connection with seborrhoea of the scalp, is noted in

three of the seven cases here recorded. I think it might have

been found in others if this point had been more carefully

attended to ; but certainly in some cases there was nothing

noticeable in the scalp. The affection of the head is generally

of older date than that of the trunk, and the morbid process

appears to pass from the head to the sternal and interscapular

regions without necessarily affecting any intermediate part.

Hence the scalp affection may have run its course and sub-

sided, while that of the skin remains. In one case ringed

patches were seen on the head resembling those of the trunk.

On these grounds the affection may be regarded as sebaceous,

but whether we should call it, with Dr. Unna, eczema sebor-

rboicum, is another question. According to Unna the erup-
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tion here described is only one phase of a general skin disease

to which he gives this name. It is described as beginning on
the head in the form of seborrhoea, which leads to eczema^ or

may end in pityriasis or dandriff. From the head it extends

to the ears and neck^ and so on to the trunk, where it assumes

the form figured in his plate, which is identical with our

lichen circumscriptus. It afterwards spontaneously develops

into moist ordinary eczema, especially affecting the flexures.

This disease he describes. as occurring at all ages, even in

infancy. It may last a long time ; and if cured is likely to

recur unless the seborrhoea or pityriasis of the head is cured.

Whether Unna's conclusions are likely to be accepted I

will not undertake to say, but I cannot myself agree with them
for the following reasons :

1. The coincidence of the affection now spoken of with

what we generally call eczema is comparatively rare. Most
cases never show any of the ordinary eczematous symptoms,

and may last even for years without any such complication.

2. The form of eczema described by Dr. Unna, so far as I

can recognise it, may occur entirely without these sebaceous

patches on the trunk. It is spoken of by Unna as one of the

regular forms of infantile eczema, and the affection now spoken

of rarely, if ever, occurs in children.

3. The results of treatment are very different. This disease

is healed much more rapidly than eczema, and with great

certainty, either by some mercurial ointment, or by zinc oint-

ment with carbolic acid, or probably with equal ease by borax

and glycerine (as recommended by Dr. Radcliffe Crocker),

provided the skin be well washed with soap and water, and
the underclothing be changed.

4. I still adhere to previous statements as to the close con-

nection of this affection with the wearing of warm woollen

clothing, especially flannel ; which has led to its being called

the " flannel rash."

The following Table shows the main points of the seven

cases, with five others which have come under my notice in

other departments of the hospital or elsewhere. It will be seen

that in only one case. No. 12, was there no flannel worn.

Another peculiarity in this case was that the eruption had

spread over the whole body in a fortnight (at least this was



222 Report of the Department for

alleged), whicli is unlike the usually slow progress of sebor-

rhoea corporis, and suggests the possibility of its having been

really a different affection, e. g. pityriasis rosea, the diagnosis

of which from seborrhoea corporis is undoubtedly difficult, but

cannot be discussed here. Case No. 4 was similar in the

rapidity of its course.

These cases, I should say, are all distinct from those quoted

in the Report of this Department for 1884 {' St. Thomas's

Hospital Reports/ vol. xiv, p. 229).

J. F. Payne.
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REPORT OF

THE MIDWIFERY DEPARTMENT

FOR 1887.

By ROBERT CORY, M.A., M.D., F.R.C.P.

The Resident Accoucheitbs foe the tear were Messes. Godfeey,

Macetot, Solly, and Bond.

From the 1st of January, 1887, to the 31st of Decemher,

1887 (both dates inclusive), 2116 women were attended. Of
these, 2088 resulted in single births, and 28 in twin births.

There were 13 cases of abortion among the single births, and

1 among the twins.

In the following table the presentations of the children are

classified

:

Among the Among the t t i

single births. twin births.
"'*'•

Vertex 2003 43 2046

Breech 35 9 44

Superior extremities, including the

shoulder .... 5 2 7

Head and arm .... 2 2

Inferior extremities . , . . , 9 9

Pace 3 3

Abortions and premature births .31 2 33

2088 56 2144

VOL. xvii. 15
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Of the 2116 cases attended,

312 were
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neum is reported to have taken place in 2 cases among the

44 cases.

Placenta previa.

Four cases of placenta praevia are reported as having occurred

during the year.

No.
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Four cases of maternal deaths occurred during the year. The
following table gives particulars :
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The following table gives particulars of the cases of multiple

births :

No.
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Table I.

—

General Statement of Medical and Surgical Patients.

MaleB.
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1

readmission.

(See

under

Cyst

of

vulvo-vaginal

gland.)

Removal

in

1.

Removal

in

both.

Gland

removed.

Retained

menses

in

1;
1
after

operation

for

prolapsus.

Cystitis

in

1;

endometritis

and

parametritis

in

1.

1

readmission,

1

after

gonor-

rhoea.

From

surgical

ward.
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Table IV.

—

Table of Mortality,
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Table IV

—

continued.

DISEASE.

Total.

6. Diseases of the Digestive
Org-ans—continued.

Villous growth of stomach.

Intestinal catarrh

Ulceration of intestine

Dysentery....
Intestinal obstruction

Perforation of vermiform ap
pendix ....

Acute peritonitis

Chronic peritonitis

Malignant disease of peritoneum

Cirrhosis of liver

Malignant disease of liver .

Obstructive jaundice

.

Ulcer of gall-bladder

.

Abdominal tumour
Abdominal abscess

Diseases op thb Genito-
TJEiNAET System.

Acute nephritis

.

Chronic nephritis

Malignant disease of kidney

3. Diseases op the Neevoits
System.

Acute meningitis

Tubercular meningitis

Cerebral hsemorrhage

„ softening

„ tumour
„ abscess

Thrombosis of intracranial

sinuses ....
Sclerosis of brain

Chronic hydrocephalus

Obscure cerebral disease

Bulbar paralysis

Tetanus ....
Tetany ....
Epilepsy ....
Spinal meningitis

Myelitis ....
Locomotor ataxy

Alcoholic paralysis

9. Poisoning-.
Alcoholism
Belladonna
Sulphuric acid .

VOL. XVIT.

15

13

Age.

t- o o o
Mor-
tality

per cent.

3...

66-6

26-9

6-6

22*7

21-8

31-5

28-5

7-1

5-8

17
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Table IV

—

continued.
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SPECIAL ANALYSES AND ABSTRACTS.

I.—PTiEMIA.

Fatal case.

Female, set. 22, admitted July 16th, died July 22nd. Five days ago suddenly

seized with severe pain in right buttock.

On admission there was great tenderness from the crest of the ilium down to

the gluteal fold on right side, and very shortly the tenderness extended as far as

the popliteal space. There was no fulness, no fluctuation, no undue heat.

Temp. 104*2°. Perspiring freely. Occasional shivering.

On the following day an incision was made over the sacro-iliac joint, but

nothing was found. The tongue was coated and dry. The temperature varied

from 101-6° to 103-4°.

On July 21st the respirations were 52 per minute, the pulse 140, the highest

temp, 103-4°. The tongue remained as before, and the vomiting, which had

been occasional since admission, had become more frequent. There was dimi-

nished resonance, with crepitations over the greater part of the left lung

posteriorly. On the evening of the same day she became noisily delirious. The

symptoms continued without much change until July 22nd, when she died, the

temperature rising to 105°. No abscesses and no swelling of joints were

detected during life.

Post-mortem examination,—The periosteum over the greater part of the right

iliac fossa was wanting, the denuded surface being covered with pus. There

were signs of acute inflammation of the right sacro-iliac synchondrosis, the

articular surfaces being red, injected, and coated with pus. In the lungs there

were numerous pysemic infarcts, and the pleuritic surface corresponding to each

of them was covered with lymph. The left lower lobe was in a state of red

hepati«ation. The spleen was moderately enlarged and soft. The joints were

not swollen.

II.—HYDROPHOBIA.

Fatal case.

Male, set. 5, admitted May 16th, died May 17th. "Was bitten by a dog over

the left eyebrow two years previously. Nothing was seen of the dog afterwards.
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For a few days preceding admissiou the scar seemed to be tender. The day

before admission he suddenly beciime restless, rolled about on the floor, and

refused food and drink.

On admission he was excited, and his expression was one of terror, but he

answered rationally. The respirations were 52, irregular, and from time to time

there were spasmodic contractions of the diaphragm which gave rise to a pecu-

liar noise like a long hiccough. Pulse 136, regular, very weak. The arms and

legs were rigid ; the fingers strongly flexed. There was tenderness in the

epigastrium. When ofl"ered fluid he became very excited, and tried to knock

the vessel away. A little fluid when taken into the mouth was immediatey

ejected. The mouth contained a large amount of ropy mucus. The urine was

usually voided into the bed, but once he passed it voluntarily, and then he had

general convulsive movements. The urine contained a small quantity of albumen.

There was a small scar over the inner part of the left eyebrow, but it was not

swollen, red, or tender. The next day it was noted that he was still very

excited, though he had quiet intervals. He complained of toothache, as he had

several times since the onset of his illness. The submaxillary gland was enlarged,

but not tender. Once when otfered drink he became very excited, tried to

escape from bed, and when restrained had violent general convulsive move-

ments, arching of the back, and spasmodic respiration. He was constantly

ejecting sticky mucus from the mouth. Ether was sprayed over the back of

the neck and spine. He seemed to be much quieter in consequence, and drank

some milk. An hour and a half later he again became excited, and the ether

spray was applied with some benefit. In the evening of the same day he had a

recurrence of the convulsions, with arching of the back, and retraction of the

head. He was constantly ejecting his saliva; the pulse became very weak.

The ether spray was again used, and he expressed himself as feeling better

afterwards.

He died at 6 p.m. on May 17th after a general convulsive seizure. The

temperature varied from 99"2° to 102°, the latter being registered just before

death.

Tosi-mortem examination.—All the organs, including the brain and spinal

cord, were normal, except that there was intense congestion of the lungs.

III.—GLANDERS.

Fatal cases.

1. Male, set. 47, a horsekeeper, admitted June 7th, died June 9th. A month
ago attended a horse suffering from glanders, and said that he got poisoned in

the left wrist.

On admission the patient seemed extremely ill, the respirations were 44, the

pulse 104, weak, and the temp. 102'2°. On the forehead there was a dull red

indurated patch, the centre of which was excoriated. On the nose there were a

few small pustules. There was brawny infiltration of both lower eyelids, with

much chemosis of the conjunctiva. Scattered over the trunk and limbs there

were numerous abscesses and pustules, and deep seated in the subcutaneous
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tis8ue and muscles there were hard nodules. No enlarged glands detected.

No discharge from the nose. Some crepitation at the bases of the lungs behind.

On the evening of the day of admission he became delirious, and passed his

urine into the bed. He died on the morning of June 9th. The temperature

varied from 100° to 103-8°.

Fost-mortem examination.—There were numerous ill-defined abscesses in the

subcutaneous tissue and in the muscles, and in addition there were scattered

pustules, which were quite superficial. No effusion into joints ; no pleurisy,

pericarditis, or peritonitis. In the left lung there were two or three small

abscesses, and in the right lung there were numerous grey patches of broncho-

pneumonia and extensive collapse of the lower lobe.

1. Female, set. 27, admitted August 26th, died August 27th. The patient lived

in a mews, and was accustomed to attend to the horses. A week before admis-

sion a horse died, probably from glanders. The patient took to her bed about

eight days ago, and since then has been delirious.

On admission she was delirious and tremulous, the lips and tongue were dry,

the respirations 50, the pulse 120, very feeble, the temp. 102-4°. There were a

few small cutaneous pustules, chiefly on the legs, and a number of subcutaneous

nodules, some of which were evidently suppurating. No enlarged glands ; no

discharge from the nose ; no affection of conjunctivse. Rhonchi over both

lungs. She died on the night of August 27th. The temperature varied from

102° to 108-4° just before death.

Post-mortem examination.—Some collections of pus were found in the subcu-

taneous tissues of the trunk and limbs. The nares appeared normal. No
effusion into joints. There was a fairly-defined abscess abutting on the poste-

rior border of the lower lobe of the left lung. No inflammation of serous

membranes.

IV.—DIABETES.

Fatal cases.

1. Male, aet. 39, admitted May 31st. No history obtained.

On admission he was very feeble, though conscious. The odour of acetone

was detected in the breath. Next day he became comatose. The urine con-

tained much sugar and a trace of albumen. Died June I5th.

Post-mortem examination.—Nothing abnormal found.

2. Male, set. 24, admitted June 2nd. The disease apparently dated from a

month before admission.

On admission he was conscious. The breath was said to have a sweetish

smell. The next day he became drowsy, and on the morning of June 4th he

died. The urine contained sugar and a trace of albumen.

Post-mortem examination.—There was injection of the surface of the brain

and the puncta were prominent. No other pathological change.

3. Male, aet. 25, admitted June 15th. He has been sufi'ering from diabetes

for about sixteen months.

On admission he was drowsy, but answered readily. He had dyspnoea, and

over the middle lobe of the right lung crepitations were audible, but there was
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no dulness. The odour of acetone was detected in the breath. The urine

contained much sugar and a trace of albumen ; it gave the acetone reaction.

The next day he became more drowsy, and finally comatose. He died on
June 17th. There was moderate pyrexia, the highest temperature being 102*'1°.

Post-mortem examination.—Pneumonic consolidation, partly red, partly grey,

of right middle lobe. No other pathological change detected.

4. Male, fet. 40, admitted July 29th, died October 12th. One sister died of

diabetes. The patient's symptoms began about a year previously, and about a

week before admission he commenced to cough.

On admission he was emaciated and weak. The tongue was dry and red, the

appetite excessive, and he was unduly thirsty. He complained of cough, and
there was a suspicion of incipient mischief at both apices. The urine contained

much sugar. After he had been in the hospital two months marked evidence of

phthisis was found. For several days before death the sugar disappeared from
the urine. No albumen was present at any time. The temperature was often

subnormal, but during the last few weeks there was frequently a slight degree of

fever.

Post-mortem examination.— Both lungs exhibited numerous patches of consoli-

dation, chiefly made up of yellow cheesy masses. In the right lung the lower

lobe was mainly affected, in the left the upper lobe. At each apex two or three

small cavities existed. No other pathological change was detected.

5. Male, set. 35, admitted October 21st. Had been abroad and had dysentery.

His present illness began two years ago.

On admission he was very weak and thin. The urine contained sugar, no

albumen. During seven days the bowels were only relieved once, and at the end

of this time he began to have severe abdominal pain.

On the evening of October 27th the breathing became laboured, and the pulse

very feeble and rapid. During the day he passed one motion mixed with blood.

Died on October 28th. Temp, varied from 96-4^ to 988°.

Post-mortem examination.—The npper lobe of the right lung was very oedema-

tons and fi'iable but crepitant. The mucous membrane of the lower half of the

large intestine was swollen, deeply congested,' and in some parts sloughing.

Scattered up and down were some clear, well-defined ulcers, and, in addition,

there were many small superficial nlcers originating in the solitary follicles. The

brain was injected and the subarachnoid fluid in excess. The fourth ventricle was

normal.

6. Female, set. 38, admitted February l7th. Marked history of phthisis in

the near relatives. Her present illness began six months previously.

On admission she was very thin and weak. There was much sugar in the

urine but no albumen. The lungs were said to be normal.

On April 12th the urine was for the first time noted as containing albumen,

and the quantity was one third. From that time until her death a small amount

of albumen was often found, though at times it was absent. The day before

death she became comatose, and a large amount of albumen was present in

the urine.

On May 8th physical signs of phthisis were observed. Throughout her illness

she had occasional attacks of diarrhoea. Towards the end there was occasional

slight pyrexia. Died May 29th.
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Postmortem examination.—In both lungs there were scattered cheesy masses,

and cavities at both apices. No miliary tubercles. There was tubular nephritis.

In the brain the puncta vasculosa wei'e well marked. The floor of the fourth

ventricle was normal, but on section there were numerous red points. No other

pathological change.

v.—LYMPHADENOMA.

Fatal cases.

1. Male, set. 54, admitted December lOth, 1886. Had been losing flesh for a

year.

On admission there was a hard, movable tumour in the abdomen, below the

umbilicus and a little to the right of the middle line. There were the signs of

effusion into each pleural cavity and into the abdomen. The lower end of the

spleen was felt about the level of the umbilicus. Some of the superficial lymph-

atic glands were moderately enlarged. The lower limbs and scrotum werecedema-

tous. On two occasions the abdomen was tapped. The fluid withdrawn was

milky but blood stained ; its sp. gr. was 1025, and it contained much albumen^

Microscopically, there were leucocytes and red blood-corpuscles, a few large,

granular, rounded cells, with large spherical nuclei and much finely granular

material, to which the milky appearance was probably due. On standing, the

a icitic fluid separated into an upper cream-coloured opaque layer, and a substratum

of scarlet clot.

Towards the end of life a quantity of pus-like fluid accumulated in the anterior

chambers of the right eye, and bedsores formed. The temperature was usually

normal or subnormal, often 95° and never above 100'8°. The bowels were

irregular, sometimes open once daily sometimes not at all, occasionally relieved

four, five, or six times in the twenty-four hours. The character of the stools was

nut noted. Died on February 20th, 1887.

Post-mortem examination,—The right pleura contained five pints of thin, pus-

like fluid, and the left pleura a pint and a half. No pleurisy. A little serous

fluid in pericardium. There were signs of general peritonitis, the adhesions

being evidently of some standing ; several pints of fluid similar to that seen in

the pleural cavities were found in the abdomen. There was a large abdominal

tumour, weighing nearly fourteen pounds, involving the mesenteric and retro-

peritoneal glands, but the former to a much greater extent than the latter. On
section, the mass was pale, rather firm, and studded sparsely with recent haemor-

rhages. The iliac, inguinal, cervical and axillary glands were also affected. The

urachus was thickened, dilated, and full of what appeared to be inspissated pus.

Ou the surface of the right lung there were some small granulations which

resembled miliary tubercles, and on the surface of the left lower lobe there were

some yellowish-white masses of new growth. A solitary nodule of growth was

found in the liver. The spleen was much enlarged. On section it was dull-red,

studded with numerous small, white nodules, apparently diseased Malpighian

bodies, and contained one large old infarct. Kidneys slightly granular, but con-
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tained no new growth. In the stomach, near the pyloric orifice, was a small

nodule of growth, apparently arising in the submucosa. All the intestinal glands

solitary and agminated, from the duodenum to the rectum, was much enlargedi

elevated and firm. The enlargement was very marked in Peyer's patches, and

in the ileum near the valve the masses were enormous. The growth was strictly

limited to the glands, and there was no ulceration. Microscopical examination

showed abundant small round cells, evidently a hyperplasia of the normal

lymphatic tissue. The round-celled growth was localised to the gland, and there

was no sign of invasion to neighbouring parts.

2. Male, at. 54, admitted June 11th. Had complained of sore-throat for two

years. Three months ago the glands in the armpits and groins became swollen,

and a little later those of the neck became affected. Swelling of the abdomen

noticed a month ago.

On admission there was found to be great enlargement of all the lymphatic

glands; the liver and spleen were felt some distance below the costal arch. The

site of the left tonsil was occupied by a large ulcer covered with yellowish slough,

and there was a small perforation in the anterior pillar of the fauces on the left

side. Both legs were cedematous. The urine contained a small amount of

albumen. The red blood-corpuscles were diminished in number, rather pale, but

formed good rouleaux. No marked increase in the white cells. The larynx was

examined shortly after admission, and it was thought that there was impaired

mobility of the right vocal cord. He died on June 22nd, with symptoms of

bronchitis and oedema of lungs. There was moderate pyrexia throughout.

Post-mortem examination.—There was general enlargement of the lymphatic

glands, and in the abdomen there was a large tumour occupying the position of

the mesenteric glands. There was only one affected gland in the anterior medi-

astinum, and that was not of very large size. The glands everywhere were dis-

crete; on section they were in some places white and moderately firm, in others

pale yellow, as though undergoing caseation, and in others haemorrhagic. The

left tonsil was converted into a large, irregular, and deep ulcer. There were two

raised masses of growth behind the circumvallate papillae. The liver was very

large, and studded with small white nodules of growth. The spleen also was

very large, but contained no growths. Haemorrhages were seen on the mucous

membrane of the stomach and intestines, but there was no affection of the glands.

Lungs emphysematous and very cedematous. Cortex of kidneys pale and swollen.

VI.—EMPYEMA.

Selected fatal case.

Male, set. 4, admitted April 6th. Scarlet fever seven months ago, followed by

nephritis. Six weeks before admission an abscess was noticed on the left side

of chest, which burst a few days later.

On admission there were the signs of effusion into the left side of chest, and

in the fifth interspace in front there was a sinus through which thick pui

exuded. The day after admission an incision was made on the left seventh inter-
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space in the posterior axillary line, and a drainage-tube inserted. This was

followed by a free discharge of pus and the child was much relieved. In a few

weeks the dulness was confined to the lower part of the left chest behind, and

the air entered fairly well.

On June 28th the signs of effusion had increased, and on July 13th a portion

of rib was excised to allow freer drainage.

On August 25th it was noted that the wound was syringed daily with chlorinated

soda, and on October 5th it was stated that the syringing was done twice daily.

On October 22nd he began to vomit, and this continued for two days. The

syringing of the pleural cavity was then omitted.

On the 26th it was noted that he was very apathetic, that the pulse was

very feeble, and that he had lost 4 lbs. 6 oz. in weight in nineteen days. Nutrient

suppositories were ordered.

On November 5th the note was to the effect that the symptoms above men-

tioned had persisted, and that he occasionally vomited. For the preceding few

days it was stated that he had not spoken with the exception of saying " Yes "

or " No " once or twice. He nodded his head in reply to inquiries. He occa-

sionally carried his hand to his head. He did not scream out, there was no

paralysis or rigidity, and no unconsciousness. In the afternoon of November 5th

he had a sharp attack of epistaxis, and was restless in the night. He died on

November 6th.

A few hours previously a copious purpuric rash appeared on the backs of the

hands and wrists, and he had melsena. He was conscious up to the last. There

was occasional slight fever, but the temperature was usually normal or sub-

normal.

Post-mortem examination.—The left pleural cavity was closed except for a

sinus which ran upwards and backwards from an opening in the eighth intercostal

space in the axillary line. There was no retained pus. The left lung was

collapsed throughout. In the left frontal lobe there was a globular abscess, an

inch and a half in diameter, containing thick greenish, non-odorous pus ; anteriorly

it reached to an inch from the tip of the lobe, and above to about three quarters

of an inch from the vertex. Membranes and sinuses normal. There were

hsemorrhages in most of the organs, and the stomach and intestines contained a

good deal of blood.

VII.—SUPPRESSION OF SALIVARY SECRETION.

Female, set. 65, admitted December 18th. Her mouth was noticed to be dry

seven months before admission. There was nothing in her previous history to

throw any liglit upon her present state.

On admission, no sign of organic disease in the viscera was detected, and her

general health was excellent. The tongue was red, devoid of epithelium, cracked

in all directions like crocodile's skin, and absolutely dry. The inside of the

cheeks, the hard and soft palate, were also quite dry ; the mucous membrane was

smooth, shiny and pale, but here and there a few patches of injection were seen.

The tonsils were normal. There was a marked deficiency of moisture at the back
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of the pharynx. Nothing abnormal was noticable in the appearance of the sub-

lingual gland, and nothing unusual could be detected by sight and by palpation
in the parotid and submaxillary regions. No calculus was felt in Steno's ducts.

Common sensation of the inside of the mouth was unimpaired, and the reflex

action of the palate was present. Taste-perception was slow, clearly in conse-

quence of the deficiency of moisture. The condition of the saliva was slightly

acid. Perspiration, according to the patient, was almost absent, but the skin

was not unusually dry or harsh. The hair was quite natural in appearance, and
exceptionally abundant for her age. The lachrymal secretion was very deficient,

and could not be excited when she smelt a strong solution of ammonia. No
local affection of the lachrymal secretion was detected. The sense of smell was
unimpaired, but the nasal mucous membrane seemed dryer than normal. The
urine was natural in quantity and quality. The knee-jerks were natural. There

was no sign of facial paralysis, present or past. The treatment consisted in the

internal administration of tincture of jaborandi in doses of thirty minims three

times daily. A few subcutaneous injections of pilocarpin were also given.

Under this treatment the mouth became moister. Discharged relieved De-

cember 17th.

VIII.—FIBROID DISEASE OF HEART.

Fatal case.

Male, set. 33, painter, admitted June 16th, died June 29th. No note of any

special illnesses. Has had cough for some months.

On admission, there was much dyspnoea and cough. The lower limbs were

cedematons. The pulse was 100, very feeble and irregular. There was no blue

line on the gums. The cardiac dulness was moderately increased to the left;

there was a systolic and a prsesystolic murmur, and the second sound was accen-

tuated. Crepitations were audible at the bases of the lungs. No ascites detected
;

liver much enlarged. No albumen in urine. Four days after admission there

was said to be a diastolic murmur at the base, and a systolic at the apex. The

patient became more livid, the limbs cold, and the pulse very feeble. Tempe-

rature usually subnormal, the range being from 95° to 97'6°.

Post-mortem examination.—Three pints of serous fluid in abdomen, a pint in

right pleural cavity, and an ounce in pericardial sac. All the cavities of the

heart were dilated; the right ventricle was moderately hypertrophied, the left

only slightly so. The aortic and mitral valves leaked, but there was no structural

change in them or in the pulmonic and tricuspid. Mitral orifice four inches in

circumference ; aortic not dilated. The endocardium over the posterior wall of

left ventricle was thick and white. The muscular substance beneath was pale,

glistening, and fibrous, this being most marked on the upper part near the aortic

valves. A similar condition was seen in several places in the walls of the left

ventricle, and in the right ventricle. Endocardium of both auricles much

thickened. Some atheroma of aorta, but no dilatation. Lungs showed signs of

chronic congestion, and there was one recent infarct in the left upper lobe

towards its base, and abutting on the anterior border. All the organs were

chronically congested.
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IX.—ULCERATION OF IXTESTIXE.

1. Male, set. 29, admitted January 19th. About eighteen months ago was

operated on for right strangulated inguinal hernia. Three days ago he was

suddenly seized with acute pain in the right iliac region, and since then has

passed neither faeces nor flatus.

On admission, the abdomen was found distended and tympanitic, but no

tumour was discovered, and nothing felt by the rectum. The tongue was dry

and coated, and he vomited much. A few hours after admi.sion abdominal

section was performed in the middle line. There was found to be general

peritonitis, with scattered flakes of lymph. In the right iliac region there was

a small, localised collection of pus and faecal matter, which communicated with

a perforation the size of a florin, of the small intestine, apparently ileum.

Across the concavity of this loop of intestine there was a band, which was tied

and divided. The peritoneal cavity was washed oat with a solution of boracic

acid. The perforation was secured to the parietes in the right iliac region, and

an artificial anus formed. There was no vomiting after the operation and no

abdominal pain. The urine contained a small amount of albumen. The tempe-

rature was never higher than 100*2°. He died twenty-three hours after the

operation.

Post-mortem examination.—The bowel, which formed the artificial anus was

situated eighteen inches above the ileo-caecal valve. The rupture had occurred

in the floor of a large ulcer, which was not of recent origin, for the floor was

quite healed over, and the mucous membrane was smooth over it. It wai a little

depressed below the general level, and its edges were clean-cut, and even though

healed, well-defined. In the last few incbes of the ileum there were some thinned

areae in Peyer's patches, snch areae as one finds ulcerated in typhoid fever. The

ulcer, which had ruptured, was, however, far larger than those usually seen in

this disease. The peritoneum was acutely inflamed, and there were many fibrinous

masses, but not much fluid. The intestines were considerably distended.

2. Male, aet. 79, admitted April 6th. Subject to diarrhoea every autumn for

four or five years. For the last fourteen months he has had constant pain in the

rectum and continuous diarrhoea. He has never passed blood or pus in the

stools.

On admission there was found to be considerable spasm of the sphincter aui.

About three inches from the anus an annular constriction was felt, which was

thought to be probably due to malignant disease. There was frequent action of

the bowels, the stools being scanty, fluid, and dark. On two occasions the

stricture was dilated by the finger. He died June 13th.

Post-mortem examination.—Here and there in large intestine were a few small

losses of substance in the mucous membrane, but there was no serious disease

until the rectum was reached. Between two and three inches from the anus

there was a large ulcer completely encircling the intestine. It was about an

inch and a half broad, and had completely destroyed the mucous membrane, and

caused inflammatory thickening of subjacent tissues, together with narrowing of

calibre of gut. There was no evidence of its being other than a simple ulcer.

No new growth was found either at a distance or immediately around the local

disease. The organs generally were atrophied, otherwise healthy.
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X.—PERFORATON OF VERMIFORM APPENDIX.

1. Male, ajt. 18, admitted May 6th. Seized suddenly eight days before

admission with violent pain in abdomen, just above pubes ; vomiting set in

almost immediately. Bowels not open for five days. There was a history of a

similar attack five months previously.

On admission there was much abdominal pain. The walls were rigid, the

respiration thoracic. There was no great abdominal tenderness and no fulness

in right iliac fossa. Frequent morphia injections were given.

On May 8th he appeared much better, and was nearly free from pain. Next

day he became delirious, though he complained of no pain. He died on the

morning of May 10th. The bowels were not opened during his stay in the

hospital. On the day of his death the temperature was 103°. The preceding

three days it was usually normal, though once it rose to 99"4°.

Prst-mortem examination.— Small intestine much distended, large collapsed.

No general peritonitis. About two to three feet of the lower part of ileum,

ending at the valve, were collected in the pelvis on the right side quite collapsed,

and united to the walls of the pelvis by recent adhesions. Near the tip of the

vermiform appendix there was a small orifice, which lay in the floor of an ulcer,

apparently simple in nature. No foreign bodies were present in the appendix.

There was a small abscess around the tip of the appendix. The collapsed small

intestine contained thick mucus only. There had clearly been obstruction

during life.

2. Male, set. 18, admitted August 10th. Six days before admission was sud-

denly seized with pain in lower part of belly and vomiting. He continued to do

his work until the time of admission.

On admission, the abdomen was rigid and tender, but not acutely so. There

was some fulness of lower part of abdomen, and just above the pubes and in the

right iliac region there was dulness. Morphia was given hypodermically and

turpentine fomentations applied to abdomen.

Next day there was no pain, and the vomiting had ceased. Decided fulness

with dulness was present in right side of abdomen. In the evening he became

restless and wandered. The temperature rose to 104*4°, the highest previously

noted being 103'4°.

On August 12th abdominal section was performed in the middle line. General

peritonitis was found, and there was a collection of pus in the csecal region.

The pulse becoming very feeble nothing more was done except to wash out the

abdomen with warm boracic solution. A few hours after the operation he

became furiously delirious. He died on August 13th. The bowels were not

open during his stay in hospital. The temperature throughout was raised,

varying from 99-2° to 105°.

Post-mortem examination.—General peritonitis. No collection of pus. The

appendix was lacerated nearly through about its mid-length, and in the neigh-

bourhood a concretion was found, which was brown, rather firm, and laminated.

3. Male, set. 13, admitted September 7th. Seized suddenly six days ago with

pain in the hypogastric region, soon followed by vomiting.

On admission the abdomen was found distended, tense and tender, more espe-

cially in right iliac and hypogastric regions. He complained much of pain, and
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there was severe vomiting. He died next day, September 8th. Temperature

varied from 97-6° to 102°.

Post-mortem examination.—There were two or three pints of pus in abdomen

and there was general peritonitis. The appendix was the seat of a sloughing

process, which had produced several ragged perforations in it. No ulcer could

be seen within, or solid bodj', and none was seen outside it. In the caecum there

were some old, thin, smooth scars, with clean-cut edges. Thej had been long

healed, and resembled most the relics of t;>phoid fever.

4. Male, set. 5, admitted November 9th. Suddenly attacked, four days

previously, with pain and vomiting. During this time the bowels had been

confined.

On admission the abdomen was distended and tympanitic all over. The breath-

ing was thoracic. He vomited incessantly. An hour after admission, abdominal

section was performed. Faecal smelling pus was found, and there was general

peritonitis. No perforation detected. The abdomen was washed out with warm
boracic solution. He died earl^' on the morning of November 10th.

Post-mortem examination.—There was general peritonitis. The intestines were

much distended, except the last few feet of ileum, which were deeply injected,

collapsed, and adherent to pelvis. The distal part of the appendix was intensely

inflamed, and adherent to the right side of pelvis. On separation, it was found

that an oval area, which was adherent, had sloughed, and there was iu it a round,

pin-hole perforation. A firm, laminated concretion was found in the distal part

of the appendix.

XI.—TUBERCULAR MENINGITIS.

Selectedfatal case.

Female, set. 5, admitted May 10th. No history obtained.

On admission the child was comatose ; the pupils were equal, much dilated,

and immobile. No squint, no optic neuritis. The respirations were irregular,

the pulse regular. The knee-jerks were absent, the plantar reflexes fresh. From
both ears there was a foetid purulent discharge. The temperature varied from

95° to 97*4° until a few hours before death, when the range was from 100° to

10o-6=.

Post-mortem, examination.—There was typical basal tubercular meningitis,

with distension of ventricles with clear fluid. No abscess of brain. There was

chronic otitis media on both sides, and the right mastoid cells contained pus.

There was also chronic ostitis of both petrous bones, which had caused consider-

able condensation. The ossicles on both sides were diseased. Miliary tubercles

were found in abundance in the lungs and sparsely in the liver.

XIL—ALCOHOLIC PARALYSIS.

Fatal case.

Female, set. 39, admitted August 27th. Father intemperate, died of phthisis.

For three years patient had been drinking excessively, chiefly gin. In 1886
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she was in the hospital for alcoholic paralysis, and was discharged relieved.

Three months before the present admission she began to refuse food, and becacoe

suspicious.

On admission she was constantly chattering, addressing absent friends. She

would sometimes stop to seize an imaginary insect or to strike at flies in the air.

When spoken to, she would often answer correctly. The evacuations were passed

into the bed. The hands were fairly steady, but the grasp rather feeble. Botli

hands were dropped and could not be extended. There was no marked wasting

of the arms, no tenderness, and no loss of sensation. In the legs there was much

loss of power, the patient being quite unable to stand. The calf muscles were

small. There was some muscular tenderness and some impairment of sensation

in both legs. The knee-jerks and plantar reflexes were absent. The pupils were

equal and active; no oculo-motor paralysis. No affection of cranial nerves.

Lungs apparently normal. Edge of liver not felt.

On September 6th a sloughing bedsore was noted to be present over the

sacrum, and over the left external malleolus and over the dorsum of the left foot

there were bruise-like areas.

On November 30th it was noted that all the muscles had become smaller since

admission, and that many were almost completely paralysed. The fingers were

semiflexed at the phalangeal joints, and extended at the metacarpo-phalangeal.

The extensors on the back of the forearms were much atrophied, the wrists were

dropped, and the patient had no power of extension. The muscles of the legs

also were much atrophied, the extensors more so than the flexors. There was

almost total loss of movement. She died on December 28th. The temperature

throughout was raised, sometimes 3° or 4°, the pyrexia being probably related to

the bedsores.

Post-mortem examination.—Various nerves were examined, but no change was

seen. The spinal cord and brain seemed normal. The apex of the left lung was

consolidated, and showed some areas of excavr.tion. The liver was very fatty.
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Preface.

The present report has been prepared on tlie same lines

as that of 1886.

During operations carbolic lotion 2\ or 5 per cent, has

almost invariably been used for disinfection.

Sublimate solution and chloride of zinc have occasionally

been employed.

The spray has been used in almost all abdominal
operations and in some others.

The dressings have been usually composed of a combina-

tion of iodoform gauze and salicylic wool. The innermost

layer of a dressing has been as a rule wrung out in 2| per

cent, carbolic lotion. Sometimes, however, it has been
applied dry.

Iodoform powder has been in much favour for dusting on

wounds.

Boracic acid solution at 100° F. has been used for

irrigating the abdominal cavity, and carbolic acid solution

for washing out purulent collections in joints.

Cotton-wool mops, wrung out in 2^ per cent, carbolic

lotion, have extensively replaced sponges, and especially has

a preference been given to them, whenever, as in operative

procedures on the veins, suppuration or other septic troubles

give rise to more than the usual amount of danger.

VOL. XVII. 18
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Cases of erysipelas arising in the hospital liave been

considerable in number. They have been most numerous

in Block 3, and in Albert and Edward Wards.

Among the many cases during the year presenting special

points of interest are the following :

1. A case of rupture of the small intestine successfully

treated by abdominal section. The patient died subsequently

after the operation of resection of the bowel for the cure of

the artificial anus.

2. A case of dislocation of the internal semilunar cartilage

of the knee treated by excision.

3. A case in which a ruptured spleen was excised. The

patient died.

4. A case of arterio-venous aneurysm.

5. A case of extroversio vesicae in which division of the

sacro-iliac synchondroses was performed.

6. A case in which an osteoplastic resection of the foot

(for disease) after the method of Mickulicz was done,

7. A case in which an osteoid sarcoma of the lower end

of the femur (periosteal in origin) had involved the

medullary cavity as high as the small trochanter.

8. A case of epithelioma of the kidney secondary to

calculus pyelitis.

9. A case in which the common femoral artery was ligated

with a clove hitch of tendon without rupture of the coats.

10. A case of ovarian tumour complicated by pregnancy

which was unaffected by the operation of ovariotomy.

11. Two cases of acute fatal tetanus in connection with

which some experiments on the infectivity of the disease

were carried out.

12. The series of supra-pubic cystotomies for calculus and

tumour are especially noticeable. The number of cases is

large and indicates the continued and increasing popularity

of the supra-pubic operation.

13. A case of laparotomy for supposed perforation of a

gastric ulcer occurred in a medical ward. Some lymph was

found in the neighbourhood of the neck of the gall-bladder

and duodenum but no perforation was discovered. The
" toilette " of the peritoneum was carefully made and the

patient recovered.
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14. Finally, perhaps, attention may be drawn to the

improvement which has taken place in the lung condition of

patients suffering from tubercular disease of some joint and

phthisis, when the local articular affection has been com-

pletely removed by amputation {vide the series of cases of

amputation of the thigh for tubercular arthritis of the knee,

and others).

Note.—It has been found impossible in this Report, to

record the Museum Catalogue references to all the surgical

material, which was collected by the Curator during 1887

;

and which has been or will be added to the pathological

section of the Museum.

I should like to thank my brother John Ballance, now
Resident Accoucheur, for the invaluable aid I received from

him in the preparation of this report, especially of the statis-

tical portion.

May, 1888.





General Statement.

Number of surgical beds .......... 241

of patients in hospital, midnight, 1886-7 395

of surgical patients in hospital, midnight, 1886-7
-j pemaies 84 I

^^^

of patients in hospital, midnight, 1887-8 383

of surgical patients in hospital, midnight, 1887-8 < p',,, „]„„ 80 f
=206 '

„ „ treated to a termination during the year 1887 2389 *
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Duratioa of residence.

J. Dvs.'Wks Mts. Mts. Mts.'Mts.

4 5-13 2-4 1-2 2-il 4-6 6-9

VOL. XVII.

1

2
9 2

Mts. Mts
9-12 + \i

Result.

1018

5 6
3...

.. 1

1 1

Eemarks.

4 readmissions.

1 readmission. 1 transferred for erysipelas.

1 readmission. 1 transferred for erysipelas.

1 readmission.

1 readmission. 1 transferred for erysipelas.

1 readmission. 1 transferred for scarlet fever.
3 readmissions.

2 readmissions.

1 readmission.

1 transferred for chicken-pox.

3 readmissions. 1 would not submit to operation.

2 transferred for erysipelas. 1 Mickulicz's ope-
ration, see ' Med. Soc. Trans.,' vol. xi.

1 discharged for misconduct.

18 readmissions. 1 transferred from Arthur

;

1 transferred from Charity; 1 transferred for

scarlet fever; 1 transferred for erysipelas. 1 with
rotheln ; 1 with lupus of ankle and knee.

3 readmissions. 2 refused treatment. 1 trans-

ferred for erysipelas. 1 tubercular meningitis.

1 readmission.

1 refused treatment.

19
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INJURIES.
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Duration of residence. 1
Result.
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Table II.—

INJURIES.

Sex.

M. Y. -5

Local IsjrElES

—

continued

Injuries to lower extremity—
Fracture of foot

—

a. Simple
h. Compound

.

c. Comp. comminuted
Multiple fracture

—

a. Simple
h. Compound

.

c. Comp. comminuted

Injuries to joints—
Knee

Traumatic synovitis

—

Hip . . . .

Knee . . . .

Ankle

Total " injuries
"

Total " diseases," Table I ,

Total .

Ophthalmic cases not in^

eluded in above report

—

Mr. Nettleship's .

Mr. Lawford's

Total, including ophthalmic

83 84.

36 38

241

2630

10 -20 -30 -40 -50 -6(1 +60 Hrs.
1-6

3! 1

31 2
2 ...

Duration before admission.

Hrs
7-13

Hrs.
13-

24

Dys.
1-8

Dys.
3-6

* Almost every case in this column was
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Duration of residence.

1-1
Dys.
5-13

Wks
2-4

Mts.
1-2

Mts
2-4

Mts
4-6

Mts. Mts
6-99-12

Mts.

+ 12

Result.

R. U. D.

Remarks.

1 1 6 1

724 58

904,477

1 pre-prostatic puncture.

66

481111

2389

36101 29 1

21 43 10
'^——V—

241

2630

admitted shortly after the accident happened.
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Removal of Tumotjes and New Geowths,

Breast, amputation of ... .

„ „ with glands .

„ recurrent growth

Ilecurrent growth in axillary glands only ,

Carcinoma of inferior maxilla .

,, scalp and skull .

„ palate ...
„ i-ectum . . . ,

Epithelioma of tongue

floor of mouth .

tonsil and pharynx
nose

lip . .

cheek
superior maxilla

inferior maxilla

skin

penis

inguinal glands
bladder .

Rodent ulcer .

Sarcoma of inferior maxilla

nasal bone
axilla .

Sex.
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Surgical Operations.

Duration of residence after operation.
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Table III.

SURGICAL OPERATIONS.

Sex.

ClECTJLATOET SYSTEM,
Ligation of femoral

M. F. -5 -10 -20 -30 -40 -50 -60 +60

radial and ulna

ulna

„ radial ....
„ posterior tibial and perineal .

„ branches of external carotid .

For arterio-venous aneurysm .

Ligature of hgemorrhoids

Excision of varicocele

„ varicose veins

Respieatort System.
Tracheotomy .

Rib resection for empyema

Ductless Glands.
Bronchocele (division and removal of

isthmus)

Lymphatic System.
Excision of strumous glands

Scraping „ „
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Duration of residence after operation.

Dys.;Dys.
1-4 5-13

Wks
2-4

Mt3.
1-2

Mts.Mts.lMts. Mts.'Mts
2-4 4-6 6-9 9-12 +12

10

Result.

19

U. D
Remarks.

Abernethian operation (after failure of digital

compression) for popliteal aneurysm ; other
femoral tied for popliteal aneurysm some years

before. See 'Brit. Med, Journ.,' Oct. 1, 1887.
See also 1 case under " Amputation at hip for

osteoid sarcoma of femur."

1 with suture of ulnar nerve and flexor tendons

;

1 with suture of flexor tendons ; 1 with suture
of ulnar and median nerves.

3 with suture of flexor tendons; 1 for aneurysm
following wound; 1 suffered from lymphangitis.

Also suture of posterior tibial nerve. 1 case of
ligation of posterior tibial is recorded under
" Incision, &c., of ankle."

Ligature of both Unguals. See " Epithelioma of
tongue." Ligature also of internaljugular vein.

Of forearm. Ligature of brachial, radial, and ulnar
arteries, and deep median vein, after failure of

digital compression and Esmarch's bandage.
See ' Lancet,' 1888.

1 secondary haemorrhage. See also 1 case under
" Fissure of anus."

Fatal case : right patella vein excised; pya;mia.

1 case internal saphena, both sides, extremely
dilated. See Museum specimen. I case very
ill with septicsemia, but recovered.

Fatal case : readmission with papilloma of larynx.

1 with epithelioma of pharynx; 2 papilloma of
larynx ; 2 cases of cut throat. See also 1 case

under " Epithelioma of tonsil and pharynx."
Both cases admitted with siuuses, dating from

operations at other hospitals.

1 with a distinct tumour of isthmus ; lateral

lobes not much enlarged.

1 case tubercular infection of inguinal glands
after excision of hip.

In 2 cases scraping repeated.
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Table III.—

SDRGICA.L OPERATIONS.

Digestive System—continued.

For ulcer of rectum

.

For fissure of anus .

For fistula in ano

GENITO-tTEINABY SYSTEM.
Castration

Circumcision .

For urethral caruncle

Supra-pubic cystotomy

Lithotrity

Lateral lithotomy .

Perineal puncture .

Perineal section

For pyonephrosis

For hydronephrosis .

Nephro-lithotomy .

Nephrectomy .

Internal urethrotomy
Division of meatus urinarius

For hydatid of kidney

Hysterectomy .

Sex.

M. F

31

3

7

12

11

Age.

5 -10 -20 -80 -40 -50 -60 +

1

1 1

8 14
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continued.

Duration of residence after operation. Result.

». Dvs. Wks Mts. Mts.
4 5-13 2-4 1-2 2-4

1

11 15

5 ...

1 1

Mts. Mta. Mts. Mts. „
4-6 6-9 9-12 +12 C

5
1

ij...

1

1

2

32l 3

U.

Remarks.

With ischio-rectal abscess.

1 with small haemorrhoids.

All incised through sphincter. 4 with ischio-

rectal abscess ; 1 with polypus, which was re-

moved. See also 1 case of stricture under
" Rectotomy for stricture."

2 tubercular; 1 degenerating round-celled ear-

8 for calculus; 6 recovered; 1 D. of pelvic peri

tonitis; 1 D. had prostatic pedunculated tu
mour, which is now in Museum. 2 cases epi-

thelioma of bladder ; 1 fatal ; 1 case ? tuber-
cular ulceration. 1 case villous tumour, see
' Lancet,' July 9th, 1887. Tn 1 case of calculus
lithotrity was previously attempted, but failed.

Fatal case : P.M.—Suppurative cystitis and ne-
phritis, &c. Before death supra-pubic cystotomy
was performed.

1 left hospital with recto-vesical fistula.

3 for stricture and retention ; 1 for cystitis. Of
the 2 fatal cases, 1 had fractured pelvis and car-

diac disease; 1 died from suppression of urine.

1 fatal case : prostatic calculi. P.M.—Cystitis,

pyelitis, &c. 1 fatal case : stricture, extrava-
sation. No P.M. 1 fatal case : stricture, peri-

neal abscess. P.M.— Ulcerative endocarditis.

1 case prostatic calculus, urinary fistulse; 7
cases of stricture, 2 of which had fistulse ; 1 ex-

travasation and 1 perineal abscess. See also

1 case under " Epithelioma of bladder."
Incision in loin.

2 aspirations, 1 incision.

1 fatal: operation for neuralgia. P.M.—Sub-
peritoneal cellulitis where kidney had been
taken fi'om. 1 fatal : calculus pyonephrosis
+ epithelioma of kidney. P.M.— Secondary
growths in liver. See ' Path. Soc. Trans.,' vol.

xxxix. 1 cured : tubercular kidney.

Incision in loin.

For fibroid tumour. See also 1 case under " Ab-
dominal exploration."
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continued.

Duration of resiJence after operation. Result.

Mts. Mts.
2-4

Mts.'Mts.

4r-6 6-9

2 1 .

. 1 ...
i ...

. ... 2 3

. ... 1 ...

... i;...

,.. I...
I

2

1 ... 1

1

1, 1

Ml
9-12

Mts.

+ 12

11

R. U.

1...

. 1

Remarks.

1 case that recovered was pregnant. Of the fatal

cases : 2 died of septic peritonitis, irrigation of
abdominal cavity in both cases the day before
death ; 1 case died of haemorrhage ; 1 of second-
ary malignant growths in the liver ; 1 of bron-
chitis; and 1 ? ether, collapse of lung.

2 Of the fatal cases: 1 died of septicaemia; 1 of
peritonitis and haemorrhage.

1 Tubercular ovary. See Museum, F.F. 51^ Also
'Path. Soc. Trans.,' 1889. P.M.—Pelvic ab-
scess opening into bladder and rectum

; peri-

tonitis.

All tunica vaginalis ; injury to testicle in 1 ope-
ration.

Admitted for castration for sarcoma.
All tunica vaginalis; 1 tapped twice.
Tunica vaginalis.

1 patient was operated upon three times.

1 case operated on three times.

!

1 case non-union of fracture ; 1 case with ar-
thritis of elbow.

1 case suffered amputation of arm 45 days after
sequestrotomy.

1 big toe; 1 thumb after whitlow. See also

1 case under " Caries of hand."

2 cases necrosis of acetabulum as well, secondary
to hip excision ; 2 cases necrosis of stump after
amputation ; 1 case extensive central necrosis
of the lower end ; 1 case two operations ; 1 case
four months later amputation at hip-joint, and
then transferred to medical ward for cerebral
tumour. See also 1 case under " Excision of
hip," and 1 case under " Osteotomy of femur."
See also 1 case under "Amputation for disease
of thigh."

" Popliteal necrosis."

1 case two sequestrotomies; 1 case three opera-
tions. See also 1 case under " Incision, &c., of
ankle." See also 1 case under " Primary am-
putation of leg."
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SURGICAL OPERATIONS.

Sex.

M. 1". -5 -10 -20 I
-30 -40

1
-50

LocOMOTOBY System—continued.

Removal of necrosed bone fiom-
Os calcis ....
Metatarsus

Lumbar spine .

Scraping for caries of

—

Mastoid cells .

Eadius ....
Hand ....
Rib .

Femur

Tibia

Foot.

Trephining mastoid cells .

Excision of joints

—

Elbow

Wrist
Hip

Ankle
Metatarso-phalangeal

* Arthrectomy of elbow .

„ kuee

ankle .

Forcible movement of joints under anaes-

thetics

—

Elbow

4 2 ...

2 2 ...

2 2 1

3 1 1 3

* By " arthrectomy " is here meant the removal of a portion of the structures of
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Duration of residence after operation.

Dy8
5-13

I

WkB Mts
2-4 1-2

Mts.Mts,
2-i 4-6

Mts.Mts.
6-9 9-12

Mts.

+ 12 C. R. U. D

2 1

5

3 1

Remarks.

All 1st metatarsal. See also 1 case under " Caries
of foot."

Many pieces of necrosed bone removed from the
front of the bodies of the vertebrae.

Necrosis in 1 case.

1 case readmission, excision of wrist.

1 thumb; 1 case little finger and tarsus, later

amputation of little finger; 1 case strumous
dactylitis, scraping and sequestrotomy.

See also 1 case under " Caries of tibia."

2 cases great trochanter ; 1 case condyle of femur,
haemorrhage 10 days after operation.

Scraping of rib in 1 case as well.

1 case after Mickiilicz's osteoplastic resection

;

1 case 5th metatarsal ; 3 cases os calcis, 2 of
which had a second operation, 1 of these had
Pott's curvature; 1 case calcis and cuboid;
1 case extensive tarsal and metatarsal disease,

scraping and sequestrotomy.

1 arthritis ; 1 ankylosis after dislocation ; 1 anky-
losis, forcible movement under ether having
previously failed.

1 case joint ankylosed at operation ; 1 case seques-
trotomy 80 days after excision. See also 1 case
under " Incision, &c., of knee."

4 for hammer-toe; 2 for disease of hallux-joint.

1 sent out for misconduct.
All for early tuberculosis (subarticular or syno-

vial). In 1 case second arthrectomy 2 months
after first operation ; 1 went out against advice.

See also 1 case under " Incision, &c., of knee."
1 case patella sawn across.

1 internal malleolus trephined ; 1 had to be fol-

lowed 6 weeks later by Syme's amputation.
See also 1 case under " Incision, &c., of knee."

2 after trauma ; 1 forcible movement under ether
several times. See also 1 case under " Excision
of elbow."

joint as distinguished from the more formal and complete procedure of excision.

VOL. XVII. 21
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Duratiou of resideuce after operation. Result.

Dys.
1-4

Dys
5-13

WksMts.
2-4 1-2

Mt
3-4

Mts
6-9

Mts.
1
Mts.'

9-12+12 C-

Keiiiarks.

l\

1...

1 ankylosis following arthritis; 1 followed by
abscess, which was twice aspirated, and then
treated by an antiseptic incision.

2 after Pott's fracture.

1 both knees ; 1 and ankle ; 1 and wrist ; 1 many
joints after rheumatisiiij right femur broken;
1 would not move under ether.

5 cases following wound. 1 fatal from pyaemia.

1 preceded by aspiration, sore on foot, acute
suppuration, ? pyaemia or tuberculosis ; 1 pro-

bably following acute bone mischief, sharp hae-

morrhage 20 days after operation ; 1 followed
by excision of left hip ; arthrectomy of right

knee and right ankle, ? successive outbreaks of

tubercular or pyaemic infection ; 1 acute sup-

puration following entrance of a needle. See
also 1 case under " Ununited fracture of pa-
tella." See also 1 case under " Amputation
for disease of thigh."

Both following acute bone inflammation. 1 fol-

lowed by haemorrhage, ligature of posterior
tibial artery, and later on sequestrotomy.

1 case semilunar cartilage. ' See Clin. Soc.

Trans.,' vol. xxi.

Redressement.
Patella. Suppuration in knee-joint. Patient ex-

tremely ill.

5 genu valgum; 1 ankylosis of knee; 1 was fol-

lowed by necrosis at point of division of bone.
Rickets; curved tibiae.

Both deformity after Pott's fracture.

Both several tenotomies previously.

Equinus 6, equino- varus 7, varus 1, valgus 2;
4 cases underwent second operations ; 1 case of

equinus after large abscess of calf; plantar
fascia divided as well as tendons in some cases.

See also tenotomies under " Removal of wedge
for club-foot."

1 case profuse suppuration, and 30 days later

amputation of toe.
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Table III.—

SURGICAL OPERATIOJfS.

LocoMOTOEY System—contintied.

Primary amputation of—
Arm . . . . .

Fingers . . . .

Thigh . . . .

Leg

Foot

Toes
Secondary amputation of—

Thigh

Amputationsfor disease,

Shoulder .

Arm

Forearm .

4-c., of—

Fingers

Hip .

Thigh

Sex.

M. ¥

11

Age.

5 -10 -20 -30 -40 -50 -60 +<

1 2
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Duration of residence after operation.

Dys.
-13

Wks Mts.
2-4 1-2

Mts.
2-4

Mts.
4-6

Mts
6-9

Mts
9-12

Mta
+ 12

Result.

C. R, U. D.

Remarks.

6 2

2 1

12.

1 transferred with varicella.

la" Garden " on both sides. Both fatal cases :

P.M.—Organs healthy but anaemic.

Fatal case : no P.M. ; ? bronchitis. 1 case flaps

sloughed, hence subsequently resection of tibia,

then suppuration of knee occurred, and the
thigh was amputated.

Lisfranc's amputation j case did badly, and sub-

sequently required amputation below knee.

1 subsequently had cellulitis of foot.

Fatal case died of septicsemia. See also 2 second-

ary amputations (1 thigh, 1 leg) noted in Re-
marks under " Primary amputations."

Osteoid sarcoma of humerus.
For paralysis after injury to musculo-spiral. See

also 1 case under " Necrosis of radius."

1 case tuberculosis of wrist and carpus ; 1 case

after cellulitis of hand and foi'earm ; 1 case

suppuration of carpal joints following treat-

ment of compound ganglion.

1 fatal for wound infected by tetanus. 4 for

whitlow ; 1 for enchoudroma ; 1 for epithe-

lioma ; 1 for painful scar ; 1 for deforuiity after

injury. See also 1 case under " Caries of hand."
1 for hip disease; 1 for recurrent round-celled

sarcoma of femur, Jordan's amputation ; 1 for

osteoid sarcoma of femur, secondary haemor-
rhage, ligature of common femoral with kan-
garoo tendon by means of a clove hitch, coats

not ruptured. See 'Clin. Soc. Trans.,' vol. xxi,

See also 1 case under "Necrosis of femur."
1 fatal case acute traumatic gangrene; 5 cases

tuberculosis of knee and phthisis ; 1 case ulcer-

ation of leg; lease a "Garden " for ankylosis of

knee after arthritis ; 1 case senile gangrene of

foot ; 1 case necrosis of tibia ; 1 case suppura-
tion of semi-membranosus bursa, and disorgan-

isation of knee-joint; 1 case acute necrosis of

femur, suppuration of knee-joint, aspiration fol-

lowed by incision and irrigation, and later by
amputation of thigh. 1 spindle-celled sarcoma
of femur, see Mus. spec, C. 277 ; no recurrence

up to this date, 21 mos. after operation; a " fer-

rule " of bone separated, hence sequestrotomy
2 mos. after amputation, see Museum, C. 158'.
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SURGICAL OPEaATIONS.

LocoMOTORT System—continued.

Amputationfor disease, Sfc, of-
Leg

Foot

Toes

Reduction of dislocation of—
Shoulder ....
Elbow ....
Metacarpo-phalangeal
Hip
Metatarso-phalangeal

Cervical spine .

Internal semilunar cartilage

Reparative Opeeations.
Harelip

Cleft palate

Sex.

M. V

Age.

-10 -20 -30 -40 -50 -60 +
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continued.

Duration of residence after operation.

jya. Dys. Wks
1-15-13 2-4

Mts.
1-2

Mts
2-4

Mts, Mts. Mts. 'Mts

J^-6 6-9 9-12 +12

Result.

C R. U D

5 1

1 4

Remarks.

1 fatal case for gangrene. 2 cases circular ulcer

of leg; 1 case necrosis of tibia and disease of

ankle ; 1 case tubercular disease of tarsus, &c.,

calcis liad been removed some years before,

space now occupied by fibrous tissue, see Mu-
seum specimen. See also 1 case under " Am-
putation of foot for disease." See also 1 case

under "Amputation of toes for disease." See
also 1 case under "Avulsion of great toe-nail."

1 Mickiilicz's amputation, see ' Med. Soc. Trans.,'

vol. xi; 1 sub-astragaloid amputation, capital

stump; 1 Chopart; 6 Syme's amputations, all

for caries, except one, which was for congenital

deformity. Heel flaps sloughed in 1 case, neces-

sitating later amputation of leg. See also 1

"Syme" under " Arthreetomy of ankle."

1 fatal case : amputation of big toe for phalangeal
necrosis, followed by cellulitis of foot; ampu-
tation of leg on day of death. P.M.—Advanced
cirrhosis, cardiac disease, &c. 1 big toe for

arthritis, metatarso-phalangeal joint, and sup-

purating bunion ; 1 for deformity of fifth toe
;

1 for deformity of right third toe, and tenotomy
of ext. prop, pollicis. See also 1 case under
" Excision of head of prox. phalanx for hammer-
toe."

All subcoracoid ; 1 with fracture of humerus.
Radius and ulna backwards in both cases ; 1 with

fracture of external condyle.

Compound of thumb, followed by cellulitis ofhand.
2 sciatic, 1 dorsal ; all reduced by manipulation.
Right 5th toe compound ; fracture of 3rd and 4th

metatai'sal bones.

With fracture, as seen P.M. Attempted reduc-
tion under ether.

Had been displaced several times before.

double, 6 single. 1 followed by pneumonia

;

1 line of union broke down, and consideiablo
haemorrhage occurred. In 2 staphyloraphy was
performed, and in 4 staphyloraphy and urano-
plasty. In 2 of the latter secondary haemor-
rhage occurred.
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continued.

Duration of residence after operation.
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Table III.

SURGICAL OPERATIONS.

Miscellaneous—continued.

Removal of turbinated bones

Exploration for bullet

Trephining of skull

Elevation and removal of depressed bone

(skull)

Incision and irrigation of hsematoma

„ of spinal abscess

Sex.

Suture of thyroid cartilage

„ soft palate for wound

„ conjunctiva for wound
Immediate suture of tendons .

Tracheotomies done in medical ward.s, not

included in above Table

543 329

Age.

-5 -10 -20 -30 -40 -50 -60

872

23 19

+ 60

The number of operations recorded under
the Table = 82. When a patient was
2nd (and 3rd, &c.) operation is included

of operations therefore for the year=

31
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continued.

Duration of residence after operation. Result.

Dys.
1-4

Dys.

5-13
Wks
2-4

Mts.
1-2

Mts. Mts. Mts.
2-4 4-6 6-9

Mts. Mts.l

9-12 +12 *-•

RemarliS.

10

" Remarks," and not entered in

operated on more than once, the
under " Remarks." The total number
872 + 82 = 954-

33

17

872

36

For strumous disease of nasal mucous membrane.
See also 1 case under " Nasal polypus."

Leg. Wound healed; bullet not found.

2 frontal j 3 parietal, 1 of these a bullet fracture
;

1 occipital, and 6 days later more bone was
removed to diminish tension. P.M. of fatal

cases.— 1 basal and spinal meningitis; 1 com-
mencing meningitis, brain greatly contused,

1 frontal; 1 parietal. See also 1 case under
" Trephining skull."

2 buttock; 1 popliteal space; 1 perineum, no in-

jury to urethra.

Fatal cases.— 1 double psoas abscess; no P.M.
1 lumbar caries; P.M.—amyloid di.«ease, pneu-
monia. 1 cervical caries; P.M.—Phthisis, &c.

1 dorsal caries; ? bronchitis from ether. 1

lumbar caries; aspiration and subsequent in-

cision of double psoas nbscess ; P.M.—Tuber-
culosis of lungs, &c. 1 diphtheria. 1 extensive

caries and psoas abscess. 1 thought to be

spinal abscess; P.M.—Post-peritoneal abscess,

no connection with any organ traced, some pus
found in vertebral canal. Non-fatal cases.

—

3iliac;ibscesses; 18 psoas (2 double). Probable
part of spine involved; 9 lumbar; 3 dorso-

lumbar; 6 dorsal; 3 cervical. 1 aspirated before

incision, and 1 case operated upon twice. For
2 cases treated by lumbar incision, see ' Med.
Soc. Trans.,' vol. xi, and ' Lancet,' Dec. 24, 1887.

Both suicidal wounds. Fatal case : P.M.—Con-
tracted granular kidneys, chronic bronchitis, &c.

Some of the ftitches gave way.
Transferred to ophthalmic ward.
All flexor tendons of muscles of forearm. See also

cases of suture of tendons under "Circulatory

System."

Diphtheria 39; broncho-pneumonia, with oedema

of larynx, 2 ; abscess of neck, with oedema of

glottis, 1. (2 cases were still in the hospital

at the close of the year.)
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Not included in above Table.

1. Antiseptic incisions of abscesses, including those of breast and around joints

2. Incisions for erysipelas and cellulitis.

3. Sounding the bladder under ether for symptoms of stone—about 12 or more

during the yeai".

4. The treatment of sloughing chancre (7 males) under ansesthetics ; the pre-

puce slit up and nitric acid applied.

5. The application of nitric acid to sloughing syphilitic ulceration of breast

(1 case) under ether.

6. Operations in the medical wards :

2 cases of hernia, referred to in the Special Table.

2 colotomies.—1 for carcinoma of sigmoid flexure. Both fatal.

5 cases of abdominal section,—2 for internal strangulation, in both of which

gangrenous bowel was resected, but unsuccessfully. 1 for intussusception, which

ended fatally. 2 for acute peritonitis from perforation ; 1 of vermiform appendix,

in which the abdominal cavity was irrigated and cleansed, &c., but the patient

died; and 1 case for supposed perforation of a gastric ulcer; some recent lymph

was found in the neighbourhood of the neck of the gall-bladder and duodenum j

the abdominal cavity was irrigated, and the patient completely recorered.

4 cases of abscesses may be mentioned which were operated upon.—1 case in

which a large abdominal abscess in a boy, which was discharging at umbilicus,

was discovered to be due to necrosis of the posterior surface of the symphisis

pubis ; he died of lardaceous disease, &c., shortly afterwards. 1 case abscess due to

caries of spine with paraplegia; relieved. 1 case perityphlitic abscess; recovered.

1 case acute periostitis of ilium ; incision through glutei, pus in sacro-iliac joint

;

pysemia; death.

3 cases of incision of liver abscess, 1 death.

6 resections of rib,—2 died.

1 case of hemorrhoids, with fissure, successfully operated on.

In addition, many tappings and aspirations of abdominal and pleural cavities

respectively occurred, and several ordinary abscesses were incised.



SUMMARY OF DISEASES.

aENEEAL DISEASES.

ERYSIPELAS (arising iu the hospital).

See Special Table.

Erysipelas (admitted as such).—Males 37, females 21. C. 50, R. 1, U. 1, D. 6.

Cutaneous 42 ; cellulo-cutaneous 11 j cellular 5. Causes.—Contusion 6 ; crushed

thumb 1 ; syphilitic ulcer 1 ; stump not healed 1 ; compound fracture of fore-

arm, superficial wound nearly healed 1 ; vaccination 3 ; burn 2 ; stab of shoulder

1 ; wounds 10 ; eczema 2 ; scald 2 ; abscess of buttock 1 ; ulcer of leg 5 ; donkey

bite 1 J bursitis of elbow 3 ; abscess of groin 2 ; boil 1 j operation on nsevus of

lip 1 ; abscess of scalp 1 ; whitlow 1 ; suppurating gumma 1 ; suppurating

umbilicus 1; abscess of temporal fossa 1; unknown 9. Affecting leg 10 j foot

3 J arm and forearm 9 ; leg and foot 2 ; stump 1 ; forearm and hand 5 ; shoulder,

back, chest and buttock 1 ; face 6 ; face and scalp 4 ; whole body 1 ; face, neck,

and front of chest 1 j buttock 1 ; scalp, neck and face 1 ; thigh and leg 2

;

scalp 7 ; neck and face 1 ; vulva 1; thigh 1 j abdominal wall 1. Complications.—
Abscess of foot 1 ; succession of abscesses 1 ; delirium 5 ; pneumonia 3 ; psoriasis

1 ; diarrhoea 1 ; bursitis patellae 1 ; inflamed axillary glands 1 ; glandular

abscesses of neck 1 ; bronchitis 1 j bedsores, and later amputation of forearm 1 ;

lymphangitis 1 ; urticaria 1 ; marasmus 1 ; albuminuria 1 ; caries of spine and

double psoas abscess 1 ; septicaemia 1 ; second attack 2 ; third attack 1. Treat-

ment.—Internally : usually perchloride of iron in large doses, a few cases quinine.

Locally : warm lead, or chlorinated soda lotions and linseed poultices ; incisions

in 25 cases.

Fatal cases.

Male ; set. 42. One month before admission burn of leg, ulceration healing j

but one week before admission erysipelas set in. On admission the whole

lower limb was swollen and red, several incisions were made. Much albumen in

urine. Limb gradually improved, and patient was then transferred to the

medical side. He shortly afterwards died, and at the P.M. caries of the spine

and a commencing psoas abscess was discovered. See medical notes for further

particulars.

Male, set 23. Ten days before admission received a scalp wound during a
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drunken fight. Two days before admission erysipelas supervened and spread

over tbe face, scalp and neck. In the hospital he was violently delirious, and

died on the tenth day. Temperature varied from 101° to 103'8°. Treatment.—
Bromide and chloral, stimulants and iron. Lot. Plumbi applied locally. No P.M.

Male, set. 45. Was admitted with severe erysipelas of the foot and leg, and

bronchitis. He had been ill for ten days. Cause of attack unknown. Treat-

ment.— Incisions, perchloride of iron and quinine, poultices, chlorinated soda irriga-

tion, and subsequently lead lotion compresses. Pneumonia, however, developed.

Temperature was continuously very high, and in spite of stimulants, ammonia

and ether, &c., he died on the thirteenth day. P.M.—Consolidation partly grey,

partly red, of tbe lower, middle, and half the upper lobes of the right lung.

Spleen enlarged and soft. Liver pale and opaque. In abdomen there were signs

of general old peritonitis indicated by numerous adhesions. No sign of past

ulceration of ileum or csecum. Other viscera healthy.

Male, set. 21 days. Very emaciated infant, with a suppurating umbilicus and

erysipelas of the abdominal wall. Aphthous condition of mouth and subnormal

temperature. He died on the third day. P.M.—Lungs incompletely distended,

dark blue, depressed, atelectatic arese being numerously distributed over them.

At umbilicus there is an unhealthy ulcer, confined to skin. No other abnormal

signs.

Female, set. 44. Patient was an alcoholic subject. A week before admission

she received a contusion of her leg. It began to swell, and became painful

immediately. She was brought to the hospital at 6 a.m., having become delirious

an hour before. Severe erysipelas of the right leg, and a temperature of 105" 1^

were noted. The patieut rapidly became comatose, and died the same evening

? of septicsemia. P.M.—Body poorly nourished, right leg swollen, skin red, and

sloughing in places. Heart normal. Lungs and spleen normal. Liver large,

lobules swollen and opaque. Kidneys : In medullary part of left there was a

mass of white moderately firm ? new growth. Cortex : Cloudy swelling in both

kidneys.

lemale, set. 23 months. Two days before admission was scalded on the face,

neck, and front of chest. She was admitted with cutaneous erysipelas of these

parts. The attack lasted about a week, but the child lapsed into an apathetic

condition, with occasional diarrhoea and vomiting, and generally a subnormal

temperature. She gradually became weaker, and died in a convulsion on the

morning of tbe twenty-second day. P.M.— Cause of death could not be ascer-

tained. Kidneys pale but not diseased.

FycBmia.—(See Special Table.)

Tetanus.—Males 2. D. 2.

Male, set. 30. Ten days previous to admission, a nail penetrated the foot

between tbe first and second toes, he continued his work until the day he came

to the hospital, when he had some stifEuess of the jaws and diflBculty in

swallowing. On examination it was found that he could not open his mouth
j

there was some stiS'ness of the back of the neck, and an occasional spasm in

respiration. He pointed out a minute wound in the foot, which might otherwise

have escaped observation. There was no tenderness or any sign of inflammation

about it. He was very soon placed under chloroform. During the administration
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of the ansefithetic the first general spasm occurred. The wound in the foot was

opened up, and the posterior tibial nerve behind the ankle divided. He was

ordei'ed a subcutaneous injection of curare every four hours, and nutrient ene-

mata. Later in the day it was noticed that he was quite unable to swallow, and

the mouth was firmly closed, but it was not until 8 o'clock the next morning that

another general convulsion occurred. This was of extreme violence, and he died

fifteen minutes after it subsided. P.M.—Pericardium adherent, blood liquid, in

the lower lobes of both lungs there were numerous large recent hsemorrhagee,

brain injected, no marked change. Spinal cord and medulla : Small patches of

congestion in both grey and white matter.

Male, aet. 59. Ten days before admission the end of the right thumb was

crushed. Amputation through the last phalangeal joint was performed by the

local medical man. The wound progressed favorably until the evening before

he came to the hospital, when he suddenly experienced severe pain in the stump,

stiffness of the jaws and neck, and his wife said that his speech was thick. The
following morning the pain appeared to be mostly in the back, he could not

swallow, and had a " catch " in his breathing. The thumb was amputated on

admission, and he was placed in a small ward, and given Chloral Hyd. gr. xx,

every two hours unless asleep. He did well, taking food and sleeping until the

following evening, when nicotine was ordered in the place of chloral. Three

hours later he had a severe spasm in attempting to swallow medicine ("iss aq. %]),

and still later much pain in the abdomen. During the next three days he

gradually became worse, and chloroform had on many occasions to be administered

to allay the attacks of extreme dyspnoea. He died on the morning of the fifth

day, shortly after a general convulsion, the temperature being 103"8°. P.M —
Lungs : Left oedematous and hypersemic posteriorly, the lower lobe of the right

was in an early pneumonic stage, capsule of spleen much thickened. Kidneys

small but healthy, in one was a nodule of new growth the size of a hazel-nut.

No undue vascularity detected about brain or spinal cord.

For a note recording certain experiments with the peripheral nerves and parts

of the central nervous system of these patients, and indicating the traumatic,

infective character of tetimus, see 'Lancet,' Feb. 4th, 1888, p. 213. It is worthy

of note that ten days elapsed in each case between the infliction of the wound
and the onset of symptoms, a period which corresponds to the latent period in

experimental inoculations.

Syphilis^—
Frimary.—Males 1, females 2. C. 3.

• Male, ffit. 67. Admitted for malignant disease of penis ; on being placed under

ether, and prepuce slit up, a hard chancre was discovered, a day or two afterwards

a roseola appeared. Females—admitted with vaginal discharge and hard,

chancre, developed sore-throat and roseola in hospital.

Secondary.—Females 27. C. 22, R. 5. Admitted for—soft chancre 7; vaginal

discharge 20; ulceration of tongue 1; gonorrhoeal rheumatism 1 ; warts Ij

condylomata 1 ; roseola 1. Complications.—Rupia 1 ; salivation 1 ; condylomata

6 ; alopecia 7 ; warts 3 ; induration of glands 2 ; roseola 8 ; papular eruption 2

.

1 Patients entered as cured were those leaving without external signs.
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squamous eruption 4 ; vaginal discharge 1 ; congestion or ulceration of fauces 11 j

ovaritis 1 ; inflammation of labia 3 ; iritis 1 ; phlyctenular ophthalmia 1 j

anaemia 1 ; ulceration of tonsils 1 ;
gluteal abscess 1 ; ulcers of breast 1 j atresia

vaginae 1 (transferred for operation).

Tertiary.—Males 8, females 5. C, 6, R. 6, D. 1. Periostitis 1; ulceration of

palate 2; ulceration of rectum 1; gumma of leg 2; extensive scarring of old

ulceration over cutaneous surfaces 1 ; rupial sores 1 ; caries of sternum and

sacrum I ;
gumma of thigh 1 ; psoriasis 1 ; ulcers of leg 1 ; ulceration of

tongue 2 ; induration of glands of neck 2 ; ulceration of tonsils 1 ; gumma of

front of chest over sternum 1 j ulceration of epiglottis 1 j sloughing gumma of

neck 1 ; ulceration of pharynx 1 ;
pneumonia 1 (no P.M.). One case complicated

with synovitis of knee due to extension of inflammation from a gumma.

ACUTE CELLULITIS.

(Not admitted as erysipelas according to authorised nomenclature.)

Males 32, females 22. C. 43, R. 6, U. 1, D. 4.

Fatal cases.

Male, aet. 33. Five days before admission contusion of elbow. On admission

cellulitis (acute) from hand to shoulder. Patient unconscious, temperature 97*2°,

he died on the third day. P.M.—All the organs presented the pallor, opacity,

and slight swelling which is usual in fever, no gross disease detected. The

subcutaneous cellular tissue of the right arm and forearm was the seat of acute

inflammation.

Male, set. 30. Two weeks before he came to the hospital, a boil formed on the

buttock. On admission acute cellulitis of buttock and posterior aspect of thigh ;

patient delirious, incisions were made and the usual treatment adopted, but death

took place on the second day. P.M.—Viscera congested and swollen, no other

abnormal condition. Subcutaneous tissue of posterior aspect of right thigh and

buttock sloughing.

Male, set. 80. Three days before admission, forearm began to swell, and a

black spot ? gangrene was discovered on the thumb. When the patient reached

the hospital, he was found to be suffering from cellulitis extending from the hand

to the side of the chest. He was semi-comatose, temperature subnormal. He
lived three days ; no incisions were made. P.M.—No gross disease, cloudy swelling

of all organs, blood fluid, interior of vessels deeply stained. Heart hypertrophied,

some atheroma of aorta and cerebral vessels.

Female, ajt. 50. Had been an out-patient with suppurating cervical glands.

These had been incised and scraped. On admission five wounds of the neck were

found, all sloughing deeply. Temperature 104°, and patient was in a semi-

comatose state. She died at the end of the second day, the thermometer

registering at that time 106'2°. P.M.—Cellular tissue of neck inflamed and

sloughing, lungs very cedematous. Heart soft and flabby, aorta extremely

atheromatous and dilated. Gummata of liver. Others organs soft and swollen.
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CHRONIC CELLULITIS.

Females 3. D. 1, R. 2.

Fatal case.—Female, set. 34. Illness commenced 6 months before she came

to the hospital, with severe pain in the abdomen and occasionally yellow discharge

from the vagina. Two weeks after the first onset of symptoms she noticed a

swelling in the region of the right iliac fossa. On admission a tumour was found

occupying the right iliac and hypogastric regions, the uterus was displaced to the

left. The evening temperature was usually about 101°; night sweats. After

being in the ward a fortnight, an antiseptic incision was made in the groin, and

some pus evacuated. The next day the discharge was free, and pus was also

noticed coming from the vagina. She continued in much the same state for 3

months, when abdominal exploration was decided upon ; this was extended into

complete removal of the uterus and its appendages. There were numerous

adhesions, and the bladder wall was accidentally torn during the necessary

manipulations. The patient died of peritonitis 4 days after the operation.

Condition ofparts removed.—There were several fibro-myomata of uterus varying

in size from a goose's egg to a pea; some had a soft cheesy centre, others con-

tained calcified nodules. Fallopian tubes dilated, half an inch in diameter,

coats greatly thickened, pns in both tubes. Ovaries—right was suppurating,

left the seat of cystic disease. P.M.—Coils of intestine coated with recent lymph,

and loosely adherent. Small amount of pus in pelvic cavity, linear rent in poste-

rior wall of bladder 1^ inches from above downwards, the edges of which were

securely united by sutures. Lower end of right ureter torn through with its

free end congested, swollen and unsecured by a ligature. No urine was detected

in the abdominal cavity. Kidneys and other organs healthy.

Of the other 2 cases 1 was transferred to Adelaide, and 1 is described under
" Digestive System," as a mistake in diagnosis was made, and a colotomy per-

formed.

LOCAL DISEASES.

TUMOURS.
Carcinomata—

Scirrhus of breast.—Fem&les 31. C. 24, R. 5, U. 1, D. 1. Right 12, left 19.

In 23 the axillary glands were aftected, in 1 case the supraclavicular glands also.

No secondary growths of internal organs reported in any case. Duration before

admission.—Two months 1 ; 3 months 1 ; 4 months 1 ; 5 months 1 ; 6 months 4;

7 months 2 ; 8 months 1 ; 10 months 6 ; 12 months 5 ; 2 years 5 ; 3 years 3 ; 4J
years 1. Married 23 ; single 8 ; only 7 reported to have had children, whilst 4

were sterile, and 4 had had miscarriages. Hereditary history of cancer in 3

;

VOL. XVII. 22
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and family history of phthisis in 2 ; in 7 there was a history of trauma ; discharge

from nipple 3 ; retraction of nipple 7 ; adherent to pectoral muscle 3 ; adherent

to skin 14; nodules in skin 1; ulcerated 1. Treatment.—In 20 the breast was

removed, and the axilla cleared ; in 7 the breast only was removed ; 2 went out

of liospital of their own accord without operative interference ; and 2 were

advised against operation. Complications.—Eczema of nipple 1 ; recurrence

before patient left hospital 1 ; axillary glands infected and not removed 1

;

erysipelas 6 ; septicsemia 1 ; in 1 case treatment was deferred for a time owing to

pleural effusion, but was afterwards operated on and recovered; in 2 cases there

was myxomatous degeneration ; 1 cystic.

Fatal case.—Female, set. 67, married. Had a severe blow 4 years before

on left breast. Ten months ago noticed swelling and pain in left mamma. On
admission large scirrhous tumour commencing to ulcerate through skin at inner

side of nipple. Skin around ulcer blue and puckered. Glandular enlargement

in axilla. At the operation, breast and axillary glands removed. On the 4th

day afterwards, erysipelas developed over the chest and left arm. Temperature

remained continuously high during the next few days, patient gradually lost

strength, and died of septicaemia 13 days after the operation. Examination of

tumour removed.—Diameter about 3 inches, deeply excavated by ulcer. Portions

of tumour 1 inch from the ulcer apparently undegenerated, but when placed on

nutrient material with the necessary precautions in the incubator rapidly

produced an abundant growth of micro-organisms. P.M.—Granulations of

wound not healthy, thin discoloured pus covering them. Lungs natural. Thick-

ening of aortic and mitral valves. Atheroma of aorta. Spleen diffluent. Liver

fatty. Kidneys congested.

Mecurrent growth in breast.—Females 10. C. 5, R. 2, U. 3. Recurrence

occurring at 2 months 1 ; 3 months 1 ; 4 months 1 ; 6 months 1 ; 8 months 1 •

11 months 1; twelve months 1; eighteen months 2; 3^ years 1 (too bad for

operation). Seven cases were operated upon, 2 of the cases had undergone 2

operations previously, 2 cases were admitted for haemorrhage. Recurrence in

cicatrix 1 ; in cicatrix and axilla 5 ; in axilla 4.

Lower jaw.—Male, set. 41. Five months ago swelling was noticed of right

half of inferior maxilla. No family history of cancer. On admission a fungating

growth was observed to occupy the right half of the alveolar process; teeth pro-

jecting through it. Alveolar process removed partly by forceps, and partly by

scraping. Gland at angle of jaw was not touched. Five days after operation

left hospital.

Palate.—Female, set. 23. No previous or family history of importance.

Three years ago noticed hard lump in roof of mouth. On examination tumour

about size of bantam's egg occupying roof of mouth ; more of it is to the left

than to the right of the median line. Some enlargement of left lobe of tliyroid

gland. Tumour removed with ease, firm and nodular; part of hard palate

absorbed. Microscopical examination.—Squamous-celled carcinoma, ? benign.

Left hospital 11 days later.

Skin.—Female, set. 45. For 1 year has had some lumps forming in right

groin. On examination ulcerated tract 7 in. by 3 in. is seen above the outer half
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of Poupart's ligament, and above the iliac crest, freely movable over external

oblique, and has a very hard base. Numerous glands in groin involved, and
numerous discrete scirrhous nodules in skin, above and to outer side of large ulcer.

Advised against operation.

liectum.—Males 3, females 6. R. 2, U. 1, D. 6.

Female, set. 48, married. Had always enjoyed good health. Six weeks ago

began to suffer from bearing-down pain in rectum, difficulty in defaecation and

bloody stools. Hard, nodular, ulcerated growth just above sphincter, completely

removed by operation ; mucous membrane stitched to skin. Eight days later

patient left hospital against advice.

Female, aet. 44, married. Many months difficulty in defaecation, and blood

with the stools ; nothing felt per rectum. Vaginal exam.—Hard lump felt at back

pnrt of pelvic cavity, about tbe level of pelvic brim, quite immovable. Patient

left of own accord after 18 days.

Female, aet. 31, married. Nine months an out-patient. Difficulty and pain in

defaecation, stools mixed with matter and blood; occasional sickness and some-

times severe pain. Six months ago was in hospital, and a stricture in the lower

part of the rectum was divided. Soon after admission excision of rectum

attempted, but in consequence of haemorrhage and numerous adhesions was

abandoned. Three weeks later left lumbar colotomy was performed, to the great

relief of the patient. Still much discharge and irritation about rectum. Six

weeks after second operation patient left hospital, with the colotomy wound in a

satisfactory state. She was gaining flesh and eating well.

Female, aet. 68, married. Bearing-down pain in rectum 12 months, and con-

stipation or bloody stools. 4^ inches within anus hard, ulcerated growth can be

felt, movable and surrounds and constricts rectum. Abdomen slightly distended.

Temp. 102°. Colotomy performed. Death a few hours later. Temp. 103°.

No P.M.

Male, set. 62. (See Special Table III). Pyajmia.

Male, jet. 42. Ten months ago bleeding from rectum noticed, since then

occasionally copious. At times constipation and severe pain. On examination hard

mass felt 3i in. above anus, more on left side than on right. Excision of rectum

attempted, but growth not completely removed ; urine passed by wound after

operation. Two and a half months later lumbar colotomy performed. Patient

gradually became more emaciated, and died 6 weeks after second operation.

No P.M.

Male, aet. 68, labourer. Nine months pain in abdomen and blood and

purulent discharge from rectum. On admission temp. 96°. Greatly emaciated,

refused to be examined, died on sixth day. P.M.—Great omentum adherent to

intestines; in flanks and in pelvic cavity much foul-smelliug, turbid, yellow fluid;

recent perihepatitis and perisplenitis ; coils of intestines adherent ; on breaking

the adhesions here and there small collections of pus were discovered ; 4 inches

from anus was a new growth which had much narrowed the lumen of the gut

;

mass of new growth between bladder and rectum, and this had eaten through the

rectal wall and caused a perforation 8 inches from anus. Other organs presented

no morbid changes.
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Female, set. 61, married, 4 children, 5 miscarriages. Illness commenced 6

mouths ago, with severe diarrhoea, since which time she has suffered severe pain,

and has often passed blood ; has lost flesh, passes very small motions, occasionally

involuntaiily. On examination a hard, nodular mass growing from the anterior

wall of the rectum, and extending from just within the anus to a higher point

than the finger can reach. Pulse irregular, 120. Temp. 101-8°. Tongue dry

and brown. Died 9 days after admission. P.M.—Intestines much distended, no

peritonitis. Small intestine full of liquid, slightly blood-tinged faeces ; mucous

membrane cedematous, congested, and even hsemorrhagic in places ; large

intestine full of hard, slate-coloured, faecal masses. Anterior part of rectum for

4i inches infiltrated with new growth, deeply excavated on the rectal side, no

narrowing of the gut. Spleen contained a large pink mass of new growth (see

museum specimen). Other organs normal.

Female, aet. 37, married, 7 children, 3 miscarriages. Fifteen months ago

first began to suffer pain and passed blood and pus per rectum. An ischio-rectal

abscess shortly formed, which burst and has never healed. Complains of constant

diarrhoea. On examination an unhealthy ulcer extending from rectum on to

buttock is seen ; sphincters apparently destroyed, defaecation involuntary, suppu-

rating gland left groin, enlarged glands right groin, great emaciation, gums

spongy. Temp. 97'6°
; pulse 100. Diagnosis.—Carcinoma or possibly tubercle.

No sign of disease in lungs. Colotomy performed, but patient died 3 days after-

wards. Temp. 95'2°. Two slight haemorrhages seemed to hasten the fatal

termination. P.M.—Body greatly emaciated, large superficial ulcer surrounded

anus and spreading back over coccygeal region ; no sign of malignant disease or

of tubercles in its floor. Caries of body of fifth lumbar vertebra and front of

upper part of sacrum, intervertebral disc between uninvolved, abscess cavities on

both sides of the pelvis in connection with the bone disease, and communicating

by two openings with the rectum. Fallopian tubes and ovaries adherent to

back of uterus, and distended with a soft, yellowish, thick fluid, apparently not

pus. Right ureter blocked by inflammatory tissue around. Moderate dilatation

of ureter and hydronephrosis above point of obstruction. All other organs

healthy. Microscopical examination of the floor of the ulcer and of the aifected

area of bone disease did not reveal the presence of tubercle or other specific

disease.

(Esophagus.—Males 2, female 1. R. 1, U. 2.

Male, set. 70. Dysphagia 12 months, can now only swallow fluids, rapid loss

of strength and flesh, pain in chest during swallowing, oesophageal bougie

passed, vomits occasionally, probably malignant.

Male, aet. 52. Difiiculty in swallowing 5 months, and occasional vomiting ;

for 5 weeks only able to take fluids, and during this time has lost about 1 lb. a

day in weight. Enlarged gland right side of neck, brings up blood sometimes.

Bougie obstructed at lower end of pharynx. Dyspnoea 9 days after admission.

Tracheotomy under cocaine. Sent to an iufirmary after being some months in

bosi)ital.

Female, ajt. 63, read mission. Old case of tracheotomy for malignant disease

of ? pharynx and larynx. Enlarged glands in neck, much dysphagia, getting

rapidly worse. In hospital 1 day.
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Cervical glands.—Males 3. U. 3,

Male, a)t. 55, veterinary surgeon. Seven months ago first noticed enlargement

of right side of neck. On admission hard, indurated, glandular swelling on both

sides of neck. Some hoarseness of voice and slight difficulty in swallowing. In

hospital 7 days.

Male, a?t. 50. Twelve months ago had epithelioma of lower lip removed. One

month afterwards noticed lunip in left side of neck ; this has gradually increased;

lip no recurrence ; slight pain in swallowing solids. Refused operation. In

hospital 6 days.

Male, set. 70, readmission, after epithelioma of tongue, which was operated

on 6 months ago. Eecurrence in glands on both sides of neck, too extensive for

operation. In hospital 2 days.

Pylorus.—Female 1. U. 1. Female, set. 48, married. Twelve months pain

in epigastrium, and has felt a hard swelling in the stomach. For 3 months

vomiting after food, occasionally mixed with blood; when she was sitting up a

distinct, hard, movable tumour could be felt in the pyloric region. Exploratory

operation proposed ; husband refused.

Peritoneum.—Female 1. R. 1. Female, set. 55, married. Growing stouter

for 6 months, abdomen gradually increased in size, and pain set in 3 months ago.

On examination belly very tense and distended, girth 34 inches ; uterus normal,

some hard nodules felt in Douglas's pouch. Diagnosis not clear, possibly

ovarian. Exploratory incision, intestines matted together with new growth,

? carcinoma or sarcoma; wound scitched up without further examination.

Eleventh day after operation parotid bubo developed. Temperature raised for a

short time to 105'4°. Left hospital on forty-second day. Sleeping and taking

food well.

Bladder.—M?i\es 3, females 2. R. 1, D. 4.

Female, set. 33, married. Fifteen months ago began to suffer pain in bladder

and to pass blood in urine. These symptoms continued, and she gradually lost

flesh and strength. Shortly after admission, urethra dilated and tumour in part

removed. Left hospital 3 weeks later still suffering from hsematuria.

Fatal cases.

Male, set. 79. Frequent micturition, bloody urine, and severe pain for 2

months. Died 6 days after admission. No P.M.

Male, set. 67. Frequent micturition for 3 years ; during last 12 months has

lost control over urination and has frequently suffered pain and passed blood in

water. On admission was extremely weak. Supra-pubic cystotomy was per-

formed ; bladder found full of new growth and fixed by a mass of growth in the

right side of the pelvis. Patient died 10 hours after operation. Temp. 106-2°.

No P.M.

Female, set. 60. Symptoms of bladder disease 9 months. Bloody urine;

pain and loss of flesh and strength. Three weeks after admission urethra

dilated ; floor of bladder found occupied by a hard new growth with a rugged,

excavated surface; at the margin there were several polypi, one of which on

microscopical examination showed the typical structure of alveolar carcinoma

;
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no attempt made to remove growth. Patient di(d 20 dajs later. P.M.—Base

of bladder infiltrated by a malignant growth ; inflammatory condition of rest of

mucous membrane. Kidneys, suppurative nephritis.

Male, aet. 70. Two years ago began to pass blood in urine
; patient admitted

in Si very exhausted state. Death on twelfth day. P.M.—Pericardium adherent

all over; left ventricle hypertrophied ; general atheroma of large arteries.

Bladder dilated and hypertrophied ; it contained blood-tinged urine, and a lot of

gritty sabulous matter, several small calculi, and one as large as a cherry ; mucous

membrane covered with an adherent layer of triple phosphates ; over entrance of

left ureter was a tumour the size of a florin, probably carcinomatous ; ureters

moderately dilated. Suppurative pyelitis and nephritis.

Epithelioma—
{a) Inguinal glands.—Male 1. C. 1. Male, set. 47. Readmission after ampu-

tation of penis. Glands extirpated.

(6) Finger.—Female 1. C. 1. Female, set. 70. Nine months ago noticed

small swelling over second phalanx of third right finger. Two months ago this

was removed in operation room, and said to be a sebaceous cyst ; the present

growth seemed to start in the cicatrix of this operation. Finger removed at

metacarpo-phalaugeal joint.

(c) Upperjaw.—Male 1. D. 1. Male, set. 55. Four months ago left half of

upper jaw began to enlarge, and on applying at Dental Hospital was told he had

a tumour. Few days after admission removal of upper jaw. Patient died on

tenth day of septic pneumonia. No P.M.

(d) Kidney.—Male It D. 1. Male, set. 53. Ten weeks noticed tumour in

abdomen, increasing in size. On admission elastic fluctuating tumour in right

loin and extending as far forwards as umbilicus j urine contained albumen and

blood ;
patient much emaciated. Incision in loin ; trocar withdrew at first con-

siderable quantity of yellowish fluid, not transparent. Examination showed

blood, pus, albumen, and epithelium from pelvis of kidney. Later on some

dirty-brown fluid came away, making in all about 27 oz. The cyst and remains

of kidney were then enucleated; not much kidney substance was left. Several

calculi were found, and a whitish growth, which microscopical examination

proved to be epithelioma. Death third day after operation, from which he

never rallied. P.M.—Peritoneum uninjured in right loin from which kidney-

had been removed ; no peritonitis. Csecum adherent to connective tissue behind

it, which was much thickened, probably by new growth. Ligature on right

ureter secure. Left kidney moderately hypertrophied. Glands in portal fissure

infiltrated with the new growth, and there was a similar small mass in the righ

lobe of the liver. (See ' Path. Soc. Trans.,' vol. xxxix.)

{e) Bladder.—Males 4. C. 1, R. 2, U. 1 (1 readmission).

Male, set. 47, readmission. Supra-pubic cystotomy performed twice on this

patient, for first villous and subsequently epitheliomatous growth (see 'Clin.

Soc. Trans.,' vol. xx). Admitted now for return of haemorrhage and pain. In

hospital 1 month. Six weeks later patient came in again with slight hajmaturia

and continuous pain; some difficulty in walking, and there was an evident secon-
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dary growth on the left side of the pelvis, iavolving the hip-bone. He left again

after 2 mouths' residence.

Male, set. 68. Pain and difficulty in micturition 5 years ; for some months

has passed blood constantly, and has lost tlesh. On admission bladder distendel

and catheter blocked by clot. Perineal section was therefore performed ; large

mass of new growth, partly ulcerated, felt in viscus, could not be entirely re-

moved, though a large quantity was, and sent to the museum (see mounted

specimen). Three moutbs afterwards patient left hospital much improved,

having uo pain, passing blood occasionally.

Male, set. 60. For 2 years has passed blood in the urine, and occasionally

suffered severe pain. Shortly after admission supra-pubic cystotomy was per-

formed, and a large mass of growth removed, mostly attached to the left side of

the lower part of the bladder (see museum specimen). Six weeks afterwards he

left the hospital greatly relieved ; urine clear and contained no blood.

(f) Tongue.—Males 11, females 4. C. 7, R. 2, U. 5, D. 1. Duration of disease

before aduiission 1 month 1 ; 2 months 2 ; 3 months 2 ; 4 months 2 ; 5 months 2 ;

6 months 1 ; 7 months 1 ; 8 months 1 ; 9 mouths 1 ; 12 months 1, and 4 years 2.

Part implicated : tongue and floor of mouth 4 ; ditto and inner surface of cheek 1

.

ditto and suft palate 1; gum involved 1; 1 case was recurrent; the glands were

enlarged in 10 cases, and removed in 2. Scissors were used in all the cases (9)

operated on, and in 2 of these the therino-cautery also ; in 1 case the jaw was

divided, 1 case the cheek split, 1 case division ot gustatory, and in 1 case both the

lingual arteries were ligatured before the removal of the tongue. Five cases were

too bad for operation, in 1 case the whole organ was removed, the left half in

5 cases, the right half in 2, and in 1 case the right half and tip.

Fatal case.—Male, set. 69. Four months ago was bitten ott the tongue, sores

never healed; lately it has extended and caused a foul discharge. On admission

patient emaciated, unable to take fluids or to sleep ; slight enlargement of glands.

Lingual arteries ligatured as preliminary to removal of tongue; scissors em-

ployed, scarcely any bleeding. Seven days later, after operation, he died of septic

pneumonia. No P.M.

(Sf) Eectum.—'M&le 1, female 1. R. 1, U. 1.

Female, aet. 47. Excision of rectum had been attempted at another hospital;

now extensive recurrence of growth, No treatment. In hospital a few days.

Male, aet. 52. Twelve months ago began to suffer from tenesmus, and motions

were covered with slime and blood. On examination just within sphincter pos-

teriorly and on the left side is a hard, nodulated, irregular, ulcerating growth.

Operation.—Tumour easily removed, but in attempting to extirpate a string of

infected sacral glands, sharp haemorrhage came on, which necessitated the aban-

donment of the endeavour to make the operation complete. Left the hospital

fairly comfortable 6 weeks later.

(h) Nose.—Male 1. C. 1. Male, set. 67. Six months ago patient noticed a

wart on the left side of the nose ; this has gradually increased, until on admission

it was the size of a sixpence, with a sloughy surface ; no enlarged glands. Extir-

pated with knife. Microscopical report, epithelioma. Attack of erysipelas a few

days after operation.
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(£) Tonsil and pharynx.—Male 1. C. 1. Male, ast. 69. Ten weeks ago first

had difficulty in swallowing. Operation.—Preliminary tracheotomy ; Treudelen-

hnrg's tube used; cheek split; growth removed with ecraseur and scissors. No
sign of recurrence when he left the hospital 24 days after operation.

(» CAec/fc.—Males 5, females 1. C. 4, U. 2.

Male, set. 63. Noticed 1 month soreness at angle of mouth. On examination

epithelioma of angle of mouth and inner surface of cheek. Removal with a

knife. Erysipelas. Recovery.

Male, set. 45, readmission. Growth again removed. Cured.

Male, set. 45. Noticed ulcer for 9 months on inner surface of cheek. On
admission epithelioma of angle of mouth and inner surface of cheek. Removed

with the knife.

Male, set. 58. Four years ago was bitten on the cheek by a man ; wound

never healed. Ten months ago sore about size of shilling excised ; now deep

excavated ulcer size of five-shilling piece with indurated edges; freely cut away

with the knife. Granulating surface on discharge.

Male, set. 45, readmission. Previous operation ; now no interference possible

on account of extensive disease.

Female, set. 37. Seven months before noticed hard lump in right cheek ; this

has rapidly extended and ulcerated; glands involved. Partial facial paralysis.

No operation possible.

{k) Lip.—Males 6. C. 5, R. 1.

Male, set. 70. Epithelioma of left half of lower lip, growing 2 years. Glands

enlarged at angle of jaw. Operation.—V-shaped portion removed.

Male, set. 70. Recurrent. V-shaped incision ; harelip pins. In hospital

6 months ago. (Lower lip.)

Male, set. 72. Recurrent; 5 months ago in hospital
;
growth now along whole

length of lower lip. Complete removal and successful cheiloplasty.

Male, set. 82. Two years' growth ; left side of lower lip. V-shaped incision, &c.

Male, set. 71. Epithelioma of right side of lower lip. Growing 8 months.

Extirpation with knife and subsequently cheiloplasty was successfully performed.

Male, set, 51. Recurrent, last operation 6 months ago. Growth now at right

angle of mouth and inside cheek ; removal with knife. Mucous membrane

brought together with catgut, skin with silk. Had an attack of delirium

tremens; recovery.

(I) Scalp and skull.—Hale 1. R. 1. Male, set. 62, readmission. Large

rugged ulcer on vertex ; dura mater exposed ; scraping, and ZuClj paste.

(m) Skin.—Female 1. D. 1. Female, set. 72. Widow; 6 months ago patient

noticed lump like a marble in the sole of her foot ; this soon ulcei ated ; has been

losing flesh and strength. On admission circular sore size of halfpenny in centre

of sole of right foot. Glands in groin enlarged ; ulcer, freely removed, also

affected lymphatic glands. Died 12 days after operation. Temperature had

been continuously high. Microscopical examination.—Epithelioma of sole of foot

and femoral glands ; squamous celled ; portions of the glands were placed on

nutrient material in an incubator, and an abundant growth rapidly developed

;

hence glands had suffered an inflammatory as well as malignant infection. P.M.

—



l887—Sur(/ical. 337

Lungs hypercemic and ocdematous; heart small; Uiickening of valves and

atheroma of aorta. Liver large and soft; many disseminated haemorrhages of

recent occurrence were to he seen in the cortex of the kidneys j organs generally

exhibited condition of cloudy swelling (see 'Lancet,' 1888).

(») Lower jaw.—Males 3. C. 2, U. 1.

Male, aet. 43. Epithelioma of gums and lower jaw ; numerous glands involved
;

no interference possible.

Male, ffit. 31. For 10 months patient has suffered much pain in left side of

lower jaw. On admission this area and floor of mouth occupied by growth ; sub-

maxillary region infiltrated, lymphatic glands involved. Operation.—Most of

horizontal portion of jaw removed, and all other infected parts. An attack of

erysipelas 8 days after operation. Left hospital cured in 45 days.

Male, set. 70. Recurrence after removal of epithelioma of lip 6 months ago

;

right side of jaw involved; glands enlarged; tumour removed with the outer-

lamella of bone to which it was attached.

(o) Peww.—Males 2. C. 2.

Male, a3t. 52. Five months ago noticed a sore on the glans near the meatus.

On examination hard growth surrounds meatus. Amputation by ordinary

method ; subsequently he had an attack of pneumonia.

Male, aet. 45. Six months sore ; gradually increasing in size ; amputation by
ordinary method ; inguinal glands slightly enlarged ; removed 6 weeks later.

Rodent MZcer.—Males 3. C. 2, R. 1.

Male, aet. 60. Had sore for 2 years size of florin ; left temporal region now
covered with adherent scab ; ? tubercular ulceration or rodent ulcer. Refused

excision ; improved under Ung. Acidi Salicylici.

Male, aet. 56. Recurrent several times; side of nose, ZnCl^ paste applied.

Male, aet. 49. Recurrent several times, of cheek ; excised.

Malignant of necTc.—Males 2. U. 1, D. 1.

Male, aet. 65. Had jaw removed for " cancer" 6 months ago ; now extensive

iuvolvemient of cervical glands.

Fatal.—Male, aet. 67. Fourteen months ago noticed small swelling in right

submaxillary region; rapidly increased, until on admission the whole side of

neck was involved in an irregular growth of a stony hardness adherent in every

direction; patient entered hospital in a semi-conscious state. Died on the sixth

day. No P.M.

Sarcoma—
(a) Mamma.—Female 1. C. 1. Female, set. 38. No hereditary history ; 2

years ago had a cyst incised in right breast; wound never healed; lately a

swelling has again appeared in old situation ; amputation performed
; growth

cystic- sarcoma.

(S) Thyroid.—Males 3, females 1. C. 3, D. 1 (1 readmission).

Male, aet. 41. Three months noticed collar felt tight ; 2 months noticed

swelling in region of right lobe of thyroid ; shortly after admission extirpation

of right half of thyroid ; much difficulty in separating it from carotid sheath and
trachea. Microscopically, spindle-celled.

Male, aet. 42. Five years ago noticed hard lump right side of neck ; rapidly
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increased last few months. On admission large tumour 6x4 in., irregular in

outline, occupying position of riglit lobe of thyroid; larynx displaced to the left

;

some difficulty in breathing and swallowing. Operation.—Tumour removed with

difficulty; much venous bleeding ; internal jugular vein was lying in a groove on

the posterior surface of the growth, adhereut to thyroid cartilage and trachea.

Microscopically, spindle-celled.

Two months later patient readmitted ; recurrent growth partly ulcerated, size of

large orange ; tumour removed chiefly by scraping ; carotid sheath, digestive tube

and trachea invaded. Laryngeal examination.—Right cord moves very little

;

larynx displaced to left, and considerably rotated on its vertical axis. Growth

seen in pharynx and ou right aryteno-epiglottidean fold.

Female, set. 41, married. Eighteen months ago noticed swelling left side of

neck, which has lately markedly enlarged; occasionally great dyspnoea. On
admission thyroid enlarged, especially right side and isthmus. Laryngeal

examination.—Nothing abnormal detected. Operation.—Removal of enlarged

isthmus and nearly the whole of the right lobe ; much hsemorrhage ; antiseptics;

tumour on removai showed several cysts with calcified walls, and much appa-

rently normal thyroid tissue. At .several points, however, masses of more firm,

whitish growth were visible, and on opening a large vein which traversed the

isthmus, its lumen was seen to be filled for an inch with this white growth^

Microscopically, spindle-celled. Patient did badly after the operation, suffered

from fever and extensive suppuration, became unconscious on the fifth day, and

died on the seventh day. Temperature 106°. P.M.—Suppuration along fascial

planes of neck ; pus offensive ; no thrombi in vessels of brain ; acute suppurative

pleurisy left ; slight pleurisy at apex of right lung ; thrombosis of right innominate

vein and superior vena cava.

(c) Pharynx.—Male 1. U. 1. Male, set. 18. Breathing through nose com-

pletely stopped 12 months. On admission nodular growths felt with finger

blocking posterior nares ; glands involved on each side of neck ; attempt to

remove post-nasal growths abandoned in consequence of profuse hsemorrhage

;

glands in neck removed, but rapidly recurred; frequent bleedings from the

mouth ; rapid loss of strength and flesh ; sent ultimately very ill to an infirmary.

(d) Mediastinal glands.—Male 1. D. 1. Male, set. 50. Six months swelling

lower part of neck, and some shortness of bi*eath; transferred to Medical Ward,

where he died. For P.M. see Medical Notes; new growth partly blocking

superior vena cava.

(e) Foot.—Female 1. C. 1. Female, set. 46. Growth of plantar surface of

right foot, now ulcerated ; noticed first 7 months ago. Extirpation with a

knife; evidently growing from plantar fascia; no microscopical examination;

tumour mislaid.

(/) Necfr.—Male 1. U. 1. Male, set. 67. Seven years ago swelling of right

side of neck, first appeared ; now there is an enormous tumour occupying this

situation and adherent to everything ; no operation possible.

(g) Testis.—Male 1. C. 1. Male, set. 34. SwelUng noticed first 10 months

ago, on right side ; castration. Microscopically, degenerating round-celled.

(A) Pelvis.—Male 1. R. 1 (readmission). Male, set. 5^. Recurrent round-

celled sarcoma of ilium and whole stump after amputation at hip-joint.
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(/) Thiffh.—^Lile 1. D. 1. Male, ffit. 55. Twenty-five years ago noticed

small tumour of the thigh
;
gradually increased ; now very large indeed, situated

over tlie front and inner side of the thigh and origiuating from the iutermuscular

fascia. Varicose condition of veins of limb; removal by dissection; numerous

large veins passing into tumour had to be ligatured; antiseptics; weight of

tumour 4y lbs. ; naked-eye examination, like a soft fibroma. Microscopically,

spindle-celled sarcoma. After operation, temperature rose to 105°; patient souu

became delirious; profuse sweating; two severe rigors ; death ou the thirteenth

day. P.M.—Lungs congested. Heart large, otherwise healthy ; spleen large and

soft; blood-staining of inner surface of aorta and large arteries, probably indi-

cating septicffimia.

(j) SHn.—Male 1. C. 1. Male, aet. 55. Melanotic of buttock ; 11 months'

history ; excision.

Femur.—Males 2, female 1. C. 3.

Male, aet. 30. Osteo-sarcoma of lower end of femur, growth noticed 4 months

amputation through thigh, shaft of femur sawn longitudinally in theatre, growth,

which was periosteal in origin, was then seen to have infected the medulla much
above the external limit of the tumour, hence it was determined to at ouce dis-

articulate at the hip. This was done by an external incision ; portion of bone

thus removed showed that the osteoid growth had extended as high as the small

trochanter. Four days later haemorrhage occurred from the stump. The common
femoral artery was ligatured by means of a clove-hitch, with kangaroo tendon j

coats of the vessel were not ruptured (see * Clin. Soc. Transactions,' vol. xxi).

Male, aet. 5j. TLigh amputated last year for round-celled sarcoma of lemur,

now recurrence in stump, disarticulation at hip-joint performed. (Readmitted

later on, see " Sarcoma of Pelvis.")

Female, aet. 17. Tumour of lower end of right femur noticed 6 months, losing

flesh and strength. Amputation of thigh at junction of upper and middle third.

Convalescence retarded by suppuration, and the projection of the end of the

femur through the anterior flap. Microscopically, spindle-celled (see museum

specimen, C. 277). During convalescence a ferule of bone necrosed at end of

stump, and was removed (see museum, C. 158^). No recurrence up to date, 21

months since amputation.

Sumerus.—Male 1. C. 1. Male, set. 21. Tumour noticed 6 months, heredi-

tary history of cancer, amputation at shoulder, growth a typical osteoid sarcoma.

No enlarged axillary glands.

UpperJaw.—Male 1, female 1. C. 2.

Male, aet. 15. Tumour noticed 5 months, now attached to alveolar process of

upper jaw, left side. Operation.—Lip slit, portion of alveolar process involved

lemoved with bone forceps. Microscopically, myeloid.

Female, aet. 67. Small growtb attached to left nasal process, growing some
months, admitted for haemorrhage after an attempt at removal in out-patient room.

Lower jaw.—Males 2, females 1. C. 3.

Female, aet. 33. Patient has had a swelling, gradually increasing in size, of

right lower alveolar process, where formerly she had a carious second bicuspid
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and first molar tooth; tumour removed with bone forceps. Microscopicall}', mye-

loid.

Male, aet. 20. For 1 year or more suffered from abscess and swelling of left

side of lower jaw. Operation.—Removal of left side of lower jaw. The body of

the bone and alveolar process was expanded and filled with a firm white growth ;

in the centre of the growth a sequestrum was found (see * Path. Soc. Trans.,'

vol. xxxix).

Male, aet. 34. Was in hospital in 1884-85 for spindle-celled sarcoma of lower

jaw ; third operation (tumour has been noticed about 3 months, now about the size

of small orange), lower jaw sawn through at angle; ramus, condyle and coronoid

process removed, outer surface of tumour encapsuled, inner surface adherent to

outer surface of ramus, cancellous tissue extensively invaded, but inner plate of

ramus intact. Wound healed on discharge.

Fihro-myoma of uterus.—Females 7. C. 1, R. 5, U. 1.

Female, aet. 36, single. Seven years ago noticed a small movable lump about

the size of a hen's egg in the right side of the abdomen ; gradually increased in

size, and she has had attacks of severe pain accompanied with nausea or vomi-

ting, frequent micturition, some loss of power in right leg. Catameuia regular

until 7 months ago, when the flow became excessive. On admission girth at

umbilicus 31 in., passes very little urine, bowels open with difficulty. Operation.—
Incision wound 6 in., afterwards extended upwards, tumour easily raised out of

pelvic cavity and drawn through abdominal wound. It consisted of an irregular

dumb-bell-shaped mass, and included both ovaries with the uterus, one adhesion

to omentum, pedicle formed by cervix transfixed by 2 pins, and constricted by

wire ecraseur, spray, antiseptic precautions, surface of stump touched with solid

perchloride, and fixed outside abdominal wound. Weight of parts removed 2 lbs.

llf oz. No shock after operation ; convalescence unimpeded.

The 6 other cases were not operated upon ; 5 were married women, and 1

single. Of the 5 married, 1 had 9 children, 1 had 1 child, and 3 had never been

pregnant ; history of tumour respectively 7 months, 18 months, 2 years (2), and 7

years. Menorrhagia and metrorrhagia in 4 case?, 1 case catamenia, not excessive.

Much difficulty and pain in micturition, 1 case ; 2 cases oedema of lower extre-

mities ; uterine cavity in 2 cases 3 in. and 6^ in. respectively ; not reported 3 cases ;

1 case loss of flesh and strength, possibly ovarian. Treatment.—One case sent out,

scarlet fever in ward, to come in again ; 3 cases ergot, &c., to return for opera-

tion if necessary ; 1 case, set. 52, history of seven years, rapid growth for 18

months, flatulence and pain, refused operation. One case, single, tumour noticed

2 months, uterus normal length, pain and gastric disturbance. To return for

operative interference if symptoms increase.

Papilloma of larynx.—Males 2, females 2. C. 2, R. 1, D. 1 (2 readmissions).

Male, set. 2\. For some time parents had noticed difficulty of breathing,

especially in foggy weather. On admission inspiratory dyspnoea, retraction of

ribs, tracheotomy performed at once ; subsequently on laryngeal examination a

whitish growth was seen filling the trachea; 4 months after the tracheotomy,

thyrotomy was done, the trachea being plugged with a tampon canula during

the operation ; much of the new growth was removed with forceps and scissors,

and then the halves of the thyroid cartilage vrere sutured with silk ; the operation
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did not give much relief ; 5 months Inter the thyroid was again splits growth

very extensive, removed thoroughly with forceps, scissors, and cautery ; sponging

also effectually removed some of the growth ; it extended upwards to the pharyn-

geal aspect of the epiglottis ; 15 days later the tracheotomy tube was removed

and the child was quite comfortable, and could breathe through his larynx. One

month after the second thyrotomy the child left the hospital ; but 2 months later

he was again admitted with some symptoms of obstruction, and whilst prepara-

tions were being made to open the trachea again the boy died asphyxiated.

P.M.—On opening larynx entire mucous membrane studded with pale warty

growths, extending as high as the lower half of the posterior surface of the epi-

glottis, vocal cords almost concealed by growths, lumen of larynx much narrowed,

no enlarged glands, some interlobular emphysema of lungs, no other abnormal

signs.

Female, a;t. 2\. Since the age of 4 months, the child has lost its voice, and has

occasionally difficulty in breathing. In out-patient room some papillomatous

growth was removed by cutting forceps. Tracheotomy 4 days after admission j

subsequently transferred for scarlet fever ; 1 year after admission thyrotomy per-

formed ; the cricoid was also split ; the whole of mucous membrane of larynx

from base of epiglottis to trachea was studded with papillomatous outgrowths

;

these were removed with scissors, and the surface seared with cautery ; the vocal

cords were not liistiuguished in the general papillomatous mass, and were probably

removed, as they were not to be seen at the close of the operation. Hahn's tube

was introduced into the trachea before the laryux was opened. Thirteen days

after the operation the tracheal tube was removed ; and 27 days afterwards the

child left the hospital, breathing without difficulty through the larynx, and

able to carry on a whispering conversation.

Villous tumour of bladder.—Males 1, females 2, C. 2, D, 1.

Male, aet. 54. Hsematuria for two years ; attacks of bleeding last some weeks

and then pass off. On admission supra-pubic cystotomy performed ; pedun-

culated papilloma discovered attached above and in front of the opening of the

right ureter; removed with wire ecraseur. Microscopically, simple papilloma;

specimen in museum (see ' Lancet,' July, 1887, and St. Thomas's Hospital

Museum for specimen).

Female, set. 58. Hsematuria on and off for six years ; no pain as in last case;

dilatation of urethra; extirpation of tumour with wire ecraseur; size equalled

that of a Tangerine orange. Microscopically, simple-papilloma; specimen in

museum (see 'Lancet,' July, 1887, and St;. Thomas's Hospital Museum for

specimen).

Female, set. 61. Three and a half years hsematuria occasionally ; the day

after admission urethra dilated under ether; growth not removed in consequence

of smart haemorrhage and feeble state of patient ; died 7 days after admis-

sion. P.M.—Ou left side of bladder is a soft, pinkish, papillomatous growth,

attached to the mucous membrane by a broad pedicle ; no visceral disease

;

bronchial glands caseous ; no enlarged glands found in abdomen.

Exostosis.—Males 7, females 2. C. 8, R. 1. Subungual 3, noticed 2, 9, and

18 months respectively ; all removed. External auditory meatus 1, in a male

set. 30 ; symptoms nine months ; cancellous ; attached three quarters of the cir-
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cumference of canal ; removed by dentixl drill. One of liumerus in a lad set. 14,

operated upon twice. One of frontal bone noticed 4 to 5 years ; removed ; and

one of femur, noticed 6 months ; removed.

Myxoma.—Female 1. C. 1. Female, set. 72, married. Twelve months ago

noticed a small hard lump about the middle of the front of the thig'h. On
admission a globular swelling size of cricket ball, hard, tense, and elastic, freely

movable, and apparently attached to deep fascia just above middle of front of

thigh; antiseptic operation; wound healed by first intention. Microscopically,

myxoma ; cells mostly stellate ; naked-eye appearance of cut surface of tumour

darker in colour than an ordinary myxoma.

N(Bvus.—M.Si\es 2, females 5. C. 2, R. 3, U. 1, D. 1.

Female, set. 41. Lower lip and chin; cutaneous and subcutaneous; partly

ulcerated ; Paquelin's cautery.

Female, set. 14 weeks. Front of chest ; cutaneous and subcutaneous ; no

operation ; death.

Female, set. 5 months. Left scapula; cutaneous and subcutaneous; dis-

sected out.

Female, set. 3. Upper lip ; subcutaneous ; electrolysis twice.

Female, set. 9 months. Back ; cutaneous and subcutaneous ; sent out, scarlet

fever in ward.

Male, set. 3 months. Pinna and side of face ; cutaneous and subcutaneous •

ulcerated ; thermo-cautery.

Male, set. 4 years. Lip and inner side of cheek ; submucous ; galvano-cautery

wire.

Fatal case.—Female, set. 14 weeks. Large nsevus over right pectoralis

major, mostly subcutaneous. Temperature suddenly rose to 104"2°, accompanied

with severe diarrhoea ; child died in 30 hours from onset of febrile attack.

P.M.—Body well nourished, all viscera normal except stomach and intestines,

which contained pellets of slightly yellow mucus; there were patches of conges-

tion in the small intestine, and some prominence and redness of the solitary and

agminated glands ; no swelling of abdominal lymphatic glands.

(Tys^*.—Males 8, females 6. C. 11, R. 1, U. 1.

Forehead—
Male, set. 8 months. Dermoid, root of nose ; taken out against advice. (Had

been treated with electrolysis, as it was thought to be a nsevus.)

Male, set. 16. Dermoid; external angular process; removed.

Scalp.—Male, set. 38. Serous ; median line ; lambdoidal suture ; after injury

;

excision.

Labium.—Female, set. 37. Noticed 2^ years; excision.

Upper Jaw.—Female, set. 40. Noticed 10 years ; incision ; extraction of

teeth.

Breast—
Female, set. 40. Right breast ; serous ; incision ; drainage.

Female, set. 47. Left breast ; mucous
;

glairy, yellow, translucent ; incision

and drainage.
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Ranula.—Male, aet. 11. Mucous; noticed 3 months; silver wire as a seton.

Neck—
Male, aet. 51. Sebaceous; parotid region ; size of small orange ; excision.

Three cases dermoid. Males 2, females 1, ages 19, 20, and 21. One median

line thyro-hyoid space ; 1 right submaxillary region ; 1 submaxillary median line,

under mylo-byoid. All three excised.

Two cases require notice more in detail

:

Male, JBt. 52. Cyst of shoulder, probably bursal in origin ; 12 months ago

pain in right shoulder after getting very wet, since then gradual increase in

size, especially in front ; limitation of movement of arm ;
gave up work 6 weeks

ago. On admission cyst aspirated, 18 oz. of pale, straw-coloured fluid, sp. gr.

1022, with HNO3 became solid from albumen.

Female, set. 51, married. Hydatid of kidney (right) ; 7 months ago noticed

a swelling in right loin, accompanied with tenderness of surface and con-

stant pain. On admission fluctuating tense swelling found in right lumbar

region ; urine normal. Four days later incision in right loin was made ; this was

followed by evacuation of a large quantity of dark-coloured matter of the con-

sistence of gruel, and mixed with numerous hydatid cysts and shreds of

membrane. Patient left the hospital on the thirtieth day quite well, but with a

small sinus, from which there was very little discharge.

Ovarian disease.—C. 11, R. 1, D. 6 (1 readmission).

Female, aet. 37, widow. No family history of the disease ; never before had a

serious illness; had one child ; two months before admission noticed swelling of

the abdomen, chiefly on the right side. On admission girth at umbilicus

37 inches; resonant in flanks, evidently a fluid tumour, no solid material felt;

distance from umbilicus to left anterior superior spine 8 inches, same to right

anterior superior spine 7 inches. Operation.—Three-inch incision; 11 pints of

dark reddish-brown fluid drawn off with trocar from cyst; no adhesions; pedicle

long, ligatured with silk after transfixion. On examining the other ovary (left)

it was found to be cystic, and was therefore removed. The parts removed con-

sisted of one large cyst and several small ones ; no trace of ovary could be found,

though the Fallopian tube could be followed for some distance over the cyst.

Convalescence was retarded by occasional sickness and flatulence and a tempera-

ture of 101°; the lower purt of the wound suppurated. Discharged cured 39

days after operation.

Female, aet. 26, single. Two years ago, when lifting a heavy weight, she felt

a sudden pain in the right iliac region. One year ago noticed a swelling in the

same place ; this has increased until the abdomen reached its present size. On
admission an elastic spheroidal fluid tumour can be made out, extending from

the right flank to the left of the umbilicus as far as a vertical line running

through the left anterior superior spine, and fi-om the pubes to just below the

costal margin. Over this area there is a distinct fluid thrill ; no solid material

felt ; catamenia normal. Operation.—Four-inch incision ; trocar inserted

;

5^ pints of fluid removed ; no adhesions ; pedicle secured as usual with silk ; the

other ovary (right) was found to be slightly enlarged and cystic and was there-

fore extirpated. Parts removed, fluid clear straw colour ; no remains of ovary

discovered; Fallopian tube elongated and attached to surface of main cyst
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tumour composed of one large cyst and several small ones near broad ligament;

convalescence unimpeded ; catamenia noticed 3 days after the opei'ation ; dis-

charged cured 22 days after operation.

Female, aet. 22, singls. Tumour noticed 6 months. Operation.—Three-inch

incision; cyst contained 10 pints of fluid; one adhesion to mesentery; much
ascitic fluid in belly; pedicle secured with silk; weight of solid portion of

tumour 2\ lbs. ; opposite ovary (left) healthy ; convalescence unimpeded ; patient

did not pass water naturally for 8 days after the operation ; discharged cured

22 days after operation.

Female, set. 44, married. Family and previous history unimportant ; 18

months ago noticed that she was becoming stouter. On admission a feeble*

emaciated, nervous woman. Abdomen projected forwards by a cystic tumour

;

girth at umbilicus 33 inches ; umbilicus was one inch further away from the

right anterior superior spine than from the left. Operation.—Incision wound

3 inches ; trocar brought away 10 pints of yellow, transparent fluid, and later a

small quantity of grey, thick, opaque, mucoid material. One adhesion to a loop

of small intestine ; this was tied in sections with catgut and divided
; pedicle

secured with silk ; the tumour was a multilocular cystoma of the left ovary ; the

right ovary on palpation appeared to be normal, and was not interfered with.

Patient did well after the operation, except that she did not urinate naturally

for 7 days. Length of scar 2^ inches. Discharged cured 23 days after

operation.

Female, set. 23, married, two children, the last twelve months ago. Six

mouths ago noticed a lump in the abdomen. Catamenia regular since last con-

finement until 7 weeks ago. On examination a distinct movable tumour can be

felt in the right iliac region, and another, apparently separate from the former,

in the median line just above the pubes. Operation.—Incision 3| inches

;

median tumour found to be the pregnant uterus (about fifth month). The tumour

on the right side was an ovarian cyst about the size of a cocoa-nut. It was filled with

dark brown gelatinous fluid, had a long pedicle, and there were no adhesions; the

pedicle of the cyst was secured in the usual way with No. 4 silk. Patient made

an uninterrupted recovery ; after leaving the hospital (29 days after the opera-

tion) pregnancy continued to term, but during parturition she died of haemorrhage

for lack of timely and skilful assistHuce.

Female, a;t. 31, married, no children, married at 15. Readmission this year,

came from Valparaiso. Family history of phthisis, has had ague several times.

Present illness commenced 2j years ago after a severe blow on tlie abdomen.

On admission abdomen apparently uniformly distended and bulging forwards.

Girth at umbilicus 33 inches ; resonance in both flanks. Uterus displaced to

the left; cavity of normal length. Operation.—Incision wound 4 inches subse-

quently enlarged upwards. Trocar evacuated considerable quantity of dark,

dirty-brown fluid, the tumour being multilocular. The various cysts were

successively tapped. Firm adhesions to the intestine had to be divided; pedicle

ligated with silk. On examining the other ovary (left) another cystic tumour

was discovered. It contained clear pale yellow fluid, it was much more adherent

and more difficult to remove than the cyst in connection with the right ovary.

Operation lasted li hours. Patient discharged cured 94 days after operation.

For some time after the operation patient's recovery was retarded by a persistent
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daily rise of temperature which was treated with quinine. On the tenth day

from the operation an abscess was found to have discharged spontaneously into

the dressing from the lower part of the wound.

Female, set. 54, single. For 6 years she had a peculiar sensation of great

coldness (like a block of ice) in the right side of the lower part of the belly.

The day before admission she had an attack of severe pain accompanied by

vomiting and inability to micturate. On admission a large fluctuating tense

tumour can be felt occupying the abdominal cavity, but not extending so far on

the right side as on the left. Girth at umbilicus 29 inches. Operation.— Incision

3 inches, afterwards extended upwards. Trocar was then used, clear yellow

fluid evacuated, several adhesions had to be ligatured and divided. Right ovary

examined and found healthy. Pedicle transfixed and ligated with silk. Cavity

of abdomen irrigated with boracic acid solution. No rise of temperature after

operation, convalescence uninterrupted. Left hospital 32 days after operation.

Female, set. 47, married, 6 children, 1 miscarriage. Two years ago noticed

enlargement of abdomen, the swelling being a little to the right of the umbilicus.

Catamenia regular till 18 months ago. Since then scanty and irregular. On
admission girth at umbilicus 40 inches; abdomen greatly distended, evidently

with a fluid tumour. Operation.—Incision 4 inches. Fifteen pints dark coffee-

coloured fluid drawn off with the trocar. Wound then enlarged upwards.

Several adhesions between cyst wall and great omentum were tied and divided

between catgut ligatures. Left ovary examined and found normal. There was

cue cyst and 3 lbs. 14 oz. of solid material which formed the tumour. Discharged

cured 18 days after operation.

Female, set. 25, single. Catamenia regular. Eight years before noticed

a tumour in the lower part of the belly which caused her a great deal of pain

and discomfort. Eighteen months ago it began to grow rapidly, and then the

pain disappeared- On admission girth at umbilicus 34^ inches, ordinary signs of

ovarian cystic tumour. Operation.—Incision wound 3 inches. Large cyst con-

taining 12 pints of transparent dark yellow fluid. No adhesions; no bleeding.

Pedicle secured with silk after transfixion. The tumour consisted of one large

cyst, one the size of a cocoanut, and several smaller ones. The appendages on
the left side were healthy. Weight of tumour after removal 1 lb. 13 oz. Con-

valesceuce unimpeded. Discharged cured 21 days after operation.

Female, set. 32, married, 6 children, last child born 4 months ago, since

which time she has noticed something wrong with the abdomen ; during the last

fortnight the abdomen has rapidly incieased in size. On admission girth at

umbilicus 38 inches; uterine cavity 3J inches in length. Uterus behind cyst.

Operation.— Unilocular cyst; no complications. ? Parovarian. Notes defective.

Temperature normal after operation. Discharged cured in 22 days.

Female, set. 34, single. Catamenia regular, but great pain at periods. Some
years ago could feel a lump at the lower part of the belly at the left side. On
admission the abdominal tenderness made it very difficult to make a proper
examination. Exploratory operation decided upon. Incision 2J inches, which
had subsequently to be lengthened. Right ovary cystic about the size of a large
orange, and containing light-brown translucent fluid ; it was adherent to sur-

rounding structui-es. Pedicle transfixed and ligatured with silk. The left ovary
and Fallopian tube were then extirpated in a similar manner, but with greater

VOL. XVII. 23
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diflBfiulty in consequence of the matting of parts and the numerous adhesions.

Operation occupied 1^ hours. The day afterwards the temperature rose to 1026°,

and the abdomen was a little distended. There was a good deal of suppuration

about the lower part of the wound, the amount of pus being greatest about the

ninth day. Discharged cured 50 days after operation. Patient was of a neurotic

temperament, and the temperature, even up to the day she left the hospital,

constantly rose to 100° or 101°.

Fatal cases.

Female, set. 52, married, 4 children. Three years ago had an ovarian

tumour removed. Two years ago noticed again enlargement of the abdomen,

and 6 months later an exploratory incision was made at a special hospital.

During the last few months she has been suffering from cough, loss of flesh and

strength, and rapid enlargement of the abdomen. On admission ordinary signs

of cystic fluid tumour. Uterine cavity of normal length. Operation.—Incision

through old cicatrix 4 inches. Cyst adherent in front to omentum, not to abdo-

minal wall. Pedicle tied in two halves with No. 4 silk. A phlebolith about the

size of a small bean was removed from the broad ligament beneath the main

ligature. The tumour was growing from the left side. There was no sign of

stump or appendages on tlie right side. The tumour weighed 4 lbs. ; it was

multilocular, and the fluid that was removed from It was dark, viscid and opaque,

and 7 pints in quantity. The same evening temp. 103°, pulse 140. During the

next few days there was slight distension of the abdomen, flatulence, a little rise

of temperature, and a weak and rapid pulse. Three days before she died she

was troubled with considerable diarrhoea, and on dressing the wound each stitch

puncture was suppurating. Two days before death she commenced vomiting

and was extremely restless, and 12 hours before death the abdominal wound was

opened up, a glass tube inserted as far as Douglas's pouch, and irrigation carried

out with warm boracic solution, which returned clear. Death took place on the

seventh morning after the operation. P.M.—Recent adhesions between upper

surface of liver and diaphragm, between loops of small intestine, and between

various structures in pelvic cavity. In Douglas's pouch and in lumbar regions

some reddish-brown pus was found ; large intestine distended. Between rectum

and the periuterine connective tissue was an abscess without apparently any

outlet. There was no sign of ligatures on the right side of the uterus from

whence the tumour had been removed at the previous operation. All other

organs healthy.

Female, aet. 23, single. Five years ago sufl"ered from pains in the left side of

the abdomen, especially at the catamenial periods. Two years ago the abdomen

began to get larger, and has been increasing in size ever since. Menses regular

;

has lost flesh during the last few months. On admission girth at umbilicus 31

inches, and abdomen evidently occupied by a cystic tumour. Operation.—Incision

2 inches ; trocar evacuated a large quantity of milky-looking, glairy fluid, no

adhesions ; pedicle secured by silk ; left ovary healthy. The tumour consisted of

one large cyst and several smaller ones near its point of attachment. The same

evening temp. 954°; pulse rapid and feeble. Lips blanched, restlessness, and

some pain in lower part of belly. During the night patient was sick several

times, and the following morning she was extremely weak, but she looked less

pale, aud the temperatmre had risen to 100°. Her condition, however, did not
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improve, she was constantly retching, and she died on the fourth day after the

operation. P.M.—On opening abdomen a large quantity of black clot was found

in the pelvis and other dependent parts of the belly; coils of intestine stained

with blood. No peritonitis. The silk ligature was firmly fixed on the stump, but

there was a rent in the broad ligament extending towards the uterus from the

point of transfixion by the ligature. This was the source of haemorrhage ; much

blood extravasated between the layers of broad ligament, and in the retroperitoneal

connective tissue on the right side of the pelvis.

Female, ajt. 22, single. The tumour was first noticed in the abdomen 12

months ago. It then occupied the left iliac fossa and has since grown until it

seems to fill the whole abdomen. On admission girth at umbilicus 37 inches ; no

bulging in flanks. Right flank more resonant than left. Uterus drawn up and

directed more backwards than normally. Distinct fluid in every direction on

palpation. Operation.—Incision 3 inches, afterwards enlarged upwards. Trocar

used, 16 pints of fluid withdrawn. No adhesions. Pedicle secured with silk.

The tumour weighed after removal 2 lbs. 6? oz. ; it was attached to the left side

of the uterus. The dny after the operation the patient began to suff'er from

cough and much purulent expectoration, the temperature rose to 102'2°, there

was some abdominal pain, but no distension. The condition became each day

more hopeless, the temperature varying between 102° and 105"6°, and the

strength of the patient gradually diminishing. She died on the eighth day, the

thermometer registering 109°. P.M.—No hsemorrhage in abdominal cavity ; no

peritonitis. Pedicle of left ovary firmly secured by a ligature. Pelvis of kidneys

dilated j medullary portion partially absorbed j cortex healthy. Lungs, hsemor-

rhage recent into right lower lobe. Other organs cloudy swelling.

Female, set. 48, married, 7 children. Catamenia regular up to 2 years ago.

Twelve months ago noticed she was getting stouter, had some pain in the right

side of the abdomen. On admission a cystic swelling discovered occupying the

lower part of the abdominal cavity ; uterus pressed backwards by tumour, cavity

normal in length. Operation.—Incision 4 inches ; trocar withdrew 10 pints of

straw-coloured fluid. No adhesions. Numerous secondary cysts. Pedicle trans-

fixed and ligated with silk. Right ovary healthy. Patient, though feeble,

seemed to be doing well until 2 days after the operation, when cough set in.

Temperature rose to 101°, and later still to 103°. There was a good deal of pain

in the abdomen, and the tongue became dry and brown. Death ensued on the

fourth day. P.M.—No peritonitis. Lungs markedly emphysematous and con-

gested, and pus exuded from the cut bronchial tubes. All other organs free from

disease.

Female, set. 47, married, 5 children. Three years ago patient noticed a

tumour in her belly. Three months ago it began rapidly to increase in size,

attended by acute pain of a stabbing character. Catamenia regular until 2

years ago. On admission it was evident that the abdominal cavity was occupied

by a large cystic tumour. Operation.—Incision 3 inches ; 13 pints of fluid drawn

ofE by trocar ; no adhesions. Left ovary healthy. The tumour consisted of 1

large cyst, and 1 or 2 smaller ones close to the point of attachment. The same

evening temp. 103"2°
; pulse 160. The next morning the temperature was still

high, the abdomen slightly distended and the patient retching. Her strength

was soon exhausted, and she died on the third day, with a temperature of 106*6°.
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Twenty hours before she died the abdomen was opened and irrigated. There was

some blood about, but the pedicle seemed perfectly secured by the silk ligature.

P.M.—Recent peritonitis in lower half of abdomen and in pelvis; small intestines

united by recent lymph, some turbid, blood-stained fluid in Douglas's pouch ; old

perihepatitis and perisplenitis ; oedema of right lung. Other organs, cloudy

swelling.

Female, set. 55, married, several children. Menstruation regular until 10

years ago. Seven months ago noticed a lump in the abdomen, which gave her

some pain and inconvenience ; it gradually increased in size. On admission

abdomen occupied by a cystic tumour, girth at umbilicus 37a inches. Operation.

—Incision 2| inches; 10 pints of thick, brownish fluid withdrawn by trocar.

The pedicle came from the left side of the uterus, and was transfixed and secured

by thick silk ligatures. The right Fallopian tube was adherent to the tumour, as

was also the descending colon. The solid part of the tumour after removal

weighed 3 lbs. 10^ oz. After the operation patient went on well for some time,

though the temperature was slightly raised, and there was considerable pain in the

abdomen, but she was very weak, and from some unknown cause her condition

was not completely satisfactory. She died on the twentieth day, having suflfered

from diarrhoea for 5 days previously. P.M.—Body emaciated. Some coils of

small intestine adherent to one another, to the sigmoid flexure, and to the remains

of the broad ligament on the left side. On disentangling the adherent parts a

few ounces of pus were discovered in the pelvis near the pedicle ; pelvic glands

infiltrated with new growth, as were also the posterior mediastinal glands ; the

growth was white in colour, firm in consistence, but in parts it was yellow and

hsBmorrhagic. Liver contained very many masses of similar growth, a few larger

than a walnut. In the right kidney and in both lungs were similar growths.

Note,—All these cases were ordinary ovarian cystomata, with the exception of

one, which was possibly of parovarian origin. In 4 cases both ovaries were the seat

of cystic disease, and therefore both were removed. In one case one ovary had

been removed for cystic disease 3 years before. The operations were in all cases

done under the spray, the dressings consisted of iodoform or carbolic gauze and

salicylic wool. The pedicle ligatures were in all cases of silk and were cut short.

In all cases but one the abdominal cavity was cleansed with sponges, and in this

one case boracic irrigation was used as well.

In 2 of the fatal cases the abdominal wound was opened up, and the belly

irrigated with boracic solution 2 or 3 days after the operation.

DIGESTIVE SYSTEM.

Hernia.—(See Special Table I).

Intestinal obstruction.

Male, Bet. 42. Constipation 2 years, accompanied on some occasions with

nausea and abdominal pain ; 3 weeks ago obstruction became almost complete,

and the sickness more constant. On admission abdomen tympanitic; tongue

dry. Temp. 97°, &c. Left lumbar colotomy at once performed ; no tumour

could be felt per rectum. Left hospital 6 weeks later in fairly good health,

and artificial anus in satisfactory state.
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Male, act. 68. Has had complete obstruction and continuous vomiting for a

week ; much abdominal pain ; and during the last few months has lost flesh and

strength. Abdomen distended ; left lumbar colotomy at once performed j no

stricture could be felt per rectum. Patient died 4 hours after operation. P.M.

—

Twenty inches from anus was a distinct ring of soft new growth admitting tip of

finger ; not ulcerated j nearest glands infected ; intestine above growth much
thinned and dilated, below contracted ; 1 small nodule of new growth in liver

other organs natural.

Male, set. 35. Ten years ago operated upon for strangulated hernia ; 2 days

since was seized with severe pain in belly, constant vomiting, distension of abdo-

men, and no action of bowels for 48 hours. On admission symptoms continued.

Pulse 140, temp. 97°. Skin damp from perspiration, countenance anxious,

indicative of great pain and distress; large scrotal hernia down, but can easily be

reduced ; 12 hours after he entered the hospital, the abdomen was opened in the

median line, with the idea that there was some internal strangulation. When the

peritoneum was opened a large quantity of turbid fluid escaped. The omentum

and intestines were deeply congested, and there was much lymph about. The

omentum was entangled in a most unusual waj' around the coils of small

intestine, and was unravelled with difficulty and had to be divided in many places

between ligatures ; no band was discovered, or other cause for the obstruction

;

abdominal cavity irrigated with warm boracic lotion, and then the wound was

closed. Patient died a few hours after the operation. P.M.—General acute

peritonitis, much recent lymph about, and a few haemorrhages. A small quantity

of bile-stained fluid was seen in the abdomen, and there was extensive yellow

discolouration of the under surface of the liver ; a rounded perforation three lines

in diameter was found on the anterior aspect of the duodenum, immediately

beyond the pylorus. The hole was a perforation in the floor of an ulcer, the

edges of which were thickened and raised ; it measured ^ inch long by i inch

transversely ; the floor was formed by the peritoneal coat. Heart large j lungs

emphysematous j other organs normal.

Acute peritonitis.—Male 1. D. 1 (see also case immediately preceding). Male,

set. 11. Family and previous history good. Five days ago had a rope tied round

his waist in order to draw a cart ; sufl'ei ed shortly afterwards from pain in the

right iliac fossa and vomiting. On admission constipation, distension and tender-

ness of abdomen, especially on right side ; nausea, thoracic breathing
; pulse

rapid and feeble. Treatment by opium and anodyne applications. Died on the

6th day after coming into the hospital; before the end, diarrhoea, delirium,

restlessness and vomiting were incessant, and distinct dulness was noted on per-

cussion in the right iliac fossa. P.M.—Intestinal coils matted together by recent

adhesions : much pus in dependent parts
;
perforation of vermiform appendix,

where it joined the caecum; no concretion discovered; some collapse of right and

left lower lobes of lungs. Other organs normal.

Chronic peritonitis.—Male 1. R. 1. Male, set. 40. Has not been in good

health for some years. Four days before admission pain and swelling of abdomen.

When he entered the hospital there was a purulent discharge from the umbilicus

;

the abdomen was occupied on the left side by a hard, tender, semi-fluctuating
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mass. Temp. 102'8°. He continued for a couple of months much in the

same state. He occasionally had a shiver. Transferred ultimately to the

medical side (Arthur Ward) ? tubercular peritonitis.

Stricture of rectum.—Females 6. C. 4, R. 2 (1 case admitted 3 times).

Female, set. 25. Symptoms 4 years, stricture 3 in. above anus, incised. No
history of syphilis.

Female, set. 27, married. Symptoms 3 years, worse during last 4 months;

stricture 3 in. above anus ; 2 fistulse. Operation.—Stricture divided and fistulas

laid open. Doubtful history of syphilis.

Female, set. 26. Symptoms 18 months; history of dysentery; strictnre 2 in.

above anus, incised under ether.

Female, set. 26. Admitted for stricture; hsemorrhoids and fissure as well;

probably syphilitic ; shortly after entering surgical ward scarlet fever developed

;

3 mouths later was again admitted, and the stricture freely divided, and later on

the operation was repeated owing to tendency to contraction.

Prolapsus ani.—Males 2. C. 1, D. 1.

Male, set. 15 months. Prolapsus IJ in., reduced under chloroform ; no cause

discovered ; sounded, no stone.

Male, set. 66. Prolapsus
; painful and troublesome for years ; hsemorrhoids

also ; aortic regurgitation ; transferred to medical side, where he shortly afterwards

died.

Colotomyfor supposed malignant disease ofpelvis.—Female 1. C. 1. Female,

set. 36, single. Family history of cancer ; previous history good. Seven weeks

before was seized with severe pain in abdomen. On admission patient thin and

ansemic, complaining of pain about umbilicus; vomiting and constipation; belly

distended, distinct fluid thrill ; crepitations at the apices of both lungs ; pulse 130,

temperature normal ; tenderness and resistance in right iliac fossa, per rectum

and^er vaginam ; uterus fixed ; fluid in Douglas's pouch. Left lumbar colotomy

performed in two stages ; subsequently fseces escaped in apparently equal amounts

by the colotomy wound and by the rectum ; tenderness and hardness on right

side of abdomen increased ; 1 month after operation had an attack of erysipelas ;

she was transferred to the infectious block, remained there 4 weeks, and then

returned to the surgical ward. The ascites had disappeared and fluctuation

could be felt in right iliac region ; the uterus was still fixed by a hard mass at

the pelvic brim ; an incision was made above Poupart's ligament on the right

side, and a lot of pus was evacuated. Her general health then greatly improved,

and she was sent to Eastbourne Convalescent Home. Later on in the year she

was readmitted in very good health, and the signs of pelvic inflammation had all

passed away. Plastic operation was then undertaken for the closure of the colo-

tomy wound, which was practically successful. Patient left the hospital for the

seaside with only a small sinus remaining, through which a trace of fsecal matter

came about every second day. There was every reason to hope this would

shortly close.
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GENITO-URINARY SYSTEM.

Tubercular testicle.—MaIbs 3. C. 2, R. 1.

Male, aet. 29. Family and previous history good. Two months ago noticed

increase of size of right testicle. On examination irregular enlargement of right

testicle and epididymis, with impending suppuration at one or two spots.

Lungs apparently healthy. Castration.

Male, set. 3^. Amputation of thigh for tubercular disease of knee 18 months

before ; caries of mastoid during last few months ; gradual enlargement of right

testicle during the previous six weeks. Castration. On bisecting the testicle

after removal, the upper half of the gland had a gelatinous unhealthy appear-

ance ; the lower half was occupied by an abscess filled with caseous pus.

Male, aet. 29. Right testicle enlarged 3 years ; nodular induration of epididy-

mis. On admission much tenderness of the parts, and also of lower part of abdo-

men ; left testicle had been previously removed for similar affection. Family history

of phthisis, and the patient is evidently also sufl'ering from the disease ; sent to an

infirmary.

Sydrocele.—Males 10. C. 8, R. 2. None congenital ; all of tunica vaginalis.

Left 7, right 3. Duration.—2 months 1 ; 6 months 3 ; 2 years 1 ; 3 years 1
;

4 years 1 ; 7 years 2 ; 14 years 1. Previous tappings 9, twice tapped 2. Treat-

ment.—Injection iodine 1 ; antiseptic radical cure 6 ; simple tapping 2 (in 1 case

two pints removed). Complicatioyis.—Injury to testicle 1 j eczema of scrotum 1

;

orchitis 1 ; suppuration with a temperature on one occasion of 105"8° 1 case, and

1 case radical cure had previously been performed, and was admitted on account

of reaccumulation.

Varicocele.—Males 17. C, 17. Antiseptic excisions 15 j collodion (because

so slight) 1, and 1 case incision of scrotum and no varicocele found. In all cases

spray used and iodoform and salicylic wool dressings. Complications.—Orchitis

3 J
inflammatory induration 3 ; slight suppuration 6, and slight rise of tempera-

ture in 7 cases ; in 1 case haemorrhage occurred some days after operation,

stopped by plugging wound, and in 1 case free suppuration and shivering;

temp. 103'4° (incision of scrotum).

Gonorrhoea.—Females 37. C. 34, R. 2, U. 1. Complications.—Furuncle 1

;

labial excoriations 5 ; 1 case had been in hospital with syphilis before ; tonsil-

litis 7 J bubo 1 J miscarriage in hospital 1 j induration of glands of groin 5

;

soft chancre 7 ; scabies 1 ; warts 8 ; fissure of anus 1 ; erythema nodosum 1

;

slight gonorrhffial rheumatism of right elbow 1 ; gonorrhceal synovitis of left

elbow 1 ; acne 1 ; labial abscess 2 j left ovaritis 2 ; ischio-rectal abscess 2 ;

inflammatory swelling of labium 2. Usual treatment ZnClj gr. x ad 3J.

Ovaritis.—Females 3. C. 1, D, 2. Female, aet. 19, single. Had left ovary

and tube removed 12 months ago for hydrosalpinx. Patient now complains of

paroxysmal and agonising pain in lower part and right side of abdomen, worse

at the catamenial periods and during defaecation. Catamenia regular but

scanty; uterus slightly retroverted; much pain when the finger reached the

right fornix, where a semi-elastic oval swelling could be felt. Operation.—
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Incision 3 inches made through old cicatrix ; attachment of right ovary trans-

fixed and ligated, and tlie organ removed. Spray, iodoform gauze, salicylic

wool. Ovary was cystic, about twice the normal size. Fallopian tube healthy.

Nothing to note about convalescence except that the temperature rose occasion-

ally above normal, and that the patient appeared to suffer a good deal of pain in

the abdomen. The punctures made by the sutures suppurated.

Fatal cases.

Female, at. 29, single. Catamenia scanty, painful, and irregular ; has been

losing flesh for some months. She complains of constant and severe pain in the

lower part of the abdomen; cannot sleep at night; uterus normal in length;

great tenderness evinced during examination ; right ovary felt prolapsed and

very tender
; pain in micturition and defsecation ; much tenderness on palpation

of lower part of abdomen. Operation.—Incision 4 inches ; difficulty in reaching

ovaries on account of rigidity of recti ; both ovaries contained small cysts, and

both tubes were dilated ;
pedicles transfixed and ligated with silk ; abdominal

cavity irrigated with a concentrated solution of boracic acid at 100° P, Spray,

iodoform gauze, &c. Before 3 days had passed she died. Temperature after

the operation rose rapidly to 103'8°, and ultimately reached 105'2°. The

abdomen was not distended ; there was a great deal of pain in it ; the tongue soon

became furred ; she was very restless, and unconsciousness supervened some hours

befoi'e death. P.M.—No peritonitis; tissues in and around pelvis were much
bruised, and a good deai of blood was extravasated in the connective tissue

;

about 2 ounces of blood coagulated was found in Douglas's pouch ; the uterus

was retroflexed, and firmly bound down by adhesions; ligatures on pedicles

secure ; no gross lesion of any organs, but all were in the condition of cloudy

swelling.

Female, set. 33, single. Patient has suffered for 7 years from severe pain in

the lower part of the abdomen ; 21 months before the left ovary was removed at

tlie Samaritan Hospital ; this operation was not followed by any relief. She was

admitted to have the other ovary removed. Operation.—Three-inch incision ;

removal of right ovary and tube ; the ovary was studded with numerous cysts,

and was several times its natural size ; the pedicle was very short, and was

ligated with difficulty with silk; spray, green protective, iodoform gauze,

salicylic wool ; 6 hoiirs after operation temp. 98'4°, Patient pale, and com-

plaining of abdominal pain. The next day temp. 102°, pulse 130; slight

distension of abdomen and sickness ; symptoms rapidly became more alarming,

and she died on the fourth day, thermometer registering 103"4°. P.M.—Suppu-

ration about wound and suture holes; abdomen not much distended; abdo-

minal cavity contained much blood,—a pint was measured ; inflammatory lymph

between intestinal coils. On examining the pedicle from which the right ovary

had recently been removed the silk ligature was found to have slipped, and the

stump was covered with blood-clot. The pedicle of the left ovary, which had

been removed many months before, was easily made out, and two silk ligatures

which had probably encircled it were discovered on dissection encapsuled at its

extremity. No gross disease of viscera elsewhere.

Stricture of urethra.—MnltiB 45. C. 34, R. 8, U. 1, D. 2. Traumatic 7

;

after gonorrhoea 33; not stated 5. Co»«ip^icai^«o»*.— Extravasation 2; retention
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11 ; pcrincnl abscess 6 ; ulcerative endocarditis 1 ; suppression of uriue 1 ; gonor-

rhceal rheumatism (right shoulder and ankle) 1 j double inguinal hernia 1 ; para-

plegia 2 ; fistulae 5 ; 1 or more rigors 7 ; catheter fever 1 ; ataxy 1 ; cystitis 1

;

haemorrhage 1 ; carcinoma of rectum 1. Treatment.—Preprostatic perineal punc-

ture 8; bladder irrigation 2 ; supra-pubic aspiration 2 ; internal urethrotomy 6 ;

external urethrotomy 2 ; interrupted catheterisation 16; continuous catheterisatiou

16 ; incision of meatus 1 ; incision of abscess 6 ; refused perineal section 1. Left

passing No. 15, 1; No. 13, 4; No. 12, 13; No. 11, 5; No. 10, 8; No. 9, 4;

No, 8, 3 ; No. 7, 2 ; No. 6, 3 (Eng. gauge).

Fatal cases.

Male, aet. 40. Admitted with stricture and retention. Stricture situated

5 inches from meatus ; nothing could be passed. History of 20 years with more

or less difficulty in micturition ; supra-pubic aspiration twice ; preprostatic

perineal puncture the day following entrance into hospital ; catheter tied in

;

went on well for 3 weeks, when complete suppression of uriue occurred after a

severe rigor ; temp. 106^. Treatment.—Tepid sponging and digitalis fomentations,

&c. ; in 24 hours he died. P.M.—Injury to wall of urethra 2 inches from

meatus, and some blood extravasated into submucous tissue around; mem-
branous portion of urethra hard and cicatricial, and just in front of this was a

fibrous bridle passing across from side to side where there was no narrowing of

the urethra
; prostate normal ; mticous membrane of bladder showed many

large recent extravasations ; nothing abnormal found in other viscera.

Male, set. 43. History of gonorrhoja 20 years ago; signs of stricture for

many years. On admission continuous catheterisation was carried out, but

rigors occurred, and a perineal abscess formed which extended to the gluteal

region. This was incised, and at the same time perineal section performed, the

stricture being effectually divided and a large instrument passed. Patient

seemed to be improving when a daily considerable rise of temperature was

recorded, together with loud systolic murmurs over the heart, and a very rapid

and weak pulse. A week later death occurred. P.M.—Ulcerative endocarditis ;

aortic and mitral valves extensively diseased ; bladder, much congestion of

mucous membrane ; no other abnormal changes discovered.

Retention of urine.—Males 9. C. 6, R. 1, D. 2. Cause.—One readmission,

6 stricture ; 1 caused by a drinking bout ; 1 due to shock after a fall of 30 feet

;

1 case (?) ruptured bladder ; and 1 case (?) haematuria due to tumour, would not

stay in hospital. Complications.—Hsematuria 3 ; cystitis 2 ; rigors 2 ; suppurative

nephritis and death 1. Treatment.—Bladder irrigation 3 ; interrupted catheter-

isation 4 ; continuous catherisation 1 ; snpra-pubic exploration and perineal

section 1 case (P.M. typhoid). Left passing No. 12, 1 ; No. 10, 1 ; No. 9, 1

;

No. 8, 1 ; not stated 2.

Fatal.

Male, aet. 43. Has had a stricture for many years. Admitted with retention

after a drinking bout, also bronchitis, albuminuria, and cystitis. Died in 4

days. P.M.—Heart hypertrophied. Bronchi contained muco-pus. Lungs em-

physematous ; a few patches of grey broncho-pneumonia in lower lobes. Mem-

branous portion of urethra cicatricial ; calibre much narrowed ; prostatic urethra



354 18S7—Surgical.

dilated. Marked cystitis. Ureters dilated, containing pus-like fluid. Double

pyelitis and suppurative nephritis. Left kidney more disorganised than right.

Male, set. 33. Three days' history of difficulty in passing water. Day before

admission 24 oz. of urine were drawn off in out-patient room by catheter. On

admission abdomen very tender. Temp. 101'4°. Catheter withdrew only a little

blood-stained urine. Diagnosis doubtful. Some fulness about pubes j ? extra-

peritoneal rupture. Supra-pubic exploration followed by a Cock's puncture.

Patient died 12 hours later. P.M.—Acute peritonitis j liquid fseces in abdo-

minal cavity. Perforation of ileum 6 inches from ileo-csecal valve; 5 Peyer's

patches in neighbourhood of valve ulcerated j ulcers commencing to cicatrise

;

the perforation was the size of a threepenny piece. Spleen large, soft, and

pulpy. No apparent abnormality of other organs.

Extravasation of urine.—Male 1. D. 1. Male, set. 65. Admitted with extra-

vasation into perineum, scrotum, and penis. History of stricture and alcoholism.

Perineal section performed and several other incisions made. Charcoal poultices.

Patient went on badly; hectic temperature, bronchitis, and very feeble, collaps-

ing pulse. Died on the fifteenth day. There had been much sloughing of the

parts where extravasation had occurred. No P.M.

Urinary Jistulce.—Males 6. C. 3, R. 1, U. 1, D. 1. Males, 5 of the fistulae

were perineal; 1 supra-pubic following cystotomy. Causation.—Stricture 1;

3 after perineal section for stricture (in 1 of these cases the perineal section was

done at another hospital) ; 1 following supra-pubic cystotomy for tumour ; 1

after lateral lithotomy. Treatment.—Perineal section 3 ; continuous catheterisa-

tion 1 ;
plastic operation 1 ; bladder irrigation 1. AgNOs 1. Complications,—

Rigors i ; haematuria 1 ; phthisis 1 ; albuminuria 1 ; and 1 case transferred to

Ophthalmic for essential shrinking of conjunctiva.

Fatal case.—Male, set. 44. Eeadmission after perineal section for urinary

fistulae. Urine offensive, and it all comes from the perineal wound. Nightly

rise of temperature. Abundant crepitations over subclavicular regions on both

sides. Much thick, yellowish-green, tenacious sputum. Patient gradually

became weaker and died. P.M.—Body emaciated. Membranous urethra cica-

tricial. Bladder wall thickened and congested. Mucous membrane covered

with a thick, white, adherent, flocculent material. At the fundus there was a large

irregular opening which communicated with the rectum 5 inches above anus.

Small abscess cavity between bladder and rectum. No peritonitis. Ureters

slightly dilated. Kidneys apparently normal ; above right kidney was a globular

cyst 5 inches in diameter, containing straw-coloured serous-like fluid. Pleurae

universally adherent. Apices of both lungs contained several small round pus-

containing cavities, and in the lower lobes there was extensive grey broncho-

pneumonia.

Hypertrophi/ of prostate.—Males 12. C 3, R. 8, U. 1. Ages 24, 40, 54, 62,

66 (2 cases), 69 (3 cases), 70, 72, and 77. Treatment.—Catheters 12 ; irrigation

of bladder 11 ; supra-pubic aspiration 1. Complications.—Retention 6; cystitis

11 ; hematuria 1 ; 1 or more rigors 2 ; urethritis 1, and in 1 case there was a

vesico-iatestinal fistula, faecal matter being passed with the urine.
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The chief agents used during the year for bladder irrigation were boracic acid

or boroglyceride, and iu a few cases quiuiue.

Cystitig.—HLaXes 6. Females 2. C. 4, R. 3, D. 1.

Males. Symptoms for 1 month 1 j 2 months 1 ; 6 months 2 ; 2 years 1 ; 10

years 1. Causation..—Enlarged prostate 1 ; after gonorrhoea 1 ; 2 were old

cases of calculus readmitted, and cause not known 2 cases. Treatment.—Four

cases sounded = 0; irrigation 5 ; perineal puncture 1 ; buchu and irrigation 1.

Females. Symptoms for 1 week 1 ; 3 months 1 ; cause unknown in 1 and in

the other supposed to be due to excess of uric acid in the urine, irrigation in both

cases ; complication in 1 case, constipation.

Fatal case.—Male, set. 75, readmission after lithotrity ; 2 operations 2 years

and 3 months ago respectively. Ever since last lithotrity has had cystitis. On
admission much emaciated, diarrhoea, haematuria, and urine full of muco-pus.

Treatment.—Boroglyceride irrigation; died on ninth day. P.M.—Bladder

hypertrophied and dilated ; contained siij of extremely oflensive turbid urine,

and 3 phosphatic calculi, each about the size of an almond
; prostate much

enlarged, especially middle lobe. Ureter and pelvis of left kidney a little dilated

;

both kidneys healthy. Lungs cedematous. Pleurae adherent. Arteries at base

of brain atheromatous.

Samatoeele.—Male 1. C. 1. Male, set. 40. Obscure history of injury 12

months ago. On admission large oval hard tumour right side of scrotum

;

diagnosis probably sarcoma. On incising tumour a brown opaque fluid escaped

with old blood-clots, the wall being formed by a thick deposit of fibrin. Anti-

septic radical cure carried out.

Eenal calculus.—Males 3. Female 1. C. 2, R. 2.

Male, aet. 37. For 6 months history of right nephritic colic very severe.

Sounded= 0. To return if symptoms continued.

Male, set. 20. For 7 months history of right nephritic colic. No tumour in

loin. No calculus in bladder. To return if symptoms increase.

Male, ajt. 21. Two months ago was seized with shivering fits and diarrhoea,

and soon afterwards severe pain was experienced in the right lumbar region, and

a swelling was noticed in the same situation. This Las gradually increased.

On admission fluctuating swelling in the right flank. Operation.—Lumbar
incision; sxviij of pus evacuated. Calculus discovered in one of the calices of

the kidney and removed ; it was very friable and broke up during the operation,

some fragments being passed subsequently on to the dressings. On leavino-

hospital patient was in good health but was passing urine through the wound in

the loin.

Female, set. 45. Severe nephritic colic (right) 6 months, also occasionally

haematuria. On admission countenance anxious. Great tenderness but no tumour
in right lumbar region. Much pus in urine. Operation.—Usual incision for

kidney exploration. Organ seemed healthy, but calculus was detected in pelvis;

this was extracted through an incision which was afterwards sutured. Patient

did very well after the operation, and for 3 days before she left the hospital no

urine had passed by the wound.

Vesical caZcwZiw.—Males 17. C. 13, R. 1, U. 1, D. 2. Male, set. 4. Symptoms
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for 6 mouths ; calculus easily found with sound. Taken out by mother against

advice.

Lithotrity.

Male, ajt. 75, readmission. Lithotrity performed 2 years ago, has been

passing " gravel " ever since last operation. Shortly after admission operation

repeated. Fragments all washed out. Debris phosphatic. No bad symptom.

Male, set. 29. When 8 years old had lateral lithotomy performed. Two weeks

ago suffered from severe nephritic colic; a week later pain in micturition,

hsematuria, and other signs of calculus vesicae. Lithotrite introduced blades

separated f inch ; all fragments washed out. Composition.—Oxalate of lime.

Male, ffit. 76, readmission for the seventh time. Has undergone lithotomy

and lithotrity in all 6 times. On admission cystitis, pain, and frequency of

micturition. Operation.—Lithotrity after irrigation of bladder with boracic

solution. Calculus size of marble. Phosphatic.

Male, set. 43. Six months ago severe nephritic colic. Shortly afterwards

symptoms of stone in the bladder showed themselves. Operation.—Lithotrity

after boroglyceride irrigation. Blades separated f inchj oxalic acid calculus

with a crust of phosphates.

Male, set. 50. Signs of calculus for 3 months ; no difficulty in operation.

Uric acid calculus.

Lateral lithotomy.

Male, set. 11. Symptoms of stone 2 weeks. Small oval stone removed, size

of large marble, uric acid.

Male, set. 27. Hsematuria and pain in micturition, &c., for 9 months. Two

stones removed ; both with facets. Passing oxalate crystals in urine. Character

of stones not recorded.

Male, set. 34. Has passed "gravel" 9 years. For 3 years symptoms of

calculus vesicae. Stone measured after removal Ij x | inches, smooth and oval

and of uric acid. Patient left hospital with the perineal wound unhealed. The

rectum was injured in the operation, and if a catheter was not passed much

urine came through the perineum. Later on in the year the patient had a

plastic operation performed, but without success.

Supra-pvbic lithotomy.

Male, set. 14. Symptoms of stone 11 months. Operation.—Bladder and

rectum distended; bladder wound sutured with catgut; catheter not left in,

slight escape of urine by wound. Nature and weight of stone not mentioned.

Had been passing oxalates in his urine.

Male, set. 6. Straining and pain in micturition for three months. Operation.—
Rectum and bladder distended. Bladder wound sutured with fine catgut. Uric

acid calculus small.

Male, set. 23. Hsematuria and other signs for 2 years. Incision 3^ inches.

Bladder incised between 2 silk stitches. Large stone lifted out of bladder

with the help of a spoon, and another impacted in prostate was forcibly removed

with the aid of forceps. Drainage-tube left in bladder. Day after operation
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patient passed urine per rectum, and flatus through the wound. Complete

recovery.

Male, set. 8. Symptoms off and on for 3 years. Operation.—Bladder and

rectum distended; small uric acid stone removed- Ten fine silk sutures placed

in bladder wall. Two days after operation scarlet fever set in, but from the

first, no urine came through the wound, and neither was it necessary to pass a

catheter. He had a second attack of scarlet fever 2 months after the first, and

after this a small abscess formed at the seat of wound ; this was opened, and the

boy made a complete recovery.

Male, set. 9. Pain and other signs for 6 months. Operation.—Bladder and

rectum distended. Oxalic acid calculus 1^ x IJ^ inches. No peritoneum was

seen during operation. Bladder sutured ; a little urine passed through the

wound 2 days after operation. Had a catheter tied in,

Male, set. 2^. Hsematuria, &c., for 10 months. Bladder and rectum distended.

Bladder incised between supporting silk threads for f inch. Small stone removed.

Wound of bladder sutured with silk. Wound healed by first intention ; no

catheter used.

Fatal cases.

Male, set. 26. Pain at end of penis and hsematuria, &c., for 18 months.

Bladder and rectum distended previous to operation. Incision 3 inches long.

Peritoneal reflection reached almost to pubes. Incision of vesical wall 1 inch in

length, subsequently sutured with catgut. Calculus spindle shaped ; 1| x 1 inch.

Surface rough ; urates and phosphates. Antiseptic precautions observed. Urine

passed naturally after operation. Patient died of pelvic peritonitis on the third

day, the symptoms coming on very soon after the operation with rise of tempera-

ture, abdominal tenderness and tympanites, and small rapid pulse, &c. P.M.—No
injury to peritoneum could be detected; marked peritonitis in the pelvis. Some
of the coils adherent by recent lymph, commencing peritonitis of the rest of the

abdominal cavity. Bladder contracted ; mucous membrane congested. Left

kidney small, and consisted simply of an irregular sac, containing turbid, pus-like

fluid. Left ureter thickened and dilated. No calculus or other obstruction

found in ureter. Right kidney hypertrophied. Early suppurative nephritis.

Other organs healthy.

Male, set. 62. Pain, hsematuria, and difiiculty in micturition, gradually

becoming more marked during the last 2 years. Five days after admission

lithotrity was attempted but failed, apparently in consequence of there being

more than 1 stone. Two days later supra-pubic cystotomy was performed,

after distension of bladder and rectum in the usual way. Two stones were

found, 1 as big as a walnut, and the other about the size of a marble, but this

had evidently been partly broken up by the lithotrite. Each calculus had a

nucleus of oxalate of lime, covered with concentric layers of lithates, and these

again by an outer shell of phosphates. When the calculi had been removed, a

pedunculated tumour the size of a child's fist was found attached to the prostate

;

this was removed by the ecraseur ; it proved to be a fibroma, and is now mounted

in the museum. Before the wound was closed a drainage-tube was passed into

the bottom of the bladder. Subsequently there was much hsemorrhagic discharge,

and death took place 50 hours after operation. P.M.—Early peritonitis, coils

here and there adherent, cellulitis around bladder and in neighbourhood of
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wound. Acate cystitis. Tumour was evidently attached to middle lobe of

prostate. Acute pyelitis and suppurative nephritis. Heart hypertrophied.

Aorta atheromatous. No disease elsewhere.

Urethral calculus.—Male 2. C. 1, D. 1.

Male, set. 2. Calculus impacted in urethra near meatus ; removed with forceps.

Sounded = 0.

Male, set. 69. Pain and difficulty in passing water for 18 months. Eight

weeks ago fistulous opening formed in perineum ; prostate enlarged ; urine very

foul. On admission the sound struck a calculus in the prostatic urethra.

Operation.—Perineal section ; several calculi removed from prostatic portion

of urethra. After operation condition of patient became worse; there was

tenderness over the bladder, vomiting, hectic, and much exhaustion. He lived

only 10 days. P.M.—Small calculus found in wound. Bladder much inflamed,

thick, rough, and slate coloured. There was a large sacculus in the posterior

wall containing 2 calculi, Ij inches and 1 inch in diameter respectively.

Ureters dilated. Pyelitis and suppurative nephritis. Other organs normal.

Floating Mdney.—Female 1. R. 1. Female, set. 32, married. Three months

ago, whilst exerting herself, felt something give way in her right side, and since

then has noticed a movable tumour in the abdomen. Some tenderness on pres-

sure. Treatment.—A pad to fix the organ and to prevent external injury.

Pyosalpinx.—Females 2. R. 1, D. 1.

Female, set. 33, single. Diagnosis right pyosalpinx. Left hospital for a

fortnight and was readmitted. Case turned out to be on operation an ovary

studded with small cysts. See case under " Ovaritis," fatal.

Fatal case.—Female, set. 21, single. Catamenia scanty, irregular, and painful.

Left cervical glands enlarged. Occasional purulent discharge from rectum for

some years. A painful swelling in right iliac region. Uterus 3 inches. In the

right fornix could be felt a hard solid, nodular tumour, moving with the uterus.

Operation.—Incision 3^ inches. Intestines matted together by adhesions from

old peritonitis. Tumour in right half of pelvic cavity and right iliac fossa with

great difficulty removed, owing to numerous adhesions. It was a tubercular ovary

the size of a duck's eg^, and pyosalpinx (see Museum, F. F. 51^, and ' Path. Soc.

Trans.,' 1889). Pedicle ligatured with silk. Spray, iodoform gauze, &c. Abdo-

minal irrigation. Glass tube passed down into pelvis and its end fixed in the

lower part of the wound. After the operation patient did badly. First day

temperature was subnormal, but it subsequently rose with some distension of the

abdomen, sickness, and a small weak pulse. Death took place on the fourth

day ; temp. 103"4°. P.M.—Recent lymph about the intestines as well as firm

old adhesions. No tubercles seen on peritoneum. Ligatures on pedicle secure.

On the left side of the uterus the appendages were much thickened, and the

inflammatory changes were so numerous that the ovary could not be differ-

entiated. In Douglas's pouch there was an abscess cavity the walls of which were

partly destroyed ; it communicated with the bladder, which was dilated and hyper-

trophied by an orifice \ inch in front and to the right of the right ureter, and also

with the rectum by means of an irregular orifice, ird inch in diameter and 3

inches from the anus. Caseous glands in neck. Other organs healthy.



1887

—

Surgical. 359

Pyonephrosu.—Female 1. C. 1, Female, set. 55. For 10 years has had

pain off and on in the left loin. Six years ago swelling formed in this region,

which was tapped. Three years later tapping was done again. Relief was
given for 18 months, when the old symptoms returned, and now there is a fluctua-

ting tumour reaching forwards almost to the umbilicus. Operation.—Lumbar
incision; much discoloured pus evacuated, not offensive in odour. No calculus

found (patient had frequently passed pus with the urine). Patient was dis-

charged cured in 34 days.

Hydronephrosis.—Females 2. C. 2.

Female, set. 21. Nine months ago noticed swelling in right side of abdomen

;

this had been observed to come and go for several years. On examination a

large fluctuating tumour in right lumbar region and a smaller one in corre-

sponding position on left side. Right tumour aspirated twice (35 and 15 oz.

withdrawn). After each puncture urine contained blood. The fluid removed

was clear and of a light yellow colour. No reaccumulation after second tapping,

and left tumour also disappeared.

Female, set. 17. Five months ago noticed a swelling on right side of abdo-

men, hard and painful. On admission a fluctuating tumour reaches beyond

umbilicus ; outline bulging and irregular. Patient suffers much from sickness.

Urine contains pus. Operation.—Incision in loin ; 2 pints of urine-like fluid

evacuated; it contained a quantity of cholesterin. No kidney substance could

be felt. Drainage-tube, antiseptics. Thirty days later discharged cured, but

there was still a small sinus discharging a small quantity of urinous pus.

Tuberculosis of kidney.—Female 1. C. 1. Female, set. 22. Was quite well

up to 2 years ago, when she had pain in left side of abdomen and lost control

over her water ; 10 months ago noticed a swelling in the left side, which was

treated by incision ; 10 ounces of pus evacuated. She left hospital relieved, but

with irritability of bladder persisting ; wound, however, has never healed, and

lately the discharge has been more copious. Operation.—Left kidney removed

;

pedicle ligatured with silk ; organ shelled out without much difficulty ; it really

consisted of 5 or 6 large abscess cavities, only a thin layer of cortical substance

being left. She left the hospital cured 44 days after the operation, with only a

very small sinus remaining in the loin. The average amount of urine passed

during the last 3 weeks of her stay in hospital was 50 ounces.

Tuberculosis of bladder.—Male 1. R. 1. Male, set. 23. Illness commenced
12 months ago with frequent micturition and hsematuria. On admission sym-

ptoms of stone or ? tumour ; sounded = ; lithotrite failed to catch any frag-

ments of tumour. Supra-pubic exploration was decided upon ; nothing was

found but some ulceration of the mucous membrane, which was thought to be

tubercular; meanwhile signs of phthisis had shown themselves; patient had a

hectic temperature, and his urine constantly contained pus and blood ; he left

the hospital ultimately in a dying state.

DISEASES OF JOINTS.

Multiple arthritis.—Males 2. R. 2.

Male, set. 11. Patient admitted with caries of tibia and suppuration of knee
;

subsequently developed disease of left hip and right ankle; looked upon by
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surgeon in charge as successive outbreaks of tuberculosis. Treatment.—Excision

of hip ; arthrectomy of knee and ankle. Left with wounds healed on the 283rd day.

Male, set. 2^. Tubercular arthritis of right elbow, left ankle, and joints and

bones of left tarsus ;
plaster of Paris.

Arthritis of elbow.—Males 5, females 3. C. 4, R. 3, U. 1 (1 case was a re-

admission, and 1 was readmitted after arthrectomy for renewal of splint only),

L. 3, R. 4. Duration.—Two months 2 ; 18 months 1 ; 22 months 1 ; 2 years 1

;

3 years 1 ; 5 years 1. Causation.—One case supposed rheumatism ; 5 cases tuber-

cular. History of trauma in 3 cases. Treatment.—One case plaster splint and

Scott's dressing ; 1 case excision of joint ; arthrectomy 3 ; 1 case sequestrotomy

of lower end of humerus, and 1 case incision and drainage of joint and a plaster-

of- Paris splint.

Arthritis of wrist.—Males 2, females 2. C. 2, R. 2. Causation.—One case after

treatment of suppurating ganglion ; trauma 1 ; wound from broken glass 1, and

1 case there was of tubercular diathesis (no injury). Treatment.—Amputation

of forearm 2; excision 2; 2 cases were complicated by phthisis ; 12 months'

history in 2 cases, and 5 months and 2 years in the other 2 cases respectively.

Arthritis of hip.—Males 37, females 26. C. 6, R. 56, U. 1 (readmissions 13

7 cases were old excision cases returned for further treatment ; 1 case the neck

of the femur had been divided 2 years before for anchylosis in bad position

after disease of the joint. Left 35, right 28. History of trauma in 20

cases, and in 18 cases there was a family history of phthisis. Duration

of disease.—One month 3; 2 months 5; 3 months 4j 4 months 4; 5 months

1 J 6 months 3 ; 7 months 1 ; 9 months 2 ; 12 months 8 ; 14 months 1

;

16 months 1 ; 18 months 3 ; 2 years 9 ; 3 years 6 ; 4 years 6 ; 4^ years 1 ;

5 'years 3; 6 years 1; 7 years 1. Treatment.—Single Thomas, &c., 10;

antiseptic incision of 1 or more abscesses 23 ;
plaster-of- Paris splint 4 ; aspi-

ration 2 ; excision of joint 10 (1 case great difficulty owing to anchylosis).

Of the excisions, in 5 cases the disease was probably primary in acetabulum

(2 cases doubtful), and 5 cases in which it was probably primary in femur

;

amputation at hip-joint 2 ; double Thomas and extension 24; long outside and

extension 16; in 1 case of old hip disease which was partly anchylosed the

sinuses were opened up and necrosed bone removed ; leather splint supplied to

4 cases ; in 1 case the chloroform symptoms were dangerous, and excision was

postponed ; 1 case refused excision, and 2 refused all treatment ; 1 case treatment

was only rest, no splint supplied; several cases were painted with iodine. All

operations performed under strict antiseptic precautions; sinuses generally

dressed with chlorinated soda lotion. Complications.—In 16 cases there were

sinuses, and in 5 cases abscesses ; arthritis of knee in 1 case ; 2 cases suffered

from phthisis, and 1 was transferred with scarlet fever ; 1 case had albuminuria,

consequently no operation was done ; 2 cases contracted erysipelas and 1

rotheln ; strumous dactylitis 1 case ; cerebral tumour 1 case, and 1 case lupus

of skin over ankle and knee ; 7 cases after treatment were sent to convalescent

homes.

.Arthritis of Arwee.—Males 16, females 14. C. 10, R. 18, U. 1, D. 1 (3 re-

admissions). Family history of phthisis in 8 cases. Left 14, right 16. 15 cases
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were distinctly tubercular ; in 4 there was a history of trauma ; 3 cases ? gonor-

rhoeal in origin, and 2 ? rheumatic. Duration of disease.—One month 3 ; 3

months 1; 4 months 2 j 5 months 2 ; 6 months 3 ; 7 months 1; 10 months 1

;

12 months 5 ; 15 months 1 ; 18 months 1 ; 3 years 5 ; 2 years 2 ; 5 years 1

;

6 years 1; 10 years 1. Treatment.—Four cases painted with iodine; Mclntyre

and Scott's dressing 1 case. In 5 cases amputation of thigh was done; all were

adults with phthisis, and all certainly tubercular joints ; in 3 of these the

synovial membrane was alone diseased, and in 2 there was subarticular caries

;

Mclntyre and icebag 4 cases ; Mclntyre and Scott's dressing 1 ; Scott's dress-

ing and extension 1 case ; arthrectomy 3 cases, in 1 of these the patella was

sawn across ; removal of carious bone from head of tibia 1 ; blistering 2

;

removal of subarticular caries from condyle of femur 1 ; extension and long

outside 1 ; leather splint 2; plaster-of- Paris splint 15; 1 case refused amputa-

tion, and 1 case refused treatment. Complications.—Six cases had phthisis;

tubercular meningitis 1 ; erysipelas 1 ; secondary haemorrhage 1 ; 1 case had

had opposite thigh amputated for same disease of opposite knee
;

[in 1 case

there was infection of the opposite knee (right) whilst in hospital, and 1 case

infection of right ankle whilst in hospital. Some cases were straightened under

ether.

Fatal case.—Female, set. 5^. Family history of phthisis ; 3 months ago knee

became swollen and flexed ; for 3 weeks starting pains at night ; 2 daj's before

admission began to vomit all her food. On admission strumous disease of knee

child very feeble; vomits everything; next day had several convulsions

temperature subnormal ; state gradually became worse ; transferred to medica

side; died on eighth day of tubercular meningitis. No P.M.

Arthritis of ankle.—Males 8, females 3. C. 5, R. 6. In 2 cases there was a

family history of phthisis ; history of trauma in 5 cases; 1 was a readmissicm,

and 4 cases were distinctly tubercular. Left 5, right 6. Duration of disease 1

month 1; 2 mouths 1 ; 6 months 1; 11 months 1; 12 months 3; 2 years 1; 3

years 1; 5 years 2. Treatment.— Painted with iodine 1; arthrectomy 2 ; in 1

case arthrectomy, afterwards followed by Syme's amputation. Excision 1 case

;

Syme's amputation 1 case; incision of periarticular abscess 2; internal malleolus

trephined 1; 3 cases put up in plaster-of- Paris splints; 1 in a Neville; 2 sup-

plied with knee-rests, and 1 case refused treatment. Complications.—Sinus 1

case ; 1 case secondary haemorrhage occurred, and in 1 case there was a sinus

of old empyema.

Acute suppuratijig arthritis.—Males 4. C. 3, R. 1.

Male, aet. 31. Eight days ago suddenly suffered acute pain in right knee

;

joint began to swell on admission. Temp. 101°
;
joint full of fluid, hot and red

over inner side ; the aspirator removed 5 oz. of turbid synovia. Two days later

the joint was incised, irrigated, and drained. Went out well with some move-

ment on the forty -ninth day.

Male, aet. 34. Family history of phthisis. Seven weeks ago pain and swelling

of right knee occurred, and has gradually increased in severity ; was tapped in

out-patient room 3 weeks ago. On admission joint hot, swollen, tender, and full

of fluid; movement very painful; redness of skin; fulness in popliteal space;

glands in groin enlarged and tender ; suspicious signs in lungs ; aspirator with-

VOL. XVII. 24
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drew pus. Amputation of thigh decided upon. The examination of joint after

removal showed the tubercular character of the disease, the synovial mem-

brane having the characteristic appearance, and the internal condyle was partly

carious.

Male, set. 26. Nine weeks ago severe injury to the knee and surrounding

parts. On admission knee distended with pus ; incision and inigation ; 20 days

later sharp haemorrhage from external wound, controlled by pressure.

Male, aet. 7. Five days before admission shivering and pain in left foot, and

a few hours later noticed that the ankle was swollen. Signs became more marked

until admission. Temperature then 102". Antiseptic incision and irrigation;

recovery.

Old excision.—One case readmission after old excision of hip, deserves special

notice. The operation was done 2 years before ; there is still some discharge

from the operation wound. The inguinal glands are enlarged, and evidently the

seat of tubercular deposit; hectic temperature. Operation.—-Removal of glands.

Wound quite healed. Temperature became normal before patient left the

hospital.

Anehi/Iosis.—'ila.]es 13, females 4. C. 6, R. 10, U. 1. The cases of anchylosis

of various joints were in most cases the result of arthritis of tubercular origin;

in 3 there was a rheumatic history ; and in 1 case the joint had been dislocated.

Special notice may be taken of 1 case anchylosis of knee, for which Garden's

amputation was done. One case anchylosis of knee, osteotomy of femur. In 1

case excision of elbow was performed in consequence of recurrence of active

symptoms after forcible movement, and 1 case excision of elbow, in which the

joint was anchylosed in the extended position.

Loose body in knee.—'Sla.le 1. C. 1. Male, set. 17. Trauma 2 years ago.

Has not been troubled much with the knee (right) until 2 months ago, when he

had much pain and effusion in it. Two years ago had loose cartilage removed

from the left knee. Operation.—Antiseptic removal. Cartilage was flattened

about the size of a halfpenny, and almost exactly similar to what had previously

been removed from the opposite knee. See specimen in museum.

Subluxation internal semilunar cartilage.—Males 3. C. 1, R. 2.

Male, at. 51. Several times before suffered from the same accident. On

admission knee swollen, very tender spot over cartilage on inner side. Displace-

ment had occurred 3 days before. Treatment.—Mclntyre, icebag, blistering.

Male, set. 37. Eight years ago cartilage was first dislocated, has been out

several times since. Present symptoms since previous evening. Treatment.—
Reduction under ether ; manipulation without anaesthetics failed.

Male, aet. 39, labourer. Trauma 3 weeks before; joint useless, as displace-

ments frequently occur. Radical operation advised ; when the joint was opened,

the cartilage was found to have preserved its anterior and posterior attachments,

but it had been torn loose from its intermediate connections. A tongue-shaped

piece i inch long projected from its upper surface. This had been partly torn

from the upper surface of the cartilage. The cartilage was freed in front and

behind and removed entire. See specimen in St. Thomas's Museum. Antiseptic

precautions. Six months later patient was in full work again with a perfect
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joiut (see ' Clinical Society's Transactions,' vol. xxi, and ' British Medical

Journal/ March 17tli, 1888).

GonorrhoBal synovitis.—Males 3. Females 1. C. 2, R. 2. Knee: left 3, right

1. The left ankle and the opposite knee were also affected in 2 cases respect-

ively. Treatment.—Mclnt^re 4; icebag 3; plaster of Paris 2; blistering 1;

Scott's dressing and strapping 1 ; Mist. Pot. lod. ordered in each case.

Sifnovitis.—M-aXes 8. Females 7. C. 3, R. 12. Knee : left 6, right 9. His-

tory of trauma in 7 cases ; 1 (?) gonorrhoeal ; 1 (?) tubercular ; 1 (?) rheuma-

tism ; 1 (?) sj'philitic. Treatment.—Mclntyre 13 ; icebag 7 ; Scott's dressing

3; plaster splint 5 ; strapping 4 ; compresses of Lot. Plumbi cum Glycerini 2;

iodine 1 ; blistering 1; gutta-percha splint 1 ; leather splint 1, and 1 case left

hospital with a Martin's bandage around knee. Complications.—Ulcer of leg 1

;

gumma of forehead 1 ; lymphangitis 1. Ankle : Male 1. R. 1. History of

trauma. Treatment.—Mclntyre, icebag, and plaster splint.

CIRCULATORY SYSTEM.

Aneurysm.—^ii\es 3. Females 2. C. 2, R. 2, D. 1.

Female, set. 48. Twelve months ago noticed numbness of right hand and

weakness of right upper extremity, and a few weeks later severe shooting pains

occurred and occasionally some oedema. On admission right subclavian aneurysm.

Aortic regurgitant valvular disease. Transferred to Medical Ward.

Female, set. 18. Three weeks ago radial artery injured by the bursting of a

ginger-beer bottle ; treated as an out-patient ; now aneurysm size of marble has

developed. Operation.—Ligature of vessel above and below tumour ; antisep-

tics; recovery.

Male set. 45. History of syphilis. Present illness commenced 2 months ago

with a hacking cough ; his doctor found pulsating tumour above right clavicle.

On admission pulsation above clavicle in episternal notch, and in the first two

spaces between the upper ribs on the right side. Diagnosis, innominate aneurysm.

No treatment.

Male, set. 25. Four years ago aneurysm in left popliteal space, cured by liga-

ture of superficial femoral. No history of syphilis. A week before admission

whilst lifting a heavy weight he felt a cramp-like pain behind the right knee

;

he soon found a swelling the size of a hen's egg. This increased until on

examination its transverse diameter was 3j inches and the vertical 3 inches.

Digital compression tried for 12 hours without success j 10 days later artery

ligatured at apex of Scarpa's triangle, Abernethian operation performed ; silk

employed for ligature; aneurysm consolidated at once. Sent to a convalescent

home 40 days after ligation of artery (see * British Medical Journal,' October

let, 1887).

Male, set. 40. History of alcoholism and syphilis. Two years ago noticed

slight swelling right side of neck size of walnut; this gradually increased till

on admission the swelling is the size of an orange. A good deal of dyspnoea but

no dysphagia. Treatment.—Nil. Died with symptoms of great dyspnoea. P.M.

—Walls of trachea thinned by tumour, so that the tube was almost perforated.
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The aneurysm was a diverticulum from the upper part of the innominate artery,

the rest of the innominate and subclavian arteries were dilated and aneurysmal.

There was erosion of the front of the bodies of the first and second dorsal

vertebra?. Aortic arch in an advanced condition of arteritis deformans ; aortic

orifice measured 31 inches. Eight clavicle and upper part of sternum eroded by

the tumour. Left pleural cavity obliterated by adhesions ; right acutely inflamed.

Lungs and liver were studded with tubercles. Other organs healthy.

Arterio-venous aneurysm.—Male 1. C. 1. Male, set. 39. Two days before

admission whilst cutting wood the knife slipped and entered the forearm just

below the bend of the elbow in front. On examination distinct pulsating

swelling was discovered just below the bend of the elbow. There was a marked

thrill over the swelling, and this was transmitted more down the radial than

the ulnar artery ; it could also be felt in the great veins around. Treatment.

—Flexion, Esmarch's bandage, and digital compression failed to effect any change

in the aneurysm. Operation.—On dissection the tumour was found to be due to

a communication between the deep median vein and the radial artery, just where

the latter came off from the brachial. Radial and brachial ligatured simply

with silk ; ulna ligatured twice and divided between ; veins also ligatured and

tumour excised. Antiseptic precautions. Recovery (see 'Lancet,' 1888).

Fhlebectasis.—^SiXes 13, females 6. C. 17, R. 1, D. 1. (For fatal case see

Special Table III, Pyaemia.)

Case of septiccemia.—Female, set. 18. Admitted with varicose internal

saphena vein on left side. Operation under spray ; 3 incisions and several

inches of vein removed. A few days later temperature rose to 104° ; extensive

suppuration set in; the veins of the limb as high as groin were very tender. A

red blush spread over the extremity, and on the tenth day patient was trans-

ferred to the Erysipelas Ward. For a fortnight the temperature continued very

high, and the patient was in a very critical state. On the twenty-sixth day the

temperature was normal for the first time, and subsequently the patient made a

slow recovery. She left the hospital on the 105th day.

Thrombosis.—^Id^es 2, females 7. C. 5, R. 3, D. 1.

Fatal case.—Female, set. 39, married, 16 children. Last child born 10 weeks

before admission ; 8 weeks ago legs began to swell, which prevented her moving

out of bed, and during this time she scarcely had any food. On admission

lower limbs enormously swollen; temp. 103'6°; oedema of abdominal wall;

superficial veins well marked out; pulse 130, feeble. Patient lived 6 days;

gradually became weaker; several rigors occurred. P.M.—Legs enormous;

oedematous distension ; thrombosis of both femoral and iliac veins and right

renal vein ; uterus large and flabby ; mucous membrane congested ; ovaries

normal ; no periuterine inflammation ; kidneys large and soft ; many haemor-

rhages in cortices ; other organs in a state of " cloudy swelling."

Hcematoma.—Males 18, females 5. C. 17, R. 4, D. 2.

Fatal cases.

Male, set. 5 days. Admitted with large hferaatoma of scalp. Labour diffi-

cult ; convulsions incessantly for 2 days before death. P.M.—Cephalhaematoma

over posterior part of right parit tal bone ; no fracture of skull ; brain diffluent

;
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left hemisphere salmon coloured as if from efiEusion of blood j other organs

normal.

Male, sat. 41. Five weeks before admission bad pain on inner side of left

thigh, and the day before a swelling suddenly oceurreil in that situation, accom-

panied with intense pain, from which he fainted. On examination a tense ill-

defined swelling extends half way down the thigh from the flexure of the groin ;

some ecchymosis over it, and it is tender to deep pressure ; arteries hard and tor-

tuous; some bronchitis ; history of syphilis (3 years before iie was in hospital for

multiple fracture of bones of face, and fracture of base of skull, and of the

radius on each side ; optic neuritis developed under observation ; also left

internal strabismus) ; internal strabismus of left eye still persistent from

old injury, and there is also complete atrophy of the left optic disc. Patient

died a fortnight after he entered the hospital, having during the whole

time refused to take food ; he suffered also from severe headache and con-

siderable fever. There was some diminution of the size of the swelling iu

the thigh. P.M.—Well-marked tubercular peritonitis with adhesions; tuber-

cles in the kidneys and in the upper part of the lungs ; there was a united

fracture of the middle fossa of the skull ; evident signs of old meningitis at the

base; optic nerves dull grey, and cbiasma and tracts distinctly changed in

colour ; left third nerve greyer than the right and flattened ; corpora quadri-

gemina normal; edges of fi.>sure of Sylvius adherent, but on separating them

numerous tubercles came into view ; all the large arteries of the body were

atheromatous. On incising the upper and inner part of the left thigh some dark

blood was found exti-avasated, mostly subcutaneously ; no sign of a ruptured

vessel (see ' Lancet,' vol. i, 1886, p. 105, and also vol. i, 1887, p. 877).

DUCTLESS GLANDS.

BroncJiocele.—Females 6. C. 5, R. 1.

Female, aet. 16, single, native of Hampshire. Eight months ago noticed a

swelling in the right side of the neck. Two months later the left side was also

affected. For 6 months there has been difficulty of breathing, especially after

running or going upstairs. She had never seen anyone afflicted in the same way.

The cottage in which she lives is close by a stream of water. The water she

drinks is from a well which supplies the whole village. Operation strongly

advised, but refused.

Female, aet. 33, single, native of Windsor. Left side of neck has been

enlarged as long as she can remember, but during the last 12 months there has

been a considerable increase in size and some dyspncea occasion.illy ; she thinks

that some people in her neighbourhood have " big necks like herself." On
admission general enlargement of thyroid, most markedly on right side. No
cysts to be felt. Operation.—Division of isthmus, ligatured on each side with

No. 4 silk. Recovery unintenupted. Respiratory symptoms relieved. Left

hospital 29 days after operation.

Female, set. 27, single, native of Monmouth. Seven years ago noticed a

lump on right side of neck ; this has gradually enlarged. On admission enlarge-
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ment of thyroid seems limited to the right side ; never had any difficulty in

breathing or swallowing. Operation.—Four-inch vertical incision on right side

of median line. Tumour tapped^ 6 oz. coffee-coloured fluid withdrawn ; later, a

second tapping gave 4 oz. of similar fluid; the tumour then easily shelled out, a

silk ligature was placed around the isthmus, and then the diseased portion was

cut away. Circumference of neck before operation 16 inches, after 11^^ inches.

Antiseptic precautions adopted ; uninterrupted recovery.

Female, set. 24, native of Lambeth, married. One and a half years ago

before the birth of her first child, noticed a swelling in the front of neck ; it did

not trouble her till 4 months since, when it began to cause her pain, hoarseness

of voice, difficulty of breathing and dysphagia. On admission oval-shaped tumour

of thyroid isthmus size of duck's egg, lateral lobes apparently uninvolved.

Operation.—Tumour dissected out and ligatured on either side with silk. Trachea

compressed from before backwards, the lateral margins at the point where the

tumour crossed the median line being sharp. The tumour was encapsuled, and

much help was gained at the operation by an incision into it which enabled some

of the soft thyroid tissue within to be turned out with the handle of a scalpel.

On both right and left sides, thyroid tissue was left. Eighteen days after operation

patient left the hospital cured.

Female, set. 21, single, native of Bromley, Kent. Four years ago noticed a

swelling in right side of neck after coughing. For 2 years the voice has been

hoarse. On admission right lobe and isthmus enlarged. Operation.—Division

of isthmus between silk ligatures ; antiseptic precautions ; discharged cured in

14 days.

Female, set. 27, single, native of Vauxhall, but has lived in Essex, near Col-

chester. Noticed a swelling in front and on the right side of neck for 4 years

;

this has gradually increased, and for 6 months there has been much difficulty in

breathing, especially at night. On admission isthmus of thyroid enlarged, size of

hen's egg, right lobe slightly larger than normal ; central tumour lying between

upper margin of sternum and trachea, hence pressure upon the latter and dyspnoea.

Operation.—Removal of right lobe and central tumour of isthmus, latter ligatured

with silk. The tumour of isthmus was encapsuled, and contained a quantity of

soft thyroid tissue. Antiseptic precautions ; sharp rise of temperature for 3 or 4

dnys after operation, otherwise recovery unimpeded, and all signs of obstruction

vanished.

(For 3 cases of spindle-celled sarcoma of thyroid see pp. 337 and 338.)

MISCELLANEA

(Including some cases of special interest and the remaining fatal cases).

Two cases of spinal caries—
Male, ffit. 11. Pain in lumbar spine for many months followed by formation

of abscess. Treatment.—Free lumbar incision. Finger found extensive carious

excavation of the front of the bodies of several lumbar vertebrje. Rest in bed

subsequently for 8 months, during which time angular curvature developed.

Poroplastic jacket ; iodoform dressing ; healed in 9 months.

Male, set. 29. Fluctuating swelling in left groin for 10 weeks. No history of
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trauma. Treatment.—Small Incision in groin and then a large counter-opening

made in loin. No diseased bone felt. Quite healed in 2 months. Almost cer-

tainly spinal.

Both cases were shown at the Medical Society in perfect health December 19th

1887 (see ' Trans. Med. Soc.,' vol. xi j and ' Lancet,' Dec. 24th, 1887).

Uight fatal cases of spinal caries (see also one case under Malignant Disease

of Rectum, which the P.M. showed to be spinal caries, and 1 case under Pya3mia,

Speciiil Table)—

Male, set. 10. Pale, thin boy ; has been ill for some months. Now a large

swelling in left saphenous region ; angular curve in dorsal region. No enlarge-

ment of liver, &c. Free lumbar incision ; subsequently constant hectic tempe-

rature and emaciation ; albuminuria, cough, and expectoration. Died in 6 weeks.

No P.M.

Female, set. 13. Pain, &c., for 12 months. Slight lumbar curve; double

psoas abscess. One abscess opened 8 weeks before admission
;
profuse discharge ;

hectic and rapid loss of flesh. Death after 5 months in hospital. No P.M.

Female, set. 3|. Right psoas abscess. Lumbar incision. Died of diphtheria

(after tracheotomy) on the 143rd day. No P.M.

Female, set. 20. Pain in lumbar spine for two years. Diagnosis : dorso-lumbar

caries. Right psoas abscess. Aspiration. Continued high temperature, 104"4° F.

Free incision. Profuse discharge ; loss of strength and flesh ; pain, vomiting,

hectic ; refused food ; death on ninetieth day. P.M.—Body much emaciated.

Two sinuses, one below Poupart's ligament and one in front of trochanter.

Sheath of right psoas greatly distended with pus, showing that the drainage had

not been efficient. Lumbar plexus dissected out by the pus. Ilium bare where

abscess crossed it. Large pus cavity at upper part of thigh. Cartilage between

third and fourth lumbar vertebrse hsid almost disappeared (except anterior rim).

Adjacent surfaces of vertebrse slightly eroded. Heart small and flabby. Liver

fatty. No am.yloid change in any organs.

Female, set. 56. Ill for 8 months. Two months ago a lump appeared below

right groin. Suffers from bronchitis. Treatment.—Free lumbar incision under

ether ; no diseased bone felt. Temperature rose after operation to 103"4°, with

an attack of bronchitis, from which she did not recover. P.M.—Body thin.

Right psoas abscess. The front of the bodies of last 3 lumbar and all the sacral

vertebrse were carious. Heart, slight thickening of edges of mitral and tricuspid.

Lungs, muco-pus in tubes. Spleen contained a small calcareous nodule. No
tubercle anywhere unless splenic nodule indicated old tubercular disease.

Male, set. 34. Pain in aims and shoulders 9 months ago. Four months ago

pain in right side of neck and lump formed there. Six months ago lost power in

lower limbs. On admission partial paraplegia and shooting pains in lower limbs.

Tingling and numbness in fingers of both hands. Large abscess on right side of

neck and behind pharynx. Cervical projection and tenderness, &c. Cliin almost

rests on sternum. Cough and pht hisical expectoration. Treatment.—Antiseptic

incision. Died 10 days afterwards. P.M.—Body thin. Large bedsore—bone

exposed over sacrum. Left side of bodies of vertebrse from third cervical to third

dorsal carious ; posterior common ligament separated from bodies of vertebrse from

third cervical to first dorsal by thick pus. Nerve-roots in cervical region com-

pressed. No apparent compression of cord, but it was very soft. Lungs—at both
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apices—evidence of tubercular change. No amyloid degeneration of any

organ.

Male, a-t. 29. Ten months ago severe pain in back and shooting pains in lower

limbs. Right psoas abscess opened before admission. Drainage improved by

lumbar incision. Same treatment subsequently for abscess on left side. Con-

dition stationary for 4 mouths, when hectic and anorexia set in. Severe pain

was complained of from first to last. Fourteen days before death faecal matter

began to be discharged through the sinuses. P.M.—Body very thin. Openings

in each inguinal and each lumbar region. Double psoas abscess ; that on right

side communicating with the caecum by an oval opening about | inch in length.

Some pus was found between rectum and sacrum. There was a small carious

patch on the anterior surface of the eleventh dorsal vertebra ; third lumbar

carious on posterior surface. No thickening of dura mater and no affection of

cord or nerves. Lungs : right upper lobe in a state of gray hepatisatlon. There

was some old caseous material at the apex and also a little in the lower lobe,

which was collapsed. Some yellow tubercular material at apex of left lobe.

Liver fatty and amyloid. Kidneys amyloid ; degeneration (slight) of medullary

portion. Spleen lardaceous, as was also the tongue. Heart and other organs

normal.

Female, set. 26. Ten months before admission began to suffer from pain in

the back, gioin, and knee. When she came into ward the twelfth dorsal spine

was very prominent, and there were 2 large swellings, 1 below groin on right

side and 1 in left lumbar region. Treatment.—Aspirations followed by rise of

temperature, and then free incisions in loin and thigh. Profuse discharge,

emaciation^ nausea, and death on the fiftieth day. P.M.—Extreme emaciation.

Double psoas abscess. Caries of last dorsal and first lumbar. Large caseous

nodules at apex of left lung. No amyloid change anywhere. Uterus contained

a foetus (about 4$ months).

Osteo-plastic resection of the foot hy the method of Mickulicz's.—Male, set. 15.

History of trauma 6 mouths before admission. Caiies of os calcls and astragalus

made out when he entered the ward. Mickulicz's resection performed. Cut sur-

faces of bone sutured w ith kangaroo tendon. Sensibility was completely regained.

Operation quite successful. Limb i inch longer th;in other. Patient can walk

with facility as seen at the Medical Society, April 30th, 1888 (for account of

operation see ' British Medical Journal,' May 5th, 1888, p. 955).

Suh-astragaloid am2n(tation.— Female, set. 35. Metatarsal caries and talipes.

Has had trouble with foot for 15 years. Stump formed by amputation most

successful. Seen 1 year afterwards. Could walk perfectly.

JExtroversio-vesiccB, division of sacra-iliacjoints, Sfc.—Male, set. 5. An attempt

to raise a Thiersch flap failed 3 years ago. Hence large cicatrix left, and

much shifting of skin on that side on second admission impossible. Division

of sacro-iliac synchondroses decided upon. Anterior iliac spines thus approximated

1 inch. This gain was maintained by continuous extension. Bladder was sub-

sequently covered by a single lateial Thiersch ti;ip ; the exposed surface having

been reduced in area from 3^ x 3g inehe- to Ij x 1^ inches by the closure of the

symphysial gap (see * Med.-Chir. Transactions,' vol. Ixx.)

Cicatricial contraction of elbotv.—Female, a;t. 23. Severely burnt when 3
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j'ears old about neck and elbow. Plastic operation last year for relief of eversion

of lower lip. Broad cicatricial band on front and inner side of elbow (left),

fixing latter at angle of 97", and extending from above the middle of the arm

to the wrist. Large flap (8x2 inches) raised from outer side of arm and fore-

arm, the middle of ic corresponding to extei-nal condyle. A fortnight later

cicatricial bands completely divided and flap transplanted across front of elbow-

joint. Some months afterwards movement at elbow very good, but complete

extension was not possible ; limit about 140°.

Treatment of club-foot hy the removal of a wedge.

Female, set. 6. Talipes varus (right). Had had various operations on the

tendons performed. Davies-CoUey's operation was quite successful. Foot in

very good position when she left the hospital.

Female, set. 10. Talipes varus (right). Numerous tenotomies had been done.

The "removal of a wedge" made the foot at last assume practically the normal

position. Both cases fixed at first with plaster of Paris. Boot and side sup-

port afterwards ordered.

Ununitedfracture of patella.—Male, set. 45. Five years ago fractured trans-

versely left patella. On admission fi-agments separated 1^ inches. Patient can

walk well on level ground but has a difficulty in getting upstairs. Operation.—
Spray and all antisejjtic precautious. Broken portions of patella brought together

with 2 silver wires. A few days later the temperature rose. The knee-joint

suppurated; the pus buri'owtd in all directions. For some weeks it was doubtful

whether he would recover. He at last, however, pulled round, and when he left

the hospital the joint was anchylosed in almost a straight position, but the tibia

was displaced a little backwards and slightly rotated outwards.

Two acute hone cases.

Male, set. 17. Fell downstairs 4 days before he came to hospital. Since then

great pain and efEusion into knee. Three days after admission temp. 102'8°;

joint aspirated. No improvement. On the sixth day free incision and irrigation.

Acute necrosis discovered outer side of lower end of femur ; subsequently tempera-

ture remained high. Profuse suppuration ; slight shivering. Condition generally

worse, and 3^ weeks after admission thigh was amputated. Rapid improvement.

Stump healed in 3 weeks.

Male, set. 9. No history of trauma. Pain in right ankle, with vomiting,

shivering, &c., for 1 week before admission. On entering ward free incisions

were made over shaft of tibia ; ankle apparently not swollen. Periosteum of inner

and outer surface of tibia extensively lilted from surface of bone by pus; 4

and 16 days later incisions respectively carried down to inner and outer malleoli,

and 1 month after admission ankle was washed out ; 3, 5, aind 10 days after

the irrigation of the ankle considerable amount of blood came through dressings.

Child etherised ; posterior tibial found ulcerated ; it was ligatured above and

below the opening and divided between. Health then gradually improved. Two
formal sequestrotomies were performed at a later date, and the child left quite

well in a plaster splint on the 198th day for a convalescent home.

Resection of the ulnar nerve.—Male, set. 32. Fourteen months ago cut his

arm 2 inches below elbow with broken glass. On examination loss of sensation
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over distribution of ulna, atrophy of interossei and muscles of hypothenar

eminence, &c. Operation.—VvoyAmsiX end bulbous ; both ends freshened, and

then brought together with 5 fine green catgut stitches. Five weeks later

sensation had returned almost completely in little finger. No change in

muscular condition. Ordered galvanism, &c. Patient not seen since he left the

hospital.

Fracture of humerus with injury to musculo-spiral wcrrc— Male, set. 34.

Thirteen years before had broken his right humerus ; 6 weeks afterwards it was

refractured in a hospital because position was faulty. Since that time gradual

loss of sensation and motion in region supplied by musculo-spiral, including some

atrophy of deltoid and other shoulder-muscles. Condition much worse during

last 9 months, and has had also considerable gnawing pain in arm and shoulder.

Amputation of arm performed at junction of upper and middle thirds. Atrophied

limb removed to museum.

Two cases which had previously been operated upon for neuralgia of the fifth

nerve.

Male, set. 50. Meckel's ganglion removed May, 1885 (see ' St. Thomas's

Hospital Reports,' vol. xv, p. 217). Now admitted October, 1887, pain and

tenderness of cicatrix during last 8 months. The cicatrix was excised, which

relieved the patient at once.

Male, set. 64. Inferior dental nerve stretched from inside mouth September,

1884 (see ' St. Thomas's Hospital Reports,' vol. xv, p. 208). Now admitted,

January, 1887, with return of pain during last 9 months. Treatment.—Large

doses of quinine. Much relieved.

Case of epilepsy following injury to the leg.—Male, set. 35 (see account of

previous operation in ' Clin. Soc. Trans.,' vol. xx). A fortnight ago had a severe

fit ; had not had one previously for 6 months ; for last 2 weeks has had 4 or 5

fits a day. Sciatic nerve stretched again, a pull in each direction being main-

tained for 5 minutes ; stretching force said to equal 30 lbs. Had a fit 3 weeks

after operation ; doubtful whether it was a real one ; ? malingering.

Neuralgia (?) of kidney.-—Male, set. 38. "Twisted "his back 11 years ago

whilst carrying a sack of corn. Ever since then much pain in the lumbar region,

sometimes shooting down to testicle. Said to have passed blood and pus. On
admission water clear ; some oxalic crystals. No tumour. One point of con-

siderable tenderness in left loin. Operation.—Removal of left kidney ; no

calculus; organ apparently normal. Before operation amount of urine passed

averaged. 40 oz., afterwards 10 to 50 oz. Temperature rose day after operation with

slight shivering, pain in left side, perspiration, and some difficulty in breathing.

There was also a systolic cardiac murmur. Symptoms continued, and patient

grew weaker, and died on the eighth day after the operation. P.M.—No peri-

tonitis. Above the site of the kidney, which had been removed, and continuous

with the operation wound, the subperitoneal tissue was infiltrated with offensive

j)us. In places the abscess had a fairly defined wall, but it was for the most

part diffuse, and no doubt of recent origin. Stump of ureter normal. Heart

:

aortic valves thickened and calcareous in places. Lungs : hypostatic congestion

;
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no recent pleurisy. Spleen large and soft. Bladder normal. No other ab-

normal signs.

Eczema of legsfollowing phlebitis with effusion in left knee-joint.—Female,

set. 50. Four months before admission said to have had phlebitis of veins of

both lower limbs. On examination eczema of legs and chronic oedema specially

below left knee and swelling of left knee-joint. Temp. 101°, pulse 120. A few

days later " boggy swelling " below left knee-joint was incised. Ten days after-

wards she was transferred to No. 8 Block with erysipelas. The rash disappeared

twice, only to return again. She suffered from rigors, diarrhoea, and phlebitis of

right femoral vein, and died on the twenty-fourth day after her arrival in the

Erysipelas Ward. P.M.—Incision on outer side of left knee communicated with

joint cavity. Joint surfaces partly denuded of cartilage. Hypostatic pneumonia.
" Cloudy swelling " of all organs. Large cyst in anterior vaginal wall (^ee museum)

.

N.B.—This case does not appear in the Pyaemia Table. It probably ought to

do so. It was impossible to say, however, whether the "pysemic state" com-

menced before or after she entered the hospital.

Acute traumatic gangrene.—Male, aet. 43, a gardener. Three days before

admission a sharp rusty iron rod penetrated the leg for some distance. Blood

spurted out and was arrested by placing cobwebs over the wound. Severe pain

in limb shortly afterwards, and next day foot began to swell. On examination

small punctured wound above middle of left leg and just external to crest of

tibia. Limb swollen, cedematous, and emphysematous as high as middle of

thigh. No pain. Purplish colour in places. Temp. 101-6°. Urine \ albumen.

Pulse very rapid. Patient drowsy. Amputation of thigh Q/f) performed. Twelve

hours later he began to vomit, his breathing became very rapid, and half an hour

afterwards he died. Temp. 103°. P.M.—Heart flabby ; endocardium much
staiued ; blood fluid. Lungs congested in dependent parts. All the organs were

in the condition (cloudy swelling) usually seen in septicaemia. Microscopically

very long chains of cocci found in affected parts of limb.

Gangrene.

Male, aet. 58. Gangrene of toes and anterior part of foot after treatment for

a corn. Diabetes. Much improved. Transferred to medical side.

Male, aet. 42. Gangrene of fifth toe, which afterwards spread to foot along

outer side. Commenced after a corn was cut by a chiropodist 3 months before.

Diabetes. Sent to an infirmary.

Female, aet. 49. Ill 4 weeks. Second, third, and fourth toes and anterior

part of foot black and gangrenous. Albuminuria. Amputation of leg Q/|). Died

3 weeks later. For foot see museum. P.M.—Edges of flaps sloughing. Lungs

cedematous. Heart : moderate hypertrophy of right ventricle. Liver fatty.

Kidneys and spleen natural. Brain : some excess of subarachnoid fluid.

Atheromatous patches in external iliac, femoral, and popliteal arteries. Right

radial much thickened. Cerebral arteries, specially middle cerebrals, very

atheromatous.

Male, aet. 66. Illness commenced 3 months ago. Suffered much pain. On
examination 3 centre toes of left foot black, dry, and shrivelled. Gangrene

extends on to the plantar and dorsal aspects of the foot for 2 or 3 inches. Urine

normal. Treatment.—Amputation of thigh (|/f). No tourniquet used. Femoral
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plugged with clot. Five small vessels tied (for foot see St. Thomas's Hospital

Museum). A month later patient left hospital with the stump quite healed.

Male, at. 42, and male, set. 57. Both with gangrene of big toe. Both had

diabetes and both sent to the infirmary. One had some symptoms of ataxy.

Male, jet. 52, gangrene of fourth right toe gradually coming for some months;

spread from an ulcerated corn. Diabetes. Toe sloughed away. Much improve-

ment with local treatment and strict diabetic diet. Partly healed when patient

left hospital on the sixty-sixth day.

Avulsion of lig toe-nail.—Male, set. 65. Removal of nail was followed by

formation of a foul ulcer, and necrosis of last phalanx ; albuminuria. Removal

of ungual phalanx by a dorsal incision, was in 2 days followed by infiltration of

the foot, rise of temperature and delirium. Ten days later amputation below

knee was done, but though the temperature remained normal the patient died 4

days afterwards. P.M.—Arteries everywhere very atheromatous. Heart: hyper-

trophy of left ventricle ; atheroma of aortic and mitral valves, and of the aorta.

Lungs very oedematous, old pleuritic adhesions. Kidneys normal size. Cortex

diminished to about half the normal thickness, and paler than usual; a few cysts

are visible. No other abnormal i^ign8.

Arthritis metatarso-phalangeal joint of great toe.—Female, set. 64. Injured

toe 9 months before admis-ion with a nail. Treatment.—Amputation of big toe;

first phalanx necrosed. Much pus followed sheath of flexor longus poUicis tendon ;

counter-opening, antiseptics. Suppuration extended through foot. Ankle-joint

unexpectedly involved. Amputation below knee performed. Patient died

suddenly 4 hours afterwards. P.M.—Subcutaneous and perivisceral fat in

excess. Heart : valves thickened generally ; calcified patches in aorta. Liver :

advanced cirrhosis, surface very irregular ; section, yellow islands intersected by

pale pink connective tissue ; substance very hard. Kidneys : cortex rather

narrower than usual. In connection with right kidney is a cyst the size of a

Tangerine orange. Numerous adhesions in pelvis. Fibro-myoraa of uterus with

a very long pedicle; tumour size of hen's egg. Intestinal canal slightly con-

gested ; some hsemorrhages (patient had had diarrhoea). Brain : arteries athe-

romatous.

Threefatal eases of spina lifida.

Female, a;t. 6 months. Sacral region size of large orange ; ulcerated ; injected

-^ ith Morton's fluid. Died 5 days afterwards. P.M.—Sac empty ; a little lymph

found on left side. No other indication of commencing cure. One of the

nerve-roots was adherent to the skin wall of the sac. The other fibres ran

across the cavity, and some were adherent to the inner surface. The tumour only

was examined.

Male, set. 9 days. Lumbar region, size and shape of a bun; ulcerated in

centre; paraplegia, &c.; convulsions; death. P.M.—The tumour only was

examined. Skin covering tumour thickened; in the middle line below there is a

depre-sion; within the cord is adherent (see drawing in P.M. notes). Fluid

quite clear ; no lymph.

Mah, a;t. 1 day. Lumbar region; paraplegia; convulsions; death. P.M.

—

Tun our size of small orange in centre of lumbar region. Walls thin. Contains

clear fluid. Tumour attached by a tiiick pedicle. On opening sac the walls
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were found to be white, smooth, and glistening ; and in them ran partly free,

partly attached, large cords which appeared to be nerves. These all emanated

from the base of the cyst, and a very small orifice there led to the spinal canal.

The arches of the lumbar vertebrae were deficient as usual, but the child was so

small that the exact state of things could not be made out. It appeared to be a

meningocele and not a myelocele. Extreme talipes varus of both feet existed.

The rest of the body was not examined.

Double harelip and cleft palate.— Male, set. 5 days. Admitted with diarrhoea

and convulsions. Died in 5 days. P.M.—No abnormality of internal organs.

Threefatal cases of imperforate rectum.

Male, set. 4 months. Colotomy 4 months before this admission. Now
brought to hospital suffering from vomiting. Lived a few weeks, then suddenly

abdomen became distended, breathing very rapid, temperature 105'6°, and in

36 hours death occurred. P.M.—Body much emaciated ; colotomy wound healthy

looking. External orifice of anus natural, but it led into a cul-de-sac. On
opening abdomen lumbar colotomy orifice was seen to lead into sigmoid flexure.

The bowel was firmly adherent, and there was no evidence of ulceration or

perforation. The sigmoid flexure below was enormously distended. The rectum

terminated ^ inch from anus. Bladder natural. Acute peritonitis specially

marked around sigmoid flexure. No perforation discovered. There was inflam-

mation of the sigmoid flexure, which had commenced in the mucous membrane,

and more or less involved the whole thickness of the bowel. No other diseased

condition present.

Male, set. 6 days. Perineal exploration failed; bladder was opened; Littre's

colotomy subsequently performed. Died in 24 hours. P.M.—Body much
emaciated. Sigmoid flexure had been opened ; bowel below full of faeces.

Rectum terminated blindly just above prostate. No organic disease discovered.

Female, set. 2 days. On admission a puny infant with imperforate anus
;

faeces were, however, escaping by a small opening in the lower part of the

posterior vaginal wall. An incision was carried backwards from this opening,

and the rectum was easily brought down and stitched to the skin in the usual

anal position. Patient went on well for a few days, but then developed erysipelas,

and died on the thirteenth day. P.M.—Child emaciated. Large slough on

sacrum; kidneys large; cortex swollen and studded with haemorrhages, and also

with minute round white dots, very numerous, and seen also in the medullary

section. Aorta went to right of vertebral column. Foramen ovale open.

Septum ventriculorum imperfect. There was only one large vessel coming oflf

from the heart, and how the lungs were supplied with blood was not made out.

Six toes on right foot, double harelip, and cleit palate.

Atresia narium.—Male 1. C. 1.

Male, set. 25. Admitted with well-marked evidence of congenital syphilis in

the eyes, ears, teeth and nose. There was complete occlusion of the nasal

cavities about half an inch from the anterior nares. The base of each cul-de-sac

was incised, and pieces of gum elastic catheter fixed in situ to ensure a free

passage through the nostrils.

Abscess of liver and abdominal wall.—Male, set. 5 mouths. Badly nourished
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child. Three days before admission swelling noticed below and just to right of

xiphoid cartilage. Treatment.—Aspiration followed by incision. Discharge

scanty and offensive. Temperature varied, sometimes as high as 104'2°. Died

of exhaustion on the sixteenth day. P.M.—Right lobe of liver adherent to base

of abscess cavity. Exactly corresponding with the area of these adhesions, and

extending directly from them, was a conical mass an inch deep, situated in the

liver. It was yellow, not caseous but like pus, and yet not fluid. It suggested

an early stage of actinomycosis. Not far ofi", but still quite separate, was an

irregular suppurating area smaller than the conical one mentioned above, and

containing pus which was more fluid. Nothing else abnormal was detected in

the body.

Post-peritoneal abscess.—Female, set. 64. Four months ago began to suffer

pain in right side and had to give up work. Since then suffered from anorexia, loss

of flesh and strength, and bronchitis. Three weeks ago right foot and leg begin

to swell, and there was much pain in limb. On examination some bronchitis.

Right lumbar and iliac regions occupied by a tense hard mass, extending to mid-

line and above umbilicus. Temperature normal. (Edema of the leg and foot.

No enlarged glands. Per vaginam, abdominal tumour does not appear to have

any pelvic connection. For several days after admission she vomited frequently,

and passed a considerable quantity of pus per rectum. Treatment.—Aspiration,

followed by incision ; 160 oz. of pus evacuated. Patient died of exhaustion

2 months afterwards. She continued to be troubled with bronchitis, and shortly

before death had 2 rigors. P.M.—Incision above iliac crest led into an abscess

cavity extending from iliac fossa to diaphragm ; it was entirely post-peritoneal,

and it had no pelvic, kiduej', or vertebral connection. Right kidney healthy, as

was also the left. Wall of abscess thin. A small collection of pus (.' pyaemic)

was found on the right side of the vertebral column at junction of cervical and

dorsal vertebrae. There was no bone disease. There was a slight lateral curva-

ture in dorsal region, with convexity to the right. Lungs congested. Heart

:

valves thickened. Other organs healthy.

Apoplexy 1, contusion of buttocks.— Female, set. 72. On admission she was in a

semi-comatose state, much bruising of buttocks. History of trauma imperfect.

Lived 48 hours. P.M.—Extensive bruising of buttocks, especially right. No
fracture. Pleurae adherent. Intestinal coils blood stained. No peritonitis. Heart

dilated and hypertrophied. Mitral valve incompetent. Aorta rigid and calcareous.

Kidneys : some areas of local atrophy in cortex. Small intestine was lined with

blood and mucus, and contained no faeces. Uterus, 3 interstitial fibroids, and

in cavity a small polypus. Brain moderately injected, arteries tortuous and

atheromatous, some with small aneurysmal bulgings.

Acute meningitis—
Male, set. 36. Admitted by mistake into a surgical ward as a case of concus-

sion. Transferred to a medical ward, where he died 2 weeks later (see Medical

Notes).

Male, set. 9. Five weeks ago fell on his head ; was unconscious, and subse-

quently had vomiting and bleeding from left ear. Has been dull and complaining

of headache ever since. In walking he had a tendency to go towards the left.
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On admission, for last 24 hours has been very ill. Vomiting, convulsions, and

severe headache. Now temp. 104°. Convulsive attacks constantly occurring.

Much difficulty in administering food. He died iu 48 hours. He had had one

rigor. P.M.—Body thin. No fracture. Ears healthy. At base of brain recent

lymph over pons, cerebellum, optic chiasma tracts and nerves, and in the fissures

of Sylvius. No tubercles ; no abscess. Ventricles contained an excess of turbid

serum. All other parts of body free from disease except one large mediastinal

gland infiltrated with yellow tubercle.

Apoplexi/.—Female, set. 69. Was leaving hospital when she suddenly fell down

the entrance steps. She died shortly afterwards. P.M.—Artery of right internal

capsule ruptured into ventricles. Vessels at base of brain calcareous. Choroid

plexuses cystic. Hypertrophy of heart. Disease of aortic and mitral valves.

Aorta rigid, calcareous. Kidneys cystic ; many of the cysts in one kidney con-

tained calculi. No calculi elsewhere. Other organs normal.

Abscess of thigh. Diphtheria.—Male, set. 5. Admitted on surgical side and

then transferred to Diphtheria Ward with temp. 105°, where he died (for P.M.

see Medical Notes).



SUMMARY OF INJURIES.

GENERAL INJURIES.

Bums.—visiles 22, females 33. C. 24, R. 1, D. 30.

Situation.—Face, arm, and trunk 8 ; forearms and hands 1 ; chest 1 ; face and

hands 4 ; leg 1 ; trunk and thigh 3 ; face 5 ; foot 2 ; face and neck 1 ; neck, face,

and arms 7 ; arm, trunk, and scrotum 1 ; face, arms, and legs 7 ; back 1 ; thighs

and legs 1 ; arm and chest 2 ; buttock and thighs 2 j feet 1 ; whole body 7.

Causes.—Paraffin lamp upset 12 ; burning pitch 1 ; matches 3 ; fell into fire or

clothes ignited whilst standing by fire 25 ; gas explosion 5 ; sat down on hot flat-

irons 1 ; paraffin lamp explosion 1 ; not stated 7.

Treatment.—Carron oil 45 j Uug. Iodoform! 7; Lotio sodae Chlor. 2; graft-

ing 1.

Complications.—Erysipelas 1; diarrhoea 2 ; vomiting 1; convulsions 3 ; scarlet

fever 1 ; bronchitis 1 ; pneumonia 1 ; chronic dementia 1 ; in 2 cases the ages

were respectively 67 and 76 ; both recovered. Very high temperatures were noted

in 4 cases, viz. 106-2^ 107-4°, 108-4°, 109°.

Fatal.—From collapse 18. ^t. 3 mouths ; 12 months ; 15 months ; 2 years 2 ;

2\ years 2 ; 3 years 2 ; 4 years ; 6 years 2 ; 10 years ; 18 years ; 32 years ; 46 years ;

54 years; 60 years. From exhaustion 11. Mi. 9 months 3; 2 years 2 ; 3 years

1 ; 3^ years 1 ; 5j years 1 ; 26 years 1 ; 57 years 1 ; 75 years 1. From exhaustion

and scarlet fever, set. 10 months, 1 case.

/ScaW*.—Males 14, Females 18. C. 26, R. 4, D, 2.

Situation.—Head and shoulders 1 ; face and hands 1 ; face 1 ; chest 6 ; leg 4

;

both legs 2 ; chest and arms 2 ; face, neck, and arms 3 ; trunk 3 ; foot 1 ; arms 1

;

neck 1 ; face, chest, and hands 1 ; both buttocks 1 ; mouth 1 ; trunk and thighs 1

;

buttocks, thighs, and legs I ; both thighs 1.

Causes.—Boiling water 27 j boiling tea 4; boiling soup 1.

Treatment.—Carron oil 22 ; Ung. lodoformi 7 ;
grafting 1 ; steam inhalation

1 ; Lot. Plumbi cum Glycerini 2.

Complications.—Delirium tremens 1 ; epilepsy 1 ; chicken-pox 1 ; scarlet fever

1 ; in 2 cases temperature reached 108°.

Fatal.—One from collapse and 1 from exhaustion.

No post-mortem examinations made on any burns or scalds.
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LOCAL INJURIES.

Scalp Wounds.—Ma\ea 22, females 9. C. 28, R. 3.

Complications.—Bared bone 6 ; haemorrhage 7 ; suppuration and burrowing of

pus 4 ; epilepsy 1 ;
pinna displaced 1 j contusion of chest 1 ; 1 case developed

facial paralysis on fourth day, ? cause ; erysipelas 3 ; contusion of back 2 ; shock

1 J contusion of hand and foot 1 j contusion of foot 1.

Seven cases were said to have been unconscious before admission ; no signs of

concussion when these patients entered hospital.

Concussion.—Males 63, females 16. C. 73, R. 6. Pour cases severe, 1 uncon-

scious 4 days.

Complications.—Epilepsy 1 ; scalp wounds 20 ; bared bone 2 ; fractured scapula

1
;
persistent delirium 2 ; fracture of inferior maxilla 2 ; contusion of back 1

;

wound of lower lip 2; contusion of hand 1 ; persistent vertigo 2; contusion of

chest 1 ; contusion of hip 4 ; drunk 2 ; contusion of elbows and thighs 1 ; bleeding

from ear and membrana tympani torn across 4 ; contusion of foot 1 j wounds of

face 3 ; isolated rigor in 1 case, temp. 104'2°, no other rise of temperature

;

M'ound of forehead 1 ; imbecile 1 ; compound fracture of ulna 1 ; contusion of

scalp 1 J contusion of face 1 ; contusion of forehead 1 ; nan compos mentis 1, set.

84 ; bleeding from nose 5 j transferred to Medical Ward as typhus 1 ; hsematoma

of back 1 ; haematoma of scalp 6 ; fractured ribs 2 ; 2 cases ? fractured base ;

Colles's fracture 1.

Slight optic neuritis appeared in 2 cases 1 week after admission.

No case of concussion this year followed by inflammatory symptoms.

Fractures of the Skull— Vault—
Simple.—Males 2. D. 2.

Male, set. 4. Fell from first-floor window on to pavement, picked up insensible.

On admission large scalp wound ; unconscious ; pupil contracted ; breathing stertor-

ous ; vomited once ; slight convulsive attacks ; rigidity of limbs, died in a few

hours. P.M.—No injury to limbs or trunk ; 3 distinct fractures of the skull, from

the region of the torcular herophili ; 1 through left cerebellar fossa to foramen

magnum, 1 forwards through occipital bone, and 1 on opposite side forwards

through parietal as well as occipital ; all 3 simple fractures ; they did not abso-

lutely meet posteriorly, but nearly did so j under surface of frontal lobes, and

tips of temporo-sphenoidal lobes much contused.

Male, ffit. 3. Some scaffolding fell on the child. On admission comatose, large

hiematoma of scalp, right facial paralysis, uttered occasionally a peculiar cry

;

lived three hours. P.M.—Separation of sagittal suture, separation of right half

of coronal ; fracture of right squamous, and left half of occipital. The fractures

are like cracks, no displacement or depression ; much blood under dura mater on

right side, parietal region ; no visceral disease.

Simple depressed.—Male 1. C. 1.

Male, set. 8. Was struck on left side of head by a cricket ball (full pitch)

from a distance of about 50 yards ; said to have been unconscious for an hour,

and then to have vomited. On admission quite sensible and complained of no

VOL. XVII. 25
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pain, on left side of head was a large pulsating haematoma, in squamo-parietal

region ; bony edges of irregularly rounded depression could be easily felt

;

diameter of depression 2 in. x IJ in. j no vomiting; no bleeding from ear or nose j

pupils normal. Treatment.—Icebag.

Compound.—Males 4, females 1. C. 4. D. 1.

Male, a't. 54. Fell 12 feet from a ladder. On admission compound fracture

of right half of frontal bone, Colles's fracture right ; contusions of chest ; no loss of

consciousness, no vomiting, no blood from ears, nose, or mouth ;
pupils normal.

Treatment.—Antiseptics, healed by first intention.

Male, aet. 12. Whilst crossing road struck by shaft of cab, left frontal region.

On admission compound fracture of skull in this region; no cerebral disturbance.

Treatment.—Antiseptics. On the ninth day a good deal of hsemorrhage occurred

from the wound ; chloroform given and small artery ligatured.

Male, set. 11. Thrown out of trap; linea fracture left side frontal bone. On
admission unconscious ; pupils dilated ; pulse 120 ; skin cold and clammy. Soon

became conscious, but in the interval struggled violently and called out loudly.

Treatment.—Head shaved; antiseptics, icebag, calomel. Convalescence slow;

retention of urine ; fed with difficulty; wound suppurated; no rise of temperature

;

no optic neuritis.

Female, aet. 4. Fell off ladder short distance ; compound fracture left parietal

bone ; conscious on admission ; no cerebral signs. Antiseptics.

Male, aet. 14. Fatal case.—Head caught by buffer of express train. On
admission extensive fracture of right parietal bone, &c., several loose pieces of

bone, no depression ; brain protruding ; hsemorrhage from nose, ears, and mouth

;

comatose, much convulsed, apparently at last asphyxiated by the blood, lived 3^

hours. P.M.—Parietal, frontal and squamous bones extensively fractured, several

loose fragments ; orbital plate of frontal and petrous bone also fractured ; dura

mater lacerated in neighbourhood of wound and right hemisphere of brain much

contused ; some blood in lateral ventricle j no visceral disease.

Compound depressed.—Males 9, females 1. C. 7, D. 3.

Male, aet. 5^. Run over by a brougham. On admission compound fracture of

right parietal bone ; no cerebral signs. Treatment.—Antiseptics.

Male, aet. 15. Kicked by a horse. On admission large scalp wound ; depressed

fracture right parietal ; in condition of " cerebral irritation," groaning, face pale,

lips white ; pupils equal, conjunctival reflex imperfect ; pulse 70; all joints flexed,

and patient resented any interference. Operation.—Several fragments removed

;

portion raised by elevator; dura mater not apparently injured ; spray and all anti-

septic precautions ; pulse improved when bone was raised, but there was some

twitching of facial muscles on opposite side. Several days patient very restless

;

grinds teeth and twists about; much difficulty in feeding him. Pulse slow.

Conscious on fifth day, very apathetic; on sixth day some loss of power in opposite

arm ; on seventh slight twitching or convulsive movements of left upper and lower

extremities, specially hand and forearm ; also left side of face and angle of

mouth ; eyes turning to left, pupils dilated, but they act to light ; dressing

removed, scalp found to be oedematous ; no further convulsive attacks, but for

several days grasp of left hand much weaker than that of right ; went out on

fortieth day quite well, and with a metal protector for the opening in the skull.
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Male, set. 77. Bullet fracture, right temple. On admission quite conscious

;

small wound above and in front of right ear ; no cerebral disturbance ; slight

headache. Operation.—Scalp reflected, circular bullet-hole in skull | inch in

diameter ; the circle of bone was depressed, and in the depression the flattened

bullet was found ; trephine was then applied in order to gain a vantage position

for raising the depressed bone, and middle meningeal artery ligatured. Full

antiseptic precautious. Catheter passed duriug convalescence in consequence of

enlarged prostate. Complete recovery.

Male, set. 57. Kicked by a horse. Compound depressed fracture of right side

of frontal bone ; outer table depressed in region of frontal sinuses ; small frag-

ments of bone removed; no cerebral signs. Antiseptics.

Male, set. 23. Fell 40 feet from a scaffold. During fall struck head against

a projecting pole. When picked up was unconscious and bleeding from nose and

mouth. On admission breathing stertorous, face pale, very restless, groaning a

great deal, took no notice of questions, no vomiting or involuntary evacuations.

Pupils unequal and inactive to light and accommodation. Small, lacerated, scalp

wound ; compound depressed fracture right side frontal bone. Operation.—
Trephining. Bone raised and loose pieces removed. Antiseptic precautions.

After operation very restless ; temp. 100'4°; retention, and was very difficult to

manage for several days. Wound suppurated ; memory very defective until just

before discharge. Left hospital on forty-second day. No optic neuritis followed

the injury.

Female, set. IJ. Fall 20 feet down a well staircase; picked up unconscious.

On admission unconscious; temp. 96°, pulse slow; pupils unequal; small scalp

wound over right side of frontal bone, depressed fracture in same situation ; brain-

substance in wound ; vomiting ; constantly making a low whining noise.

Operation.—Enlargement of wound, trej)hining, elevation of depressed bone, &c.;

antiseptics. Convalescence unimpeded; some tendency to hernia cerebri obviated

by tight bandaging. Left hospital with metal plate over opening in skull on the

sixty-seventh day.

Male, set. 11. Bullet fracture of skull, wound in scalp 2 inches above and IJ

inches in front of left external auditory meatus ; face pallid ; right pupil larger

than left ;
patient more or less miconscious, can be roused by shouting at him.

On manipulation of wound patient cried out and moved limbs of opposite side

.

Injury caused apparently by revolver bullet during play. Double optic neuritis

developed in 48 hours, and later became very intense. Three days after admis-

sion patient trephined, bone raised, and fragments removed; small opening in

dura mater ; pus oozed from under dura mater ; antiseptic irrigation. There had

been some rigidity and flexion of right hand, arm, and leg before operation, which

continued for some time after. More intelligent after operation, but still very

restless, and has frequent screaming fits. Shortly hernia cerebri developed and

became considerable in size ; it gradually subsided, and the wound healed, optic

neuritis disappeared, and he went to a convalescent home. Later in the year he

was again admitted. He had a few convulsions, the march of the symptoms

being in this order : depression of lower jaw ; retraction of right angle of

mouth; tonic spasm of arm and leg (right). Ophthalmoscopic examination.—
Veins tortuous near discs, which were not pale ; some streakiness at edges. On
discharge very dull ; avoids sunlight ; staggers occasionally in walking, right leg
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weaker than left. Patient returned later with recurrence of hernia cerebri ; he

died at beginning: of January, 1888. P.M.—Bullet encapsuled in right frontal

lobe J large suppurating cavity in left hemisphere.

Fatal cases.

Male, aet. 25. Thrown out of cart. On admission unconscious ; skin cold and

clammy ; pupils equal, acting to light ; lacerated scalp wound ; compound

depressed fracture ; posterior superior part of left parietal ; antiseptic dressing.

Patient's condition became worse ; pulse 140, full ; very restless ; convulsions,

right upper extremity ; rigidity of left leg ; temp. 103°. Three days after admis-

sion trephining performed ; whole scalp (Edematous ; much blood removed from

under dura mater ; he died a few hours later ; temp. 108'4°. P.M.—Large starred

fracture involving posterior superior part of left parietal ; brain contused beneath,

and showed signs in various places of numerous haemorrhages ; bruising of orbital

surface of right frontal and tip of right tempore-sphenoidal lobes. On removing

brain fracture was seen to extend across posterior fossa nearly to foramen

magnum. Left lateral sinus slightly lacerated. No injury or disease in other

parts.

Male, aet. 65. Bullet fracture. On admission lacerated wound and compound

comminuted depressed fracture right temporal region, very extensive ; comatose,

extremities cold ; pulse fluttering ; pupils very small, right slightly larger than left,

not acting to light or accommodation ; vomited once, nothing but blood ; involun-

tary evacuations ; died shortly after he entered the ward. P.M.—Viscera healthy

;

coronary arteries slightly atlieromatous. Vault of skull very much damaged,

and right hemisphere of brain greatly lacerated ; the shattering of the skull was

so great that it was reserved for a museum specimen.

Male, aet. 2. Knocked down by a horse. Small scalp wound, compound

depressed fracture of right side of occipital bone, brain protruding. Operation.

—Trepliining, elevation of depressed bone, &c. Patient much better after

operation, had previously been unconscious ; pupils contracted and unequal

;

mouth drawn to right side, eyes directed to left ; some rigidity of right hand and

arm. Suppuration, however, occurred, and hernia cerebri. On sixth day more

bone was removed .' to relieve tension ; slight optic neuritis ; died 2 days later

;

temp. lOG'S". P.M.—Basal and sjnnal meningitis.

Fractures of the skull. Base.—-Males 6, females 2. C. 3, R. 3, D. 2.

Male, aet. 24. Pitched out of cart on to his head. On admission comatose;

pupils contracted, bleeding from ears; pulse rapid and feeble; temp. 96°.

Treatment.—Head shaved, icebag. Unconscious for 2 days, and afterwards very

irritable and difficult to manage. Temperature on second and third day 102"8°.

On fourth day double optic neuritis, which rapidly cleared up. Not quite compos

mentis on discharge.

Male, aet. 32. Fell 10 feet ofE a ladder, unconscious for 20 minutes, and then

brought to hospital. On third day severe occipital headache ; ecchymosis over

right mastoid region and some swelling over posterior inferior angle on right

parietal ; pupils normal ; eyes can scarcely be opened ; deafness both sides ; double

optic neuritis; restless; occasional vomiting; temp. 101'8°. Treatment.—Icebag

and calomel. Discharged cured on the twenty-second day.
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Male, aet. 24. Thrown from a trap on to face. On admission unconscious

;

restless; bleeding from nose ; subconjunctival haemorrhage on both sides; blood

continued to come from nose for 4 days ; no optic neuritis detected ; memory and
complete consciousness regained on fifth day; highest temperature 996°.

Treatment.—Icebag, calomel, &c. There was also a fracture of the inferior

maxilla, which was dealt with in the usual manner.

Male, aet. 22. Fell 40 feet from a scaffold ; struck something in his descent.

On admission semi-conscious condition ; small scalp wound over occiput

;

bleeding from nose and ears ; contusion of left hip. Four days later much head-

ache, temp. 101°, and haze of both optic discs. Discharged cured on twenty-

first day.

Male, aet. 33 Fell 40 feet from a scaffold. On admission confused in speech ;

complained of pain in chest; bleeding from nose (left side); subconjunctival

haemorrhage left side; vomited 3 times. Temperature rose on third day to 100°.

Some headache ; no optic neuritis. Discharged well on the twelfth day.

Female, aet. 23. Fell out of window into an area. On admission unconscious

;

large haematoma left parietal region; bleeding from ears and nose; pupils

unequal. Treatment.—Head shaved, icebag, &c. Regained consciousness on

seventh day; some headache; temp. 99°; no optic neuritis. When she left

hospital speech was slow, intellect not clear, some weakness of left arm.

Fatal cases.

Male, aet. 56. Fall of 20 feet from a balcony. On admission comatose, bleed-

ing fi-om mouth and nose
; pupils contracted and equal, insensible to light

or accommodation; compound depressed fracture left parietal bone; lived 2

hours; before death head shaved ready for operation. P.M.—Portion of bone

1 in. X f in. driven into brain at front of left parietal bone ; fracture extended

into frontal bone, and also downwards and backwards across temporal fossa, left

petrous bone, and left occipital fossa, ending finally in the foramen magnum.
Also fracture through right occipital fossa. Much blood effused base of brain.

Aorta atheromatous ; no other indications of disease.

Female, aet. 55. Knocked down and run over by a hansom ; wound over eye-

brow ; unconscious, cold and pulseless ; bleeding from nose and mouth ; no

bleeding from ear ; died 15 minutes alter admission. P.M.—Fracture of nasal

bones ; subconjunctival haemorrhage on left side ; both pleural cavities contained

half a pint of blood ; fifth and sixth left ribs fractured ; jagged and sharp end of

sixth rib projecting through parietal pleura ; third, fourth, fifth, and sixth ribs

on right side fractured near angles, and all four perforated parietal pleura; some

extravasation of blood deeply in neck ; no fracture of spine; fracture of sphenoid

clinoid processes ; no blood within cranium.

Extra case not admitted to wards ; died in surgery ; no clinical notes. Male,

aet. 5. P.M —No scalp wound. Extensive fracture of vault and base ; on right

side an area of bone 3 in. in diameter composed of squamous and parietal bones

was partially detached; the fracture passed through the middle fossa on both

sides, behind sella turcica, completely separating the anterior from the posterior

portion of the skull ; no haemorrhage either external or internal to dura mater

;

brain uninjured ; sinuses not ruptured ; numerous small recent haemorrhages on

surface of lungs ; no other signs of injury or disease.
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Self-inflicted wounds of neck.—Males 8, females, 5. C. 8, R. 2, D. 3.

Fatal cases.

Male, {fit. 50. Wound with table knife. On admission unconscious, cold,

temp. 96°. Second wound 3 inches long over region of heart. Tracheotomy

tube placed in trachea through neck wound; died 4 hours after admission.

P.M.—Transverse neck wound 5 inches long, 3 inches on left, and 2 inches on

right. Trachea divided below cricoid, and larynx through lower part of thyroid

cartilage. Main vessels uninjured ; pharynx not opened. No disease of organs.

Death from haemorrhage before admission.

Female, set. 69. Wound inflicted with a razor, 3 inches long, transverse

;

thyroid cartilage divided just above vocal cords, main vessels escaped, but there

was much loss of blood before admission. Thyroid cartilage sutured with silver

wire ; antiseptic dressing ; subsequently much difficulty in swallowing
;
gradually

got weaker, and died on fourth day. P.M.—Chronic bronchitis and emphysema ;

ventricles atrophied ; auricles dilated ; contracted granular kidneys. Besides

injuries above described, the base of epiglottis had been divided.

Female, set. 50. Died shortly after admission. Great loss of blood. Ligature

of internal jugular vein and some branches of external carotid. P.M.—Four-

inch incision, transverse, left side of neck, reached to middle line at centre of

thyroid cartilage; sterno-mastoid, sterno-hyoid, and sterno-thyroid divided;

internal jugular vein divided, upper end ligatured, not lower; carotid, vagus, and

descendens uoni uninjured ; left alar of thyroid cartilage notched superficially in

three places. Atheroma of aorta and cerebral arteries. No other sign of injury

or disease.

Contusion of chest.—Males 3. C. 2, D. 1. Two (P) fractured ribs. One

cured had pneumonia.

Fatal case.—Male, set. 3 J. Run over. Hind wheel of laden coal van passed

over chest. On admission blanched restless, pulseless ; frequent cries of pain

;

largo bruise over right side of chest, smaller one over left side. Diagnosis.—
Ribs not fi'actured ;

pupils dilated, equal; eyeballs turned upwards ; no dyspnoea;

vomited once, no blood ; died in 20 minutes. P.M.—Peritoneum contained a

pint of pure blood, blood came from rupture of liver, upper surface near lobulus

Spigelii ; right kidney nearly separated into two parts; some extravasation into

perinephritic connective tissue. Heart : extravasation in wall of left auricle.

Fracture of fourth, fifth, sixth, and seventh left ribs. Lungs uninjured.

N.B.—This case should be really under another heading, but it is the custom

to arrange the cases by the diagnosis made, not by the real state as revealed at

the P.M.

Fractured ribs.—Males 20, females 3. C. 22, D. 1. Complications.—Emphy-

sema of chest wall 6 ; hsDmoptysis, slight 4, severe 2 ; hsematm'ia 1 ; bronchitis 6;

scalp wound 1 ; retention 1 ; contusion of lumbar region 1, of arm 1, of abdo-

men 3 ; concussion of brain, 1 ; pneumonia 2 ; pleimsy, pneumo- and hsemato-

thorax 1.

Fatal case.—Male, set. 47. On admission drunk ; had been thrown from his

cart against a wall ; fifth, sixth, and seventh right ribs fractured. Next day

much difficulty in breathing ; temp. 1008°, pulse 140. Right base dull, tubular
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breathing and crepitations, rlionchi over both lungs ; soon became delirious and

died on fifth day. P.M.—Right pleural cavity full of fluid and coagulated

blood; lung collapsed and airless; fractured ends of fifth, sixth, and seventh

right ribs bad perforated the parietal pleura. Left lung oedematous and con-

gested. Liver fatty. No other gross disease or injury detected.

Fractured sternum.—Male 1. C. 1. Male, let. 44. Caused by a fall when

drunk ; at junction of manubrium and gladiolus ; no evident displacement ; severe

pain and local tenderness ; left hospital strapped and baudiiged on seventh day.

Fractured spine.—Male 1, female 1. C. 1, D. 1. Female, set. 17. Fell to

ground whilst cleaning window on third storey. On admission fracture of lower

dorsal spine diagnosed; great tenderness, swelling, and pain in injured region;

great pain on movement; left astragalus fractured, some displacement of foot.

Treatment.—Plaster-of- Paris jacket put on under ether; water-bed; foot fixed in

plaster of Paris. Great relief from splint. Convalescence rapid, interrupted by

an attack of tonsillitis for a day or two, in which temperature reached 106°.

Left in a poro-plastic jacket on the seventieth day.

Fatal case.—Male, aet. 40. Was struck in the back by the buffer of a passing

train ; picked up insensible and brought to hospital. On admission conscious

but collapsed ; large hsematoma over lower dorsal region ; much local pain ; lower

extremities paralysed ; motions passed into bed ; urine retained, contained blood.

Pulse feeble and rapid. Respiration hurried and shallow. Anaesthesia as well as

paraplegia of lower extremities ; reflexes absent. Plaster jacket applied ; died

shortly afterwards. P.M.—Eleventh dorsal vertebra showed a transverse fracture

through the body ; dura mater and spinal cord lacerated ; eighth and eleventh

left ribs fractured, as was also the eleventh right. Small linear laceration of

front surface of left kidney. Much blood extravasated into connective tissue

behind peritoneum and pleurae. No evidence of organic disease.

Concussion of spine.—Males 7, female 1. C. 5, R. 3. Complications.—Con-

tusion of back 4 ; of buttocks 1 ; vertigo 1 ; retention 3 ; haematuria 1 ; frac-

tured ribs 1 ; haematoma over sacrum 1 ;
paraplegia and anaesthesia of lower

limbs 1 (lasted 4 days).

Dislocation of spine.—Males 1. D. 1.

Fatal case.—Male, aet. 47. Fell out of cart backwards, alighting on his

shoulders. On admission loss of power and complete anaesthesia below nipple

line ; no ankle-clonus ; very slight patella-reflex ; no cutaneous reflexes obtainable

below nipple line except the plantar ; retention of urine ; sharp burning pains

from elbows to wrists ; diaphragm not paralysed ;
quite conscious ;

pupils con-

tracted, acting very slightly to light and accommodation; some prominence

opposite junction of cervical and dorsal spine. Dislocation diagnosed. Patient

placed under ether, and reduction attempted. Gradually sank and died on eighth

day. P.M.—Spinous process of seventh cervical freely movable; fracture through

left lamina and right pedicle ; dura mater intact ; spinal cord softened opposite

fracture, normal above and below ; heart dilated and flabby ; aortic valves incom-

petent and calcareous ; aorta dilated and atheromatous ; contracted granular

kidneys.

Contusion and concussion of abdomen.—Males 19, females 4. C. 21, R. 2. Com-

plications.—Vomiting 5, 1 vomit streaked with blood; retention 6; general
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peritonitis 1 j local peritonitis 1 ; dyspnoea 4; shock (severe) 8; contusion of leg

1, of chest 1, of thigh 1 ; lisematuria 1 ; scalp wound 1 ; wound of forehead 1

;

bronchitis 1 ; syphilis 1.

Contusion of stomach.—Male 1. C. 1. Male, set. 16. Body crushed between

2 vans. Complained of great tenderness in epigastric region. Shortly after

admission vomited ; vomit consisted of partly digested material mixed with blood-

Pulse fluttering ; extremities cold, great pallor of surface ; urine clear. Gradually

improved, and left hospital on tenth day.

Suptured spleen.—Male 1. D. 1. (See also 1 case under fractured pelvis.)

Fatal case.—Male, set. 25. Patient brought to hospital 11 a.m. with a history

of having been run over by a hansom cab the previous night ; hansom had 3

persons inside. Wheel passed over middle of trunk. Left in stable all night

without attention. On admission could just stand; complained of severe pain

in breathing ; respiration shallow and apid. Surface of body cold ; lips blue.

Pulse thready, difficult to count. Cr itus of broken rib could be felt lower part

of left side. Extreme tenderness on examination. Abdomen distended, dulness

in each flank, most extensive in left. Urine passed naturally; no hsematuria.

Exploratory operation.—Four-inch incision; much blood in abdominal cavity.

Spleen discovered lacerated on inner surface. Incision extended upwards. Spleen

excised. Pedicle secured with silk. Irrigation with boracic solution; spray,

antiseptics, &c. The operation was done about 12 hours after the accident, and

the patient survived the operation 2^ hours. P.M.—Abdominal incision 9 inches.

No peritonitis. No blood in abdominal cavity. Some blood effused in peri-

nephritic tissue on left side, and also in subperitoneal tissue in splenic region.

Eighth rib (left) fractured just external to its angle. Pleura not lacerated. All

organs pale but otherwise natural.

Ruptured spleen and kidney.—Male 1. D. 1.

Fatal case.—Male, aet. 57. Whilst crossing the road was struck by the sbaft

of a cart in the left hypochondriac region. He was knocked down, but not

rendered insensible. On admission 7.30 p.m. left eighth rib in axillary line

thought to be fractured. Much pain and considerable collapse. One hoiu- later

pulse 130 and feeble ; pallor of surface ; lips white
;
griping pains in abdomen,

which was now tender to manipulation, and the flanks were dull, the dulness

shifting with the position of the patient; no sickness; no hsematuria. During

the night condition slightly improved; lips not so pallid next morning, pulse

better, but during the day abdomen became distended and more tender. Pulse 120,

small and hard ; respirations 35. At midnight abdominal exploration determined

upon (30 hours after the accident). When the peritoneum was opened about a

pint of blood escaped and a great quantity of clot was removed. Irrigation with

warm boracic solution carried out ujitil fluid returned clear. Glass drainage-tube

inserted. Spray, antiseptics. Subsequently a large amount of sanguineous dis-

charge came through the tube. Patient gradually sank and died 30 hours after

operation. P.M.— Eighth and ninth left ribs fractured. The ninth had perforated

the pleura and slightly injured the diaphragm. Lung uninjured. Recent lymph

around small intestines and other evidences of peritonitis. Spleen concealed by

dark clot ; several lacerations on convex surface. There were also two lacera-
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tions on posterior surface of left kidney, and much extravasation of blood in

connective tissue around spleen and kidney. No sign of disease or injury else-

where.

Extra case.—Ruptured liver.—Not admitted to wards. No clinical notes.

Died in surgery. Male, set. 54. P.M.—Abdomen contained 3 pints of dark liquid

blood. Right lobe of liver ruptured transversely for about 3 inches midway
between anterior and posterior border. The rupture extended from the superior

to the inferior surface, and one large vein was lacerated ; several exposed. The
right sixth, seventh, eighth, ninth and tenth ribs were fractured external to their

angles. The pleura was lacerated by the ninth and tenth. Left ventricle hyper-

trophied. Lungs emphysematous. Kidneys showed several small patches of

local atrophy. Atheroma of aorta and cerebral arteries (see also 1 case of

ruptured liver under Contusion of Chest)

.

Muptured intestine.—Male 1. D. 1.

Fatal case.—Male, set. 34, labourer. Seventeen hours before admission

received an injury to abdomen. He stated he had been jumped upon. No
medical advice before reaching hospital ; great pain, and vomited several times.

Walked up to hospital. Abdomen tense and tender. Temp. 103°. No dulness

in flanks ; some in hypogastric region , urine clear. Pulse wiry, 110. Breathing

rapid; thoracic. Countenance anxious ; flushed. Median laparotomy performed

at once. Ilium ruptured transversely in two thirds of its circumference at junc-

tion of lower and middle thirds. Mesentery in same neighbourhood torn through

for 1^ inches. There was also a considerable rent in the great omentum just

above umbilicus. Fsecal extravasation ; septic peritonitis. Irrigation of cavity

with warm boracic. Enterorraphy debated, but postponed in favour of artificial

anus. Edges of ruptured bowel attached to parietal wound. Operation lasted

1^ hours. Much exhausted afterwards, but recovered satisfactorily. No sym-

ptoms of peritonitis after operation, but patient had rather a sharp attack of bron-

chitis. This yielded to treatment, but he did not gain either flesh or strength,

owing partly to the irrepressible escape of intestinal contents at the artificial

anus, and partly to the local irritation established in the abdominal wall by the

contact of the intestinal secretion. Four weeks after the first operation the arti-

ficial anus was closed. The patient was prepared for the operation by substituting

rectal feeding for alimentation by the mouth and by local irrigation of the intes-

tine. The bowel was then separated from its parietal attachments, the injured

portion resected, and the cut surfaces carefully united by the sutures of fine silk

;

20 of these were in one row, after Lembert's manner of suturing. Operation

lasted 2i hours. Death took place 13 hours afterwards. P.M.—Abdominal

wall separated from omentum and intestines with much difficulty, as there were

numerous strong adhesions. Resection of ilium 8 feet from ileo-caecal valve.

No recent peritonitis. On distension of the sutured intestine with water it was

found to be soundly closed and water-tight. Both lungs congested and airless, or

nearly so. Right lung adherent all over. Other organs healthy. For the

specimen of sutured ilium see St. Thomas's Hospital Museum (see also ' Clin.

Soc. Trans.,' vol. xxi).
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INJUEIES TO PELYIS.

Contusion ofperineum.—Male 1. C. 1. Scrotum and perineum much contused

and swollen after a high jump, feet foremost, into a swimming bath.

Wound of scrotum.—Male 1. R. 1. Wound caused by a faU against the edge

of a fender.

Ruptured urethra.—Males 2. C. 2. Both caused by a fall in which a severe

blow was inflicted on the perineum. Treatment.—Catheter tied in.

Fractured pelvis.—Males 4, females 3. C. 4, D. 3.

Cases that recovered—
Female, set. 2J. Horizontal ramus of pubes. Run over. Haematoma of buttock.

Male, set. 15. Fall of 17 feet. Much erej^itus ; urine clear.

Male, set. 2^. Run over. Urine clear. Whooping-cough. Much contusion

of left groin.

Male, aet. 33. Left anterior superior spine broken off.

Fatal cases.

Male, set. 13. (See Special Table III.—Pyaemia.)

Male, aet. 3f . Run over. Fractured pelvis, great contusion of abdomen and

thighs. Died shortly after admission. P.M.—A healthy-looking child ; contused

about inguinal regions. On opening abdomen pelvis was found full of blood.

The bladder had been torn completely from its anterior attachments to pubes,

and had been drawn down by a displaced fragment of bone. The pelvis was

fractured in many places on both sides. Other parts natural.

Female, set. 3. Run over. Died 2 hours after entering hospital. P.M.

—

Body well nourished. Bruising of abdomen and left thigh. Small laceration

on anterior border of spleen. Some subperitoneal extravasation of blood. Both

sacro-iliac synchondroses separated. Fracture of left horizontal ramus of pubis

and left ascending ramus of ischium; spine of ischium detached. All other

parts healthy.

INJURIES OF THE UPPER EXTREMITIES.

Wounds—
<4r»i.—Males 2. C. 2.

Male, aet. 15. Complications.—Contusion of leg; haematoma of forehead.

Wound lacerated ; superficial.

Male, set. 50. Run over. Complication.—Concussion. Wound punctured,

(1^ inches). Some venous haemorrhage.

Forearm.—Males 6, females 5. C. 5, R. 6. Complications.—Ulnar artery

divided in 3, radial in 4 ; flexor tendons in 6 ; radial nerve in 2; ulnar nerve in 3,

and median in 1 ; lacerated wounds into muscles of upper part of forearm in 2 ;

haemorrhage almost fatal before admission 1 ; cellulitis 1 ; profuse suppuration 1

;

traumatic aneurysm of radial 1. Treatment.—All arteries ligated and tendons

and nerves sutured. Antiseptics. Continuous irrigation adopted in oue case.



1SS7—Surgical. 387

Patients left, some witb, but most before, wounds healed. No ultimate record to

hand.

Hand.—Males 14, females 4. C. 13, K. 5. Complications.— Division of

extensor indicis 1 ; of extensor primi and secundi internodii poUicis 1 j of flexor

tendons 6; of median ner\'e 1; of radial artery 1 ; soft parts torn off dorsum 1

;

lymphangitis 1 ; suppuration in several cases. Treatment.—Arteries ligated,

nerves and tendons sutured. Continuous irrigation ] ; radial arteries ligated in

2 cases at wrist : (a) for secondary haemorrhage, (6) in consequence of great

swelling of palm from blood extravasation. In 2 cases amputation of 2 fingers :

(a) index and little, (6) index and middle, laceration extensive, much damage to

hands. No record of final condition to hand in any case.

Avulsion offorearm.—Male 1. C. 1. Arm caught in machinery j hand and

forearm torn off. Treatment.—Amputation of arm. Recovery.

Dislocations—
Of shoulder.—Males 2, females 3. C. 5. Two right, 2 left, 1 not stated.

Direct violence 1, indirect 4. All suhcoracoid. Two admitted same day as

injury; one 5 weeks, one 3 weeks, and one 13 weeks after dislocation occurred.

All reduced by manipulation. One also had a fracture of the humerus.

Of elboto.—Radius and ulnar backwards. Male 1, female 1. C. 2. Right 1,

left 1. Indirect violence 1, direct 1. Complications.—One with fracture of

external condyle ; 1 with fracture, but situation doubtful. Both reduced under

ether.

Of thumb.—Compound (proximal phalanx). F. 1, R. 1. Complication.—Thecal

abscess.

Fractures—
Of Clavicle.—Males 2. C. 2. Right 1, left 1. Both indirect violence. Both

simple and not comminuted. Admitted as in-patients as they had been uncon-

scious.

Of Scapula.—Males 3. C. 3. Left 3. All direct violence. In 2 cases the

fracture was transverse just below the spine. In 1 the spine was apparently

broken across. Treatment.—A plaster cap in each case.

Of humerus.—'Sia.les 2, females 2. C. 3, R. 1. All left. Direct violence 2,

indirect 2. 1 transverse lower third ; 1 involving elbow and with wound of thigh

;

1 oblique upper third and with contusion of thigh ; 1 surgical neck and much

displacement of upper end of lower fragment inwards.

Comminuted.—Female 1. C. 1. Right. Direct violence, .^t. 75. Upper

extremity.

Compound.—Males 5. C. 4, R. 1. Right 4; not stated I; direct violence 3,

indirect 1 ; not stated 1. Three lower third, 1 upper third, 1 involving elbow.

Four recent, one 8 months previously. In 2 cases necrosed bone was removed

after union was complete. Complications.—One phthisis ; 1 old disease of

humerus. Treatment.—Antiseptics ; dish splint ; plaster. Sequestrotomy.

Compound comminuted.—'Males 2. C. 2. Right 1, left 1. Both direct

violence. Both involving elbow. One T-shaped fracture ; 1 much comminuted,

and several fragments of bone were removed.
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Of radius and ulna.—Males 2. C. 2. Left 1, not stated 1. Direct violence

1, not stated 1. Complications.—One scalp wound; 1 superficial wound over

fracture.

Compound.—Males 2, female 1. C. 3. Right 3. One direct violence, 2
indirect. Two with very small wounds ; 1 with ulna protruding, and 6 weeks

later sequestrotomy had to be performed.

Of hand.—Compound.—Male 1. C. 1. Proximal phalanges of second and
third fingers, and several lacerated wounds.

Compound and comminuted.—Male 3, female 1. C. 4. All cases of crushed

hands. One, thumb and little finger saved ; 2 amputation of ring and little

fingers; 1 amputation of ring and middle fingers, and complicated by wound of

forehead, fracture of ribs, and emphysema of chest wall.

INJURIES OF THE LOWER EXTREMITIES.

Wounds—
0/ thigh.—Males 5. C. 5. One lacerated; 1 punctured; 1 incised; 2 punc-

tured and lacerated. Treatment.—Antiseptics. All cured.

Over knee.—Males 2, females 1. C. 3. All superficial wounds ; 2 on inner,

1 on outer side of joint. One with ? history of escape of synovia.

Of leg.—Males 9. C. 8, R. 1. Five lacerated ; 1 complicated with haematoma

of popliteal space ; 1 with considerable haemorrhage before admission ; ] sent out

because refused to be " grafted ;" 1 very extensive laceration by train-wheel

(bones uninjured), treatment, strapping with portions of sheet lead and grafting;

1 had an attack of erysipelas. One incised ; 1 contused ; latter caused by horse-

kick and followed by cellulitis. One punctured with a butcher's knife. Division

of posterior tibial artery and nerve and peroneal artery, treatment, ligation

of the arteries ; suture of the nerve ; antiseptics. Sensation normal, muscular

movements almost normal on discharge 60 days later. One bullet wound; explo-

ratory operation ; bullet not found ; free suppuration ; recovery.

Of foot.—Male 1, female 1. C. 2. Both caused by stepping on glass. One
lost much blood on way to hospital ; ? divided termination of posterior tibial.

Contusions.—^&\es 17, females 7. C. 22, R. 1, D. 1. Of hip 7; of thigh 2;

of knee 1 ; of leg 3 ; of foot 11.

Fatal case.—Female, set. 71. Slipped down on pavement. Admitted with

bruising about hip. No bone injury. Much excited by examination in ward,

died suddenly shortly afterwards of syncope. No P.M.

Dislocations—
Of hip.—Females 3. C. 3. Two dorsal ; 1 sciatic ; 1 direct violence (fall on

hip) ; 2 indirect, ^t. 25, 5, and 33. All recent, and all easily reduced by

manipulation.

Of little toe.—Compound, Male 1. C. 1. Wheel accident. Also injuries to

second and third toe ; reduction ; antiseptics.
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Fractures of thefemur—
Shaft, sm^Zc—Males 51, females 18. C, 66, R. 1, D. 2, Right 38, left 30,

not stated 1. Direct violence 33, indirect 28 ; not stated 8 ; middle third 39,

upper third 19, lower third 11; 2 transverse just above condyles; 2 external

condyle ; 2 greenstick. No shortening in several cases after transverse fracture

of the middle of the shaft; in all other cases shortening varying from \ inch.

Treatment.—Long outside, extension and anterior and outer plaster of Paris

almost invariably employed; 1 both femora broken in a child (see " Multiple

Fractures"), plaster of Paris and vertical suspension. Complications.—Two con-

tracted diphtheria ; 1 gout ; 1 gout and cystitis ; 1 whooping-cough ; 1 disloca-

tion of shoulder ; 1 contusion of shoulder ; 1 delirium tremens ; 2 delayed union.

Fatal case.—Male, set. 4J, admitted with fracture of the femur f/^ left. Died

on the eleventh day of diphtheria (see Medical Notes).

Fatal case.—Male, set. 84, admitted with fracture of left femur ^/f. Had
fractured the bone in the same spot seventy years before. Treatment.—Long
outside and anterior plaster. Patient very feeble. Suffered from gout

and cystitis. Refused food and died in 3 weeks. P.M.—Apparently well

nourished. Costal cartilages partly ossified. Transverse fracture of left femur

;

no union. Lungs emphysematous. Heart : auricles dilated ; ventricles small

;

cardiac muscle dark brown ; valves thickened but no puckering or incompetence

;

not much atheroma of aorta; liver small; gall-bladder full of stones. Kidneys

small ; cortex thin ; spleen very atrophied. Brain : much wasting of convolutions ;

much atheroma of cerebral arteries ; prostate greatly enlarged ; bladder inflamed

;

contained fetid pus ; walls much thickened.

Shaft, simple comminuted.—Male 1. C. 1. Right side. Male, set. 9. Run
over; much comminution; extension 6 lbs., long outside, plaster; f in. shorten-

ing on discharge.

Shaft, compound.—Male 3. C. 2, D. 1. Left 2, right 1. All direct violence.

1. Position of fracture f/^. Male, set. 73 ; oblique ; wound ^ inch ; much
deformity ; ether ; antiseptics

;
plaster, long outside ; extension ; sent out cured

on the 119th day.

2. A/|. Male, set. 5. Run over ; wound 4 inches ; spray, antiseptics, &c.

;

much difficulty in reducing deformity; delirium and rise of temperature (103'2°)

during first week ; wound did not heal by first intention ; after wound had healed

child fell out of bed by accident, and refractured the bone ; left hospital 162nd

day ; shortening 1J inches.

3. Fatal.—Male, set. 43. Severe injury to thigh on railway ; extensive scalp

wound ; conscious on admission, but nearly pulseless ; temp. 95° ; lived 2 hours.

P.M.—Besides the extensive injury to left thigh ; seventh, ninth, tenth, eleventh

and twelfth ribs on right side were fractured; pleura not lacerated; scalp wound

over left parietal bone ; no fracture of skull, but some blood beneath dura mater

over left hemisphere ; organs natural.

Neck. —Males 7, females 11. C. 18. Intracapsular 11. Right 6, left 5 ; al^

indirect violence ; set. 61, 62, 68, 60, 67, 77, 76, 60, 74, 69, 58. Male 1, females

10 ; 2 said to be impacted, 1 complicated with contusion of shoulder. Extra-

capsular 7 ; all direct violence ; right 6, left 1 j set. 26, 52, 70, 69, 57, 59, 58.

Males 6, female 1 ; 2 impacted.
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Fracture of patella.—Males 15, females 8, C. 23. Right 8, left 14; not stated 1.

Muscular action 17, direct violence 6. No note of comminution in any. All

transverse ; 2 same patella broken 16 and 20 months respectively previously

;

opposite patella fractured before in 3 cases ; 2 synovitis of opposite knee ; 1 scalp

wound. Treatment.— Strapping and plaster of Paris. In some cases a Mclntyre

and icebag was employed at first. In no case was the joint aspirated. Cases

sent out in plaster or leather; in 2 cases no interval between fragments could be

detected, in 1 case about i inch. In all others the interval between the frag-

ments varied when patient left hospital from i inch and upwards.

Fracture of tibia audfibula ; simple.—Males 93, females 23. C. 114, R. 1, D. 1.

Right 64, left 52. Direct violence 24, indirect 92. Lower third 56 ; Pott's 42 ;

middle third 11 ; upper third 6 ; 1, boy set. 9, separation of upper epiphysis.

Complications.—Delayed union 1 ; pregnant 8 months 1 ; scalp wound 1

;

erysipelas 1 ; delirium tremens 2 ; contusion of thigh 1 ; synovitis of opposite

knee 1. All treated by the immediate application of plaster of Paris.

Fatal case,—Female, set. 82. Fracture of left tibia and fibula f/J. Treatment.

—Plaster of Paris. Patient did well till the twenty-fifth day, when she com-

menced to vomit, and died the following day ; temp. 101°. P.M.—Body thin,

fracture not yet united. Costal cartilages not calcareous. Heart : left ventricle

a little hypertrophied, valves healthy, aorta dilated. Lungs cedematous. Liver

and spleen atrophied. Kidneys normal. Gall-bladder full of facetted stones.

Right femoral canal contained an omental hernia, which was reduced with diffi-

culty, but was not strangulated.

Compound.—Males 11. C. 7, R. 3, D. 1. Right 6, left 5 ; direct violence 5,

indirect 6.

1. Position l/i. Wound slight but some haemoi-rhage. Antiseptics; Neville's

splint and then plaster of Paris.

2. Position |/^. Wound slight. Antiseptics; plaster of Paris. Eczema of

leg very troublesome ; retarded recovery.

3. Position 1/^. Wound 1 inch. Antiseptics ; Neville and afterwards plaster.

4. Position!/^. Wound 1 inch. Antiseptics; Neville and afterwards plaster.

Went in plaster ; superficial wound ; ung. zinci,

5. Position |/^. Wound slight. Antiseptics and plaster; went in gummed
plaster on the fifty-fifth day ; bones not united.

6. Position f/j. Tibia protruding. Counter-openings made. All antiseptic

precautions. Went with a small superficial wound. Iodoform gauze and plaster.

No complications.

7. Position |/|. Tibia protruding. Reduction; antiseptics; Neville; rapid

recovery.

8. Position J/^. Much damage to soft parts ; several counter-openings

;

suppuration and sloughing ; amputation below knee ; recovery. Before dis-

charge a curious failure in the muscular power of the hands and loss of sensation

of skin over tibia, &c., was noticed, ? disease, not diagnosed.

9. Position ^/^. Wound small. Antiseptics ; delayed union. Left on the

fifty-fifth day.

10. Tibia ? comminuted. Small wound but much haemorrhage. Counter-
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openings. On two occasions necrosed portions of bone were removed. Attack of

erysipelas. Left hospital at last with a small wound in a plaster-of- Paris splint

with a window.

11. Fatal case.—Male, set. 45. Extensive laceration of soft parts and wound

of knee-joint. Treatment.—Amputation of thigh. Death took place 30 hours

later. P.M.—Thigh amputated; no injury elsewhere; organs healthy.

Simple comminuted.—Males 3. C. 3. Left 2, right 1 ; indirect violence 2,

direct 1 ; 2 lower third, 1 middle third. In each tibia comminuted. All treated

by plaster of Paris ; 1 delayed union.

Compound comminuted.—Male 1, female 1. C. 2. Right 1, left 1. Both caused

by direct violence.

1. Male, set. 57. f/i. Wound small. Antiseptics ; plaster of Paris. Left

(with wound healed) in plaster on the twentieth day.

2. Female, set. 39. Much damage to soft parts. Amputation of thigh

;

recovery.

Fracture of tibia.— Simple.—Males 24, females 4. C. 27, C. 1. Right 18, left

9 ; not stated 1 ; direct violence 18, indirect 8 ; not stated 1 ; lower third 19,

middle third 6, upper third 3. All treated by immediate application of plaster

of Paris. Complications.—One synovitis of opposite knee ; 2 much contusion of

soft parts ; 1 no union when discharged in gummed plaster on the thirty-eighth

day.

Compound.—Male 1. C. 1. Left ; direct violence. Male, set. 24. Small

wound. Antiseptics ; plaster. Position i/f . Went with a windowed plaster on

the thirty-third day. No complications.

Compound comminuted.— Male 1. C. 1. Right; direct violence. Male, set.

35. Wound opposite tubercle on inner side; kick of horse; knee-joint distended.

Antiseptics; counter-opening at back. Suppuration with high temperature

ensued. Knee-joint aspirated, and afterwards (fifteenth day) incised and irrigated.

Condition did not improve, temp. 102'4°, &c., and on seventeenth day thigh was

amputated. He left hospital a month later with the stump healed.

Fracture offibula.— iSiwpZe.— Males 38, females 4. C. 41, R. 1. Right 24,

left 14 ; not stated 4; direct violence 23, indirect 15 ; not stated 4; upper third 1,

middle third 2 ; lower third 38 (several Pott's fractures, with effusion into ankle

and without injury to internal malleolus). Complications.—Weakness and

tenderness of extensors of forearms in one case ? alcoholic or due to lead ; 1 case

rupture of anterior tibial vessels and pyaemia (see Special Table III).

Compound.—Male 1. C. 1. Male, set. 6. Run over. |/J. Wound \ inch.

Antiseptics ; plaster. Discharged cured thirty-ninth day.

Fracture offoot.—Simple.—Male 1. C. 1. Male, a3t. 50. A fall. Fracture

of second, third, and fourth metatarsal bones, left ; large scalp wound ; foot fixed

in plaster.

Compound.—Male 2. C. 2. Both crushes, 1 tramcar, 1 railway ; 1 metatarsal

bones, 1 phalanges and large lacerated wound ; both left foot.

Compound comminuted.—Male 6, females 2. C. 8. Right foot 3, left foot 5.

1. Run over. Incisions ; antiseptics ; amputation of big toe.
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2. Run over. Amputation of second, third, and fourth toes.

3. Crushed by a heavy weight. Amputation of big toe.

4. Injury with an axe. Amputation of third toe, &c.

5. Crush, specially of great toe. Several pieces of hone came away in the

dressings.

6. Run over ; smashed toes ; stripping up of soft parts. Amputation lower

third of leg.

7. Run over. Man, set. 64, crushed toes. Key's amputation ; sloughing of

soft parts. Amputation below knee. Specimen showed posterior tibial blocked

above ankle, and disorganisation of calcaneo-cuboid joint. Much burrowing of pus.

8. Fall from a height ; os calcis comminuted. Counter-openings j antiseptics
;

Neville's splint.

Multiplefractures.—Ma\es 8, females 3. C. 8, R. 1, D. 2.

1. Fractured scapula and ribs; extensive emphysema; scalp wounds.

2. Double Colles's fracture; scalp wound.

3. Fractured clavicle and ribs ; scalp wounds.

4. Fracture of olecranon and external condyle of humerus.

5. Fracture of both patellse.

6. Fracture of both femora.

7. Fracture of femur and ribs.

8. Fracture of humerus and femur.

9. Fracture of both femora.

Fatal cases.

10. Fracture of left femur ; crush of right foot. Male, set. 68. Amputation

lower fourth of leg. Died on sixth day of bronchitis. No P.M.

11. Male, ait. 86. Fracture of femur and pelvis, and rupture of urethra.

Perineal puncture ; catheter placed in bladder and limb fixed in plaster. Hiccough,

rapid pulse, i-estlessness, &c., supervened, and he died on the fourth day. P.M.

—

Costal cartilages unossified; fracture of left femur; right pubic bone detached from

symphisis and splintered ; membranous urethra cicatricial, no evidence of recent

laceration ; middle lobe of prostate much enlarged. Bladder much hypertrophied

;

mucous membrane showed many recent haemorrhages. Heart : right side

dilated. Gall-bladder full of facetted stones. Spleen and kidneys very small.

(If a " multiple fracture" was found post mortem, and not diagnosed during life,

it would not be in this list.)

Compound.—'M.a,\e 1. D. 1. Male, set. 32. Railway smash. Compound frac-

ture of right tibia and fibula ; simple fracture right clavicle ; fracture of ribs on

both sides ; emphysema of chest and abdominal wall. Death 3 hours after

admission. P.M.—Injuries as above and scalp wounds; no fracture of skull.

Convex surface of brain covered with a thin layer of liquid blood ; right third to

twelfth ribs broken ; pleurae lacerated ; base of right lung lacerated ; left fourth

and fifth ribs fractured, pleura intact; small lacerations of posterior aspect of

right kidney. Other organs healthy.

Compound comminuted.—Males 2. D. 2.

Fatal cases.

Male, set. 26. Railway smash of both legs ; much blood lost before admission

;
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temp. 06°
J

rallied a little, and then amputation through condyles of hoth femora

was performed. Patient died 3 hours later, P.M.—All organs natural. The

lungs presented the ordinary hyiwrsemia in dependent parts.

Male, set. 28. Railway injuries. Compound comminuted fracture of both

legs; right hand ci'ushed ; scalp wounds. Died in 5 hours. P.M.—Organs

natural but antemic. Injuries as above.

Wounds of joints.—Males 8, female 1. C. 6, R. 1, D. 2. All involving knee.

Eight joint 5 ; left joint 4.

Male, set. 42. Clean cut, with glass. Irrigation through opening. Antiseptics

;

plaster. Left well on twenty-second day.

Male, set. 6. Needle ran into knee. Suppuration of joint. Antiseptic incision

and iri'igation. Subsequently the pus burrowed in various directions, and counter-

openings had to be made. Left on the 160th day in a leather splint.

Male, set. 7. Wound made by a knife. Antiseptic irrigation and plaster

splints. No complications. Left well on fourteenth day.

Male, jst. 7. Fall on pavement; wound small; carbolic irrigation under

spray ; suppuration. On second day lateral incisions were made and irrigation

again carried out. Left with anchylosed joint in leather splint, 107th day.

Male, set. 4. Wound caused by glass. Carbolic irrigation
; plaster splint.

Left well on eighteenth day. Developed whooping-cough in ward.

Male, set. 7. Run over. Carbolic irrigation ; Mclntyre. Also contusion of

left foot. Left well on twentieth day.

Male, set. 4. Fall on to the head of a hammer. Punctured wound. Anti-

septics ;
joint not irrigated. Plaster splint. Synovial effusion in knee. Left

well in 15 days.

Fatal cases,

Male, set. 62. Whilst killing a sheep, knife entered knee-joint. Wound
cleaned and antiseptic dressing and splint applied. Suppuration set in with slight

septicsemia on seventh day. Joint was laid open and irrigated, but febrile con-

dition became worse. Thigh amputated on tenth day, and he died the following

day with the thermometer registering 105'5°. No P.M.

Female, set. 8. (See Special Table III.— Pyaemia.)

Traumatic synovitis.—(Not caused by wound.)

Sip.—Male 1. C. 1. Male, set. 10. Fall oft' table 10 days before admission.

On examination joint distended, &c. In splint 60 days. Left hospital quite

well; movements free; no pain, fulness, &c.

Knee.—Males 8, females 7. C. 13, R. 2. Mclntyre and icebag, usual treat-

ment at first, followed by Scott's dressing, strapping, and plaster. One case

blistered, 2 cases hsemarthrosis, diagnosed by aspirator. All due to direct

violence except one, which seemed ? to be caused by slipping of internal semi-

lunar cartilage, as there was much tenderness over region of cartilage.

Ankle.—Males 2, females 1. C. 2, R. 1. Tumbled downstairs, thrown from a

horse, and fell out of cab respectively. Complications.—Wounds of face, various

contusions. Treatment.—Lot. Plumbi, ice, Scott's dressing, strapping and plaster

splints. One case had bleeding from ear, tympanic membrane ruptured ; left

well on nineteenth day.

VOL. XVII. 26
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Special Table I.

—

Strangulah

Occupation.

Labourer'

Dealer

Infant

Barman

Butcher

Painter

Married

Sex.

M.

M.

M.

M.

M.

M.

M.

F.

Age.
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hernia.—Inguinal.

Treatment.
No. of

days in

hospital.
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Radical Cure.

Treatment.

Ether; clear fluid in sac; no omen-
tum ; slight adhesion of howel to

sac; gut severely nipped at stric

tured point; polish not lost; sac

removed, neck ligatured
Ether; hernia very large; a pint of

serous fluid escaped from sac when
j

opened; intestine much congested

I
in places; sac removed, neck liga-

tured; boracic irrigation; boracic
lint used for the dressings

Ether ; sac contained omentum and a

"Richter's hernia" of small gut;
neck of sac ligatured ; external pil

lars brought together with catgut
Ether; sac opened, contained pus;
knuckle of intestine very dark, flakes

of lymph adherent to it; sac re-

moved, neck tied with thick cat-

gut; 1 catgut suture in external
pillars ; spray, antiseptic dressings

Ether; sac opened, clear serum
escaped ; intestine purple in colour

;

considerable quantity of omentum
sac removed; spray and iodoform
dressings

Hernia small in inguinal canal ; ether;

sac opened ; bowel much congested

;

neck of sac ligatured; antisepti

dressings

Sther; sac contained turbid brown
fluid and 6 inches of small intes-

tine; latter congested, polish un-

impaired ; neck of tunica vaginalis

divided, proximal portion liga-

tured ; canal sewn up with three

catgut stitches ; deep drain ; spray

;

antiseptic dressings

Chloroform ; hernia large ; sac con-

tained much straw-coloured fluid;

intestine slightly congested, not

tightly nipped; sac dissected out,

and its neck ligatured in two parts

with silk ; iodoform dressings

No. of
clays in

liospital

24

54

60

Result.

42

23

34

30

C.

D.

Remarks.

'So impulse on coughing when dis

charged. Uninterrupted recovery
Sent out without truss.

Recovery delayed by some suppura-
tion in labium. No sign of hernia
on leaving hospital.

Convalescence retarded by slow heal-

ing of wound. Sent out with a
truss. No recurrence of hernia.

Case was one of direct inguinal hernia.
No P.M. Peritonitis ? Temp. 96°.

Patient never rallied from the ope-
ration.

Whilst sac was being separated a

gush of blood came from abdominal
cavity; incision was extended up-
wards 3 inches, omental stump
pulled down, and an artery was ob-
served spouting above the ligature.

Ten days after operation abscess of
lower part of scrotum, convales
cence otherwise satisfactory.

No impulse on coughing when patient

left hospital. During operation,
when intestine was pulled down for

the purpose of examining the stric

tured portion, a longitudinal slit,

f inch long, was observed in the
serous coat of the bowel.

No sign of protrusion on discharge
During latter part of operation

chloroform given instead of ether
The gut was constricted at botli

internal and external rings ; the
testis had only descended to the
external ring. Sent out with a

horse-shoe truss.

Patient very restless and troublesome
after operation. Senile dementia ?

Wound healed 10 days after ope-

ration, but opened again a week
later, ? to give exit to silk.
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No.

20

21

22

23

24

25

Occupation.

Clerk M.

Boat builder

Bus conductor

Tram-man

Engineer

M.

M.

M.

M.

M.

Age.

41

41

28

21

30

55

L.

L.

L.

Duration of

hernia.

Duration of

strangulation.

14 hours ?

24 years

Congenital

14 hours

24 hours

2 days

4 years

2 days

5 hours 5 hours

2 days

3 days

Note.—One case of strangulated inguinal hernia occurred in the medical wards. Th«

One case of strangulated right ingu'nal hernia occurred in ophthalmic ward in a mar
tine, 1 foot from the cfficum, was tightly nipped just within the right inguinal canal ,•
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Tieatnicnt.

Ether; sac opened, omentum adlie

rent; congestion of intestine not

marked; sac removed and neck
ligatured; antiseptics

Ether; sac opened; intestine dark,

polish not good ; two constrietin

bands in canal; sac dissected out,

and neck ligatured high up; no
sutures in pillars ; spray, iodot'orui

and salicylic wool

Ether; taxis, partial reduction; sac

opened, found to be the unclosed

processus vaginalis, much fluid

escaped; sac dissected up, divided

and ligatured in two halves ; it

contained small piece of omentum,
which was adherent, both were cut

away ; stump ligatured with cat-

gut ; no spray ; carbolic irrigation,

iodoform and salicylic wool
Ether ; gut much congested, dark in

colour; stricture very tight; sac

cut away, neck ligatured; deep
drain; iodoform

Ether ; sac opened ; intestine black

and dull ; sac cut away ; neck liga-

tured ; antiseptics

Chloroform ; sac opened ; intestines

dark, but polish not lost; incision

extended upwards; free haemor-

rhage then occurred; vessel tied;

boracic irrigation ; neck of sac

ligatured; antiseptic dressings

No. of

days in

hospital

32

49

Result.

19

23

C.

D

D

KeiuHiks.

Whilst sac was being dissected out
bright blood issued from its neck

;

wound enlarged upwards, and a

bleeding point of omentum was
found lying in angle between two
ligatures. Hernia probably of old
standing, unknown to patient. See
' B. M. J./ Oct. 1st, 1887. Leit
without truss ; no sign of protrusion.

Ten days after operation dressing was
soaked in blood; clots found in

wound ; much extravasation in

scrotum ; no bleeding point disco-

vered ; convalescence not otherwise
retarded. No impulse on coughing
when he left the liospital.

Uninterrupted recovery. Went out
with a truss.

artery divided, both ends tied; intestine (vvhi

length and 8 feet above valve purple ia colour :

of demarcation not abruptly defined; heart

visceral lesion.

No truss required on discharge.

Patient collapsed on admission; temp
96°; never rallied. P.M.—Loop of

intestine 3^^ inches long, deeply con-

gested ; middle and internal coats^

not much altered ; ring of constric-

tion clearly marked at either end
of loop, which was 8 feet 9 inches

from ileo-csecal valve ; kidneys and
lungs congested.

Dres.siugs were soaked with bloody
fluid twice before death, whicii

took place 10 hours after operation.

P.M.—Much subperitoneal hsemor-
rhage in neighbourhood of opera-

tion wound; also extravasation into

left side of scrotum ; internal rinu'

closed by sutures; deep epigastrir

ch had been strangulated) 21 inches in

some rents on peritoneiil surface ; line

dilated and hypertrophied ; no othei

patient was a man. Radical cure performed. Convalescence was unimpeded
aged 65. He died before any operation was performed. P.M.—A knuckle of small intes-

intestine above much distended, below collapsed; all other viscera healthy.
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Strangulated Hernia.—

No.

26
27

28

29

30

31

32

33

Occupation.

Married
Married

Married

Married

Married

Single

Married

Sex. Age.

F.

36
37

54

46

50

39

Side. Duration of

hernia.

R.

R.

75 L.

6 years

4 days

4 days

14 years

20 years

10 years

Duration of
strangulation.

6 years

42 L. 2 years

4 hours
1 day

2 days

3 days

24 hours

5 days

Structure of

hernia.

Enterocele

Entero-

epiplocele

Hernio

Enterocele

Entero-

epiplocele

Epiplocele

Entero-

epiplocele

4 days

24 hours
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Femoral.

No. of

days in
I

Result,

hospital.!

Ice-bag, taxis

Ice-bag, taxis

tomi/.

Ether; division of stricture at Girn-!

bernat's ligament ; small knuckle
of intestine, with polish lost; neck
of sac left open after return of in-

testine; antiseptics

Ether; bowel much damaged at the

two points of constriction ; sac re-

moved; neck not ligatured; anti-

septics

Ether ; antiseptics ; removal of lump
in crural canal i

Ether; antiseptics; omentum veryi

dark ; was ligatured and removed;
small knuckle of intestine of a deep!

maroon colour, except at point ofj

constriction, where it was mottled
white and black; sac removed, neck
not ligatured; drainage-tube passed

into abdominal cavity

Ether ; antiseptics ; sac contained

^ oz. of blood-stained fluid; gut
and omentum adherent to sac; in-

te'':';iie not dull, but rather dark in

colour; stricture divided; sac not

interfered with

Ether; accidental injury to serous

coat of gut during first incision;

gut tightly constricted; recovery

doubtful at strictured spot; sac

left, neck not sewn up; drainage;

antiseptics

1

11

20

26

22

10

C.

C.

D.

D.

D.

RemarksL

No sign of hernia on discharge.

Went out with truss.

Doubtful whether tumour was omental
or glandular.

P.M.—Nine feet from the ileo-csecal

valve a knuckle of intestine was

found of a greenish-black colour, in

which there was a small perforation;

no peritonitis; no extravasation of

faeces ; congestion of bases of both

lungs; other organs healthy ; some
pus about operation wound.

P.M.—Wound healed ; omentum ad

herent in vicinity of left crural

ring; large intestine distended with

flatus ; bladder full of bloody urine

without clot, ? due to catheterisa-

tion ; there was a small tumour,

2i" X IVj hanging from the right

broad ligament ; congestion of right

lung ; cysts in the kidneys ; brain

very small ; moderate atheroma of

arteries at base.

P.M.—Wound suppurating ; acute

peritonitis, most intense in lower

part of abdominal cavity ; a loop of

intestine, 3 inches long and 3 feet

from the caecum,was found intensely

congested and of a deep purple co-

lour; at each end the line ofjunction

with the rest of the gut was sharply

marked ; internally there was a

linear ulcer of the mucous mem-
brane at the points of strangula-

tion; at one point in the loop the

peritoneum showed a clean incised

wound, which had evidently been

harmless ; small intestine contained

muco-pus, and the mucous mem
brane in its whole extent showed
evidence of acute catarrh.
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of Gangrenous Bowel.

Treatment.
No. of

days in

hospital.

Ether ; skin over tumour red and
shining; on opening sac mucli foecal

pus escaped ; several indies of gut
and ;i mass of omentum were found
gangrenous; resection of gangren-
ous gut, edges stitched to each other
and to the margins of the wound

;

antiseptic compresses

Radical Cure.

Ether ; on opening sac a quantity of
fluid escaped, and the intestine

seemed to slip up into the abdomen|
at the same moment, so that no-
thing was seen in the sac; sac
removed; iodoform, &c.

Ether; bowel much congested; incision' 22
of Gimbernat's ligament; sac cut
away, neck ligatured ; antiseptics

Clinical notes deficient. Sac removed, 80
neck ligatured

Ether, spray; much fluid in sac; 49
omentum cut away ; intestine of a

dark maroon colour, polish good

;

Gimbernat's ligament incised ; sac

removed, neck ligatured

Ether; sac opened; gut not much 31
discoloured ; neck of sac sewn up

;

carbolic spray, &c.

Ether; sac opened; much reddish 65
fluid escaped ; omentum cut away,
ligatured with catgut ; intestine

not properly examined, as it sud-

denly slipped back; sac removed,
neck ligatured ; antiseptics

Ether; sac opened; intestine scarcely 21
discoloured; sac removed, neck
ligatured ; spray, &c.

|

Ether; sac opened ; loop of small in- 24
testine deeply congested, but with
no loss of polish; omentum liga-;

tared and removed ; sac cut away,
neck tied up; iodoform, &c.

t

Ether; sac opened; knuckle of small 22
intestine deeply congested; vermi-
form appendix in sac; omentum cut

away ; gut and vermiform appendix
returned; sac dissected out, neck
ligatured ; iodoform, &c.

|

C.

C.

Remarks.

P.M.—No peritonitis ; resection of
bowel has been performed 4 feet

from caecum ; condition of resected
ends of bowel, as far as the opera-

tion technique is concerned, is per-

fect; atheroma of aorta; other
viscera healthy.

P.M.—Wound healed; a knuckle of

small intestine, 1^ inches long, was
found that was distinctly congested

;

2 pints of sero-purulent fluid in ab-

dominal cavity ; heart hypertro-

phied and dilated ; aortic valves

incompetent ; the viscera generally

were in a state of congestion.

Patient was 3 months pregnant. No
sign of hernia on discharge; to wear
a light truss.

No sign of hernia on discharge.

Convalescence retarded by suppura-

tion of wound. No sign of hernia

on discharge.

No sign of hernia on discharge. Three
days after operation delirium super
vened and continued, so that when
she left St. Thomas's she was taken

to Bethlehem Hospital.

No sign of hernia on discharge; a

truss to be worn.

No sign of hernia.

No impulse on coughing, or other sign

of hernia on discharge; to wear a

light truss.

No impulse on coughing, or other sign

of hernia on discharge ; to wear a

light truss.
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No.

44

45

46

Occupation.

Married

Married

Married

Se.\. Age.

52

Side. Duration of

hernia.

L. 14 months

Duration of

strangulation.

4 days

structure of

hernia.

Enterocele

52

40

Strangulated

Herniotomy with

18 years 2 days Entero-

epiplocele

Hernia not

Radical Cure

No. Occnpation.

Theatre

Sex.

M.

M.

Age.

23 months

51

Side.

L.

Duration.

Congenital

10 years

Reducible or
irreducible.

Reducible

Irreducible

Nature of

, hernia.

Enterocele,

with fluid in

sac

Enterocele
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10

11

Occupation.

Carpenter

Platelayer

Carpenter

Labourer

Coal-porter

Carman

Auctioneer

Grocer

Labourer

Sex.

M.

M.

M.

M.

M.

M.

M.

M.

M.

Age.

19

29

19

55

38

34

31

23

Side.

R.

Duration.

6 montbs

7 years

9 months

16 years

3 years

10 years

Reducible or

irreducible.

Reducible

Irreducible

Reducible

Irreducible

Congenital

12 montbs

2\ years

Nature of

liernia.

Epiplocele

Enterocele

Epiplocele

Epiplocele,

with fluid

Epiplocele

Entero-

epiplocele
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Treatment.

Etiier; sac opened; omentum within

ligatured and removed; neck of sac

tied with silk ; tlie pillars of the

external ring were closed by one

suture of catgut, No. 4 ; antiseptics

Ether; sac opened ; omentum within

arranged in the form of a tube ; this

was ligatured with catgut and cut

away, and the sac was similarly

treated; a thick catgut ligature

brought together the pillars of the

external ring; antiseptics

Incision of sac J radical cure. Notes

imperfect

Ether; wall of hernial sac 3 of an

iucli in thickness; sac contained

some straw-coloured fluid ; neck

ligatured with kangaroo tendon

;

sac removed; pillars of ring sutured

with wire ; carbolic dressings, &c.

Ether; sac dissected out and removed

;

neck ligatured ; antiseptics

Ether; sac contained some fluid and

a mass of omentum ; the latter was

ligatured with silk and cut away

;

sac removed, neck tied up; anti-

septics

Ether; the sac contained much fluid and
a good deal of omentum ; omentum
trausfixed, ligatured, and removed;
sac dissected up, neck secured with

silk ; iodoform dressings, &c.

Ether; sac contained a mass of omen-
tum ; omentum returned into abdo-

minal cavity ; sac dissected up, neck

ligatured with catgut; external

pillars brought together with two
catgut ligatures; counter-opening

made at lower part of scrotum;

iodoform and salicylic wool dressings

Ether; hernia discovered during ope-

ration to be of the " infantile

"

variety; sac contained adherent

omentum, completely enveloping a

small knuckle of intestine; the

omentum was ligatured and remov

ed ; sac dissected up, neck tied with

silk; another small omental hernia

was then found behind, and treated

in a similar way; spray, carbolic

and salicylic wool dressings

No. of

(lays in

liospitiil

43

54

Result. Remarks.

51

62

30

55

40

24

44

C.

Went without a truss.

No sign of hernia on discharge ; no
truss. Two days after the operation
the dressings were found soaked
with blood ; the wound was opened
up, but no large bleeding point was
found. Convalescence was retardei

by suppuration.

Convalescence was delayed by suppu
ration and cellulitis of the scrotum,
and some orchitis. Patient went
out with a truss.

No sign of hernia on discharge ; no
truss. Patient suffered from reten

tion for 7 days after the operation.

No truss required on discharge.

Towards the end of the operation
some blood welled up through the
neck of the sac; the omental stumps
were therefore pulled down and
again ligatured. Convalescence re-

tarded by some localised peritonitis,

and subsequently by profuse sup-

puration of the wound.
No sign of hernia on discharge; no

truss

No sign of hernia on discharge ; no
truss

No sign of hernia on discharge; no
truss. Convalescence retarded by
an attack of bronchitis, and cramps
in the abdomen similar to those

from which he had often suffered

since having cholera in India. The
hernia first operated upon was sur-

rounded by the constituents of the

cord.



408



1887

—

Surgical. 409

Operations.—Femoral.

Treatment.
No. of

days in

hospital.

Ether; sac not opened; neck liga-

tured, and body cut away; catgut
used throughout ; iodoform ; car-

bolic gauze and salicylic wool
dressings

Ether ; on opening sac much reddish
serum escaped; small intestine with
difficulty returned ; sac separated
and removed, neck tied with silk

;

iodoform and salicylic wool dress-

i ings

without Operation,

inal.

Rest, &c.

Ice-bag, taxis

Taxis

Ice-bag, taxis, &c.

Ice-bag, Lot. Sodse Chlor.

Taxis, &c.

Ice-bag, &c.

Rest, &c.

Ice-bag, taxis

Ice-bag

oral.

Heal.

Ice-bag, &c.

32

41

Result.

12
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SPECIAL TABLE III.—PYEMIA.

Class I. Admitted as such.

Acute pt/cBmia—
Fatal cases—
Acute peritonitis from perforation ; effusion into left knee-joint.—Male,

set. 63. Patient was stated to have been ill for 2 weeks. On admission he was

moribund. Temp. 95°. Abdomen distended, and left knee-joint full of fluid.

Large bedsore over sacrum. Died in a few hours. P.M.—Body emaciated.

Abdomen distended, partly by gas and partly by purulent and peasoup-like fluid.

Coils of intestine glued together by thick yellow lymph. There was a rent in the

lower end of the sigmoid flexure, allowing of extravasation. Ulceration of large

intestine (tubercular) in its whole length. Ulcers well defined and transverse,

intervening mucous membrane healthy. No sign of tubercle in chest. Left

knee-joint full of purulent fluid, synovial membrane injected, joint surfaces other-

wise healthy. Other organs normal.

Malignant disease of rectum.—Male, set. 62. The first symptoms of the disease

were noticed nearly 3 years ago. On admission patient very feeble, temp. 102'4°.

A sinus on right side of perineum near gluteal fold was discharging very oiFen-

sive pus, and skin around was red. Fluctuation felt deeply. Growth reached by

point of finger. No control over sphincter. The day following sinus was

opened up and pus evacuated. Twenty-four hours afterwards right lower limb

became greatly swollen from thrombosis (pysemic ?) of femoral and iliac ? veins.

An erysipelatous blush spread over the back on the fifth day, and he died on

the ninth. Some cough and expectoration for a few days before death, but

examination of chest only revealed bronchitic sounds, no duhiess. A post-mortem

was refused.

Fractured pelvis.—Male, set. 13. Ten days before admission was crushed by

a horse against a wall. When he entered the hospital temp. 102'8°. Right

thigh flexed and everted, and any attempt to move it causes great pain. Abdomen
a little distended, and tender at the lower part to pressure. Three days later the

distension and tenderness had increased, and there was pain in the back of the

neck and left wrist. Condition gradually became worse, temp. 103°, pulse 130.

Consolidation at both bases. Tongue dry and brown. Albuminuria. Delirium,

&c., and death took place on the tenth day. P.M.—No peritonitis. The disten-
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sion was intestinal. Left pleural cavity contained a quart of sanious pus, right

pleural cavity 1 pint of similar fluid. Left lung completely collapsed. Eight

lung pi'esented numerous wedge-shaped abscesses abutting on the surface, also

patches of pulmonary apoplexy. Kidneys : numerous minute abscesses in rows

perpendicular to surface. Spleen large and soft. Liver fatty. A large collection

of pus under muscles of left buttock. Large abscess also in pelvis on right side

under peritoneum ; this had extended upwards under sheath of psoas as high as

kidney. Right hip-joint contained a little pus. There was a fracture through

the acetabulum separating the ileum from the ischium and pubes along the

normal line of union. Head of femur rough and bare, most of the cartilage had

disappeared. Some effusion in right knee-joint, fluid turbid, not pm-e pus.

Chronic pymniia—
Fatal case.—Wound of thimh with a fish-bone.—Female, set. 42. Three

months before admission patient pricked her thumb with a fish-bone. This was

followed by swelling and great pain in the thumb and over the front of the wi-ist.

Incisions were made, and the parts have suppurated ever since. Eight weeks ago

an abscess formed, and was opened, in the left leg. When patient entered the

hospital she was much emaciated, complexion sallow, and general condition very

feeble. There were 2 large bedsores, and right calf was distended by a consider-

able collection of pus ; this pus was at once evacuated. Patient remained in a

very apathetic state, and on the thirteenth day another abscess had to be opened

over the left hip, and a small one above the left knee; temperature hectic, varies

from 97° to 101°. Gradually patient's strength failed, tongue became di-y and

brown, she refused food, and died on the thirty-third day. P.M.—Body much

emaciated. Palm of right hand distended with pus ; no bare bone discovered.

Small incisions unhealed in thighs and legs, where abscesses had been opened.

Large sacral bedsore, with bone exposed at its base; abscesses had formed by

burrowing of pus all around it. Right pleura acutely inflamed, contained f of a

pint of purulent fluid. Both lungs contained several abscess cavities, sinuous in

outline, having a smooth membrane lining them, and full of brownish-red, thick

pus. They all abutted on the pleura. Kidneys normal in size, but containing

numerous small abscess cavities in various regions. Spleen small and soft.

Liver large and fatty. No amyloid changes anywhere. A small abscess was

found between oesophagus and vertebral column opposite bifurcation of trachea ;

it was not connected with bone. No other abnormal conditions were discovered.

Class II. Acutefatal lone cases.

Acute infective periostitis of tibia.—Male, ait. 14. One month ago knocked his

shin against a step ; a week before admission complained of pain in the leg at

night. Three days ago front of left leg became red and swollen, and there was

also a swelling of the great toe on the same side. Pain was severe and affected

the left shoulder and back as well as the swollen parts. When he entered the

hospital temp. 103-6°
; subperiosteal abscess over left tibia, and abscess of left big

toe at once incised. Boy was thin and had a slight cough. The left knee-joint was

slightly swollen. History of shivering and profuse sweating during last 3 nights.
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The next day pain over right tibia was complained of, and patches of erythema

over various parts of the body were noted. On the third day an abscess was noted

and incised over the dorsum of the left foot, a bedsore began to form over sacrum,

and he was troubled most by pain in the back. On the eighth day vomiting

commenced and delirium set in, his condition became rapidly worse, and death

occurred on the twelfth day. P.M.—Body much emaciated. Thin, unhealthy

pus exuding fi-om the various incisions. Front of left tibia as exposed through

incision, bare and dead. Lobular pneumonia (pysemic ?) in lower lobes of both

lungs. An abscess was found beneath the pleura on the left side in neighbourhood

of, and in connection with, the second, thnd, fourth, fifth, and sixth vertebrae.

The left side of the anterior surface of these vertebrae is eroded ; the abscess con-

tained about an ounce of pus. ffisophagus and stomach greatly distended with fluid,

foul-smelling, yellow, and glairy. The stomach contained more than 2 pints and a

half. Nothing further abnormal discovered. (The infection of the tibia was pro-

bably secondary to the spinal disease; the injury to the tibia might be looked upon

as producing a " weak spot " or " suitable soil " in which the infective agent or

agents could multiply.)

Froiahly an acute infective hone case.—Male, aet. 12. Four days before

admission tumbled over some railings. The same evening had pain in the left

hip ; this continued for the next 3 days, when he became much worse, and

refused food. When first seen it was noticed that he was very thin, skin sallow,

temp. 103°, much pain in left hip and thigh. The same night he was delu'ious,

and vomited some greenish matter, and next morning the vomiting continued, he

coughed up once a little blood, was very restless, and some pustules appeared over

back and front of trunk ; temp. 101*8°, pulse 130. He died suddenly at 11 a.m.

P.M.—On surface of trunk were numerous small, round, slate-coloured maculae,

also a few small vesicular or pustular-looking points, some of which were haemor-

rhagic. Recent pleurisy on both sides, shown by patches of lymph. Recent peri-

carditis, some lymph over apex of heart and back of left ventricle. Heart : much
clot on right side, numerous recent haemorrhages on the outer surface and also

beneath the endocardium. Lungs : on surfaces of both organs were numerous

small, wedge-shaped, congested areas, a few of which were decolourised in the

centre, but none purulent. There were several large wedge-shaped recent haemor-

rhages in the lower lobes. Kidneys, liver, and spleen " cloudy swelling." Brain

normal. There was a little turbid ? synovia in left hip, bnt nothing else abnormal,

the epiphysis was quite healthy. An extensive search for the primary seat of the

infection was instituted, but no bone mischief or other cause was discovered.

Class III. Arising in hospital.

Non-fatal case—
Fracture offibula ; rupture of anterior tibial vessels.—Male, aet. 24, Wheel

of van passed over foot, and in drawing it away a blow was received on the

upper and outer part of the leg. On admission, quarter of an hour afterwards,

much swelling and discolouration of upper thii-d of leg. The swelling gradually

increased, and constitutional signs of hasmorrhage showed themselves. Amputa-

tion below knee decided upon. Temp. 96°. The upper part of the fibula was
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found to be broken and the anterior tibial artery ruptured. A few days later

rigors, sweating, diarrhoea, delirium, &c., set in, the thermometer registering on

one occasion 107°. The flaps sloughed and pus burrowed in the neiglibourhood

of the stump. The acute pyajmic state gave way to a chronic condition, in which

pus collected in the elbow and shoulder-joint and in the opposite calf. For some

time he was in the Erysipelas "Ward. As soon as convalescence allowed the

uncovered end of the tibia was resected, but this proving unsatisfactory amputa-

tion of thigh was done. Before being discharged on the 258th day the general

health was quite re-established, and passive motion was being applied to the elbow,

which had been irrigated during the ilhiess for purulent eflusion. The thigh

stump was quite healed.

Fatal cases—
Operationfor varicose vein.—Male, set. 18. On admission patient said he had

been rejected for the army because of an enlarged vein in the right leg.

Operation.—Spray and all antiseptic precautions. Sponges were used. Patellar

branch of internal saphena vein excised, ends ligatured with catgut. Dressing,

iodoform gauze and salicylic wool. The next day patient complained of pain in

the wound, and temp. 101'8°. On the fourth day after the operation lymphan-

gitis set in, the wound was excessively tender, and the temperature rose to 105"6°,

mth a rigor and profuse perspiration. State rapidly grew worse, temperature

remained continuously high, rigors and sweating, delirium, vomiting, and patches

of erythema over trunk, &c. Death occurred on the tenth day after the operation.

P.M.—Right saphena vein empty. Inguinal glands much swollen. Heart almost

free from clot J endocardium much stained. Lungs: right lower lobe presented

5 infarcts, 2 of which were becoming decolourised ; they were all abutting on the

diaphragmatic surface, and there was a layer of i-ecent lymph on the surface of

each infarct. Liver, spleen, and kidneys large, soft, " cloudy swelling." All the

organs were in the condition which indicates a previous exposure to high fever.

Wound of knee-joint.—Female, ajt. 8. Patient, whilst running, fell down and

cut her knee, the latter coming against the sharp edge of a broken earthenware

cup. The wound bled freely ; this was arrested, and she was brought to the

hospital. On admission a transverse cut, li inches long, was found below the

patella. The synovial membrane was sutured and then the skin wound under the

spray. The joint was not irrigated. The knee soon became swollen and painful.

Temp. 101'6°, and pus oozed from the wound and was probably filling the joint

cavity. On the sixth day lateral incisions were made, the joint washed out, and

a drainage-tube carried across the articulation. A week later the knee became

more painful, the discharge was considerable, and pain in the neck and left elbow

vei7 troublesome. Temperature too was continuously high, the thermometer

registering frequently above 104°. Some pus was evacuated from elbow a few days

afterwards, but the child was now very ill and rapidly grew worse. Constant

high fever and delirium, picking at bedclothes; pulse almost imperceptible;

appears in much pain, cries out loudly if moved, &c. Death occurred on the

twenty-second day. P.M.—Left knee-joint had been opened. Synovial membrane

dull and opaque. Crucial ligaments softened. Surface of bone covered with

cartilage unaltered. Same report with regard to left elbow. There was a layer

of recent lymph at the base of the brain covering the cerebellum, pons, crura,
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optic chiasma, tract, and nerves. No tubercles. No lymph on vertex ; some in

lateral ventricles, having passed in by the transverse fissure. All the other organs

were healthy.



STATISTICAL REPORT

THE OPHTHALMIC DEPARTMENT

FOR THE YEAR 1887.

By G. WINGFIELD ROLL and J. S. HINNELL,
LATE OPHTHALMIC CLINICAL ASSISTANTS.

During the year there were 3702 new out-patients (exclusive

of renewed letters). 242 in-patients were admitted (exclusive

of re-admissions), and 246 major operations were performed.

Table
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Glaucoma, chronic

„ Beeondarr

„ absolate

„ tranmatic

„ j-arenile

Cataract, lamellar

„ soft

„ senile .

„ fipmmifary

» tnnmalie

Menbiaiie aftra-

HjaEiiB

ChoroiditiB •

extraction

6

1

1

1

5

1

28

1

1

2

9

1

2

Detached retina .
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For naevus of lid . . . ,1 Trephining frontal sinus . . 2
Removal of dermoid cyst of brow 2

„ foreign body from

cheek .

Excision of eyeball . . .36

246

Analysis of Cataract Operations.

I.—Extraction of hard cataract— 32.

The section was made upwards in every case, except No. 5.

In this case, which was one of old plastic iritis, a previous

iridectomy downwards was made use of by making the incision

downwards.

Iridectomy was done at the time of the operation, except in

Nos. 2, 4, 5, 6, 7, 26, in which it had been done previously.

Cocain—a 2 per cent, solution of the hydrochlorate—was
used in all but one case. It was always freshly made on the

day of the operation.

In one case a general aneesthetic, ether, was employed.

Atropine was commenced on the third day, and used twice

daily until about the fourteenth day : more frequently when
iritis occurred.

In Nos. 20 and 22 the lens was extracted in its capsule.

II.—Operations for removal of soft cataract—7.

In four cases the lens was extracted with the curette ; in

three cases with Bowman's syringe.
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MEDICAL SCHOOL.

The Winter Session 1888 - 89 will commence on

Monday, October 1st, and terminate on March Slst.

The Summer Session will begin on Mat Ist, and terminate

on July 31st.

An Introductory Address will be given in one of the

Theatres of the Hospital by

C. J. CULLINGWORTH, M.D., F.E.C.R,

on Monday, October 1st, at 3 p.m., after which the various

Departments of the Hospital and School will be thrown

open in working order for the inspection of Visitors.

Eefreshments will be provided in the Library.

The Annual Dinner, in which all former and present

Students are invited to join, will take place the same

evening in the Governors' Hall, at 6 for 6.30, T. B. Crosby,

M.D., F.R.C.S., in the Chair.

The Annual Distribution of Prizes will be made during the

Summer Session.

THE first hospital of St. Thomas, within the precincts

of the Priory of St. Mary Overie, being destroyed by

fire in the year 1207, the prior and convent erected in the

same year near the site of their house a temporary hospital.

This building was in the emergency used for rehgioua

purposes ; mass was said there until the priory was rebuilt.

In 1228 Peter de Rupibus, Bishop of Winchester, built

the Hospital of St. Mary or St. Thomas, Overie, on the

opposite or eastern side of the highway, on land provided

by Amicius, Archdeacon of Surrey, and dedicated it to

St. Thomas the Martyr.

The following is a translation of the " charter " of 1228 :—
" The Lord Peter's charter of indulgence for twenty days

granted by him for this hospital.

'Peter, by the grace of God Bishop of Winchester, to
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all the faithful in Christ in the diocese of Wincliester,

greeting. In Him who is the salvation of the faithful.

As saith the Apostle, bodily discipline which consists in

fasts, vigils, and other mortifications of the flesh, profiteth

little, while piety availeth for all things, having the promise

of the life which now is, and of that which is to come.

" Our Lord Jesus Christ among the works of piety

enumerates, commends, and teaches us to fulfil six, as

though more praiseworthy and more meritorious than the

rest, saying, ' I was an hungred, and ye gave Me to eat

;

I was thirsty, and ye gave Me to drink ; I was a stranger,

and ye took Me in ; I was naked, and ye clothed Me ; I was

sick, and ye visited Me ; in prison, and ye came to Me.

To them that perform these works of piety He shall grant

His blessing and the glory of His heavenly kingdom, saying,

* Come, ye blessed of My Father, receive the kingdom

which has been prepared for you from the beginning of the

world.' But to them that neglect and do not perform works

of compassion He threatens His curse and the penalty of

eternal fire, saying, * Go, ye cursed, into eternal fire, which

has been prepared for the devil and his angels.' It is there-

fore to be borne in mind, my dearest sons, and more deeply

laid to heart, how needful and how conducive to the salva-

tion of our souls it is to exercise more readily those works

of piety whereby blessing is promised to us, and the felicity

of eternal life is gained.

" Behold at Southwark an ancient hospital, built of old

to entertain the poor, has been entirely reduced to cinders

and ashes by a lamentable fire. Moreover, the place

wherein the old hospital had been founded was less suitable,

less appropriate for entertainment and habitation, both by

reason of the straitness of the place, and by reason of the

lack of water and of matiy other conveniences: according

to the advice of us, and of wise men, it is transferred and

transplanted to another more commodious site, where the

air is more pure and calm, and the supply of waters more

plentiful. But whereas this building of the new hospital

calls for many and manifold outlays, and cannot be crowned



with its due consummation without the aid of the faithful,

we request, advise, and earnestly exhort you all, and with

a view to the remission of your sins enjoin you, according

to your abilities, from the goods bestowed on you by God,

to stretch forth the hand of pity to the building of this new
hospital, and out of your feelings of charity to receive the

messengers of the same hospital coming to you for the needs

of the poor to be therein entertained, that for these and

other works of piety you shall do, you may, after the course

of this life, reap the reward of eternal felicity from Him
who is the Kecompenser of all good deeds, and the loving

and compassionate God. Now we, by the mercy of God, and

trusting in the merits of the glorious Virgin Mary, and the

Apostles Peter and Paul, and St. Thomas the Martyr, and

St. Swithin, to all the believers in Christ, who shall look

with the eye of piety on the gifts of their alms—that is to

say, having confessed, contrite in heart and truly penitent,

we remit to such twenty days of the penance enjoined on

them, and grant it to them to share in the prayers and

benefactions made in the church of Winchester, and other

churches erected by the grace of the Lord in the diocese of

Winchester. Ever in the Lord ; Farewell."

The Bishop of Winchester or the Archbishop seems to

have granted, in 1277, to the Brethren power to elect

their own Master ; in a visitation, 1323, they are ordered to

follow the rule of St. Augustine—the rule of the parent

house—in obedience, chastity, renunciation of individual

property, and the Master to eat with the Brethren.

In 1417 the Master and Brethren formed a Court of

themselves, and exercised authority within the precincts of

the Hospital over persons regular or secular, and in cases

civil or even criminal.

The Hospital, built in 1228, had by 1507 become dilapi-

dated and insufficient; great efforts were then made to

rebuild and enlarge it.

In the Duchy of Lancaster records there is " the Eentall

of Thomas Becketts hospitall in Southwarke, of all the

lands and tenements belonging to the hospitall." It
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contains the names of the tenants and the rents paid ; it is

without date, but from internal evidence must be early in

the sixteenth century.

Within the precincts of the hospital was the renowned

printing press of James Nycolson, who, in 1527, signed the

contract for the painted windows of King's College, Cam-
bridge, as "James Nycolson, of St. Thomas's Spyttell in

Southwark." The most remarkable issue from this press was

the first English Bible printed in England, inscribed thus

—

" Imprynted in Southwarke in St. Thomas Hospitale by James

Nycolson. Dedicated by M. Coverdale to the King 1537."

About this time there were a Master, Brethren, and three

Lay Sisters ; forty beds were made up for poor, infirm, and

impotent people, who were supplied with victuals and firing.

In the year 1535, Henry VIII. was excommunicated by

Pope Paul III., and, declaring himself head of the church,

proceeded to dissolve the Catholic houses, whose large

revenues went to the Crown. There seem to have been 645

monasteries and abbeys thus treated, twenty-eight of which

had abbots with seats in Parliament, ninety colleges and free

chapels, and 110 hospitals of various descriptions. It is cer-

tainly in favour of the sweeping change that so able and honest

a man as Sir Eichard Gresbam, the Lord Mayor of London,

should have put his hand to the following petition to the King

:

" Most redowted, puysant, and noble Prince * * * *—nere

and within the cytie of London be iij hospitalls or spytells

commonly called Seynt Georges Spytell, Seynt Barthilmewa

Spytell, and Seynt Thomas Spytell, and the new Abbey of

Tower Hill, founded of good devotion by auncient fathers,

and endowed with great possessions and rents only for the

reliefe, comforte, and helping of the poore and impotent

people lying in every street, offending every clone persone

passing by the way with theyre fylthy and nasty savors.

Wherefore may it please your merciful goodness, enclyned to

pytie and compassion, for the reliffe ofXts very images, created

to his own similitude, to order by your high authoritie, as

supreme head of this Church of England, or otherwise by
your sage discretion, that your mayor of your cytie of London,



and his brethren the aldermen for the time being, shall and may
from henceforth have the order, disposition, rule and govern-

aunce both of all the lands, tenements, and revenues apper-

teynyng and belongyn to the said Hospitals, governors of

tliem, and of the ministers which be or shall be withyn any

of them, and then your grace shall facilie perceyve that where

now a small number of Chanons, Priests, and Menkes be

founde for theyr own profitt only, and not for the common
utilitie of the realme, a great number of poore, needy, syke

and indugent persones shall be refreshed, maynteyned, and

comforted ; and also healed and cured of their infermities

frankly and freely by physicions, surgeons and potycaries,

which shall have stipende and salarie only for that purpose ; so

that all impotent persones not able to labour shall be releved,

and all sturdy beggars not willing to labour shall be punished."

St. Thomas's Hospital being claimed by the King as Church

property, was surrendered to him by Thomas Thirleby, the

then master, on the 15th July, 1538. It was called St.

Thomas a Becket's Spittil. Its yearly revenue was estimated

at £266 17s. 6d., and an annual pension of 5s. 8d. was

payable by the master, and another of 2s. Id. by the curate,

to the Archdeacon of Surrey. Soon after the seizure, we find

that the Citizens of London purchased of the Crown some of

its landed estates, producing about £160 yearly. The want

of the hospital thus destroyed was felt immediately. Wounded
soldiers from the army in France, and the sick poor in general

were without provision or help, and Henry proposed granting

to the City the Mansion house of St. Bartholomew's, the dis-

solved house of Grey Friars adjoining, and the unoccupied

fabric of St. Thomas's Hospital. The latter was intended by

Henry to receive the name of tlie Hospital of the Holy

Trinity, and to be allotted exclusively to lame, wounded, and

diseased soldiers. The monastery of Grey Friars was to be

for the education and maintenance of fatherless children and

those of poor parents. The intentions of Henry were over-

taken by death, but not before he had conferred upon the

Citizens of London the Hospital of St Bartholomew's and

also that of Bethlem for lunatics.
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It is from tlie death of Henry that the connection of St.

Thomas's Hospital with the city of London appears to begin.

To meet the needs of the sick and destitute who had before

depended on the charity of the religious houses, a Committee

or Board of Inquiry was instituted by the Citizens, with the

sanction of King Edward. About 2,100 souls were reported

as fit recipients of relief, as fatherless children and invalids,

or as " Idle rogues of both sexes who were levying contribu-

tions on public sympathy by feigned tales of sorrow." It

was proposed to establish receptacles for each class in the

unoccupied monastic buildings, and a pecuniary contribution

was set on foot to complete the work. They bought the dis-

solved house of the Franciscans or Grey Friars near St.

Bartholomew's Hospital, and also by charter from the King

received a grant as follows :
" That the said mayor, common-

alty, and citizens, and their successors, may have and enjoy

all the franchises, immunities, and privileges whatever, which

any Archbishop of Canterbury, and which the said Charles

late Duke of Suffolk, or any master, brethren, or sisters of

the late Hospital of St. Thomas in Southwark aforesaid ; or

any Abbot of the said monastery of St. Saviour, Saint Mary

Bermondsey, next Southwark aforesaid, or any prior and con-

vent of the priory of St. Mary Overie, ever had or enjoyed, or

which we hold or enjoy, or our most dear father Henry the

Ylllth, late King of England, or had enjoyed, or ought to

have, hold, and enjoy the same : and that none of our heirs

or successors may intermeddle with this our grant."

The Greyfriars became Christ's Hospital, and the Southwark

site the Hospital of the Holy Trinity or St. Thomas's. The

Lord Mayor and certain citizens then met on the 6th of

October, 1552, and constituted themselves by royal per-

mission governors of the hospitals, and almoners of the money

collected. The Hospital of the Holy Trinity they named, in

compliment to Edward, the " King's Hospital," and ordained

it to receive 260 " wounded soldiers, blind, maimed, sick, and

helpless objects."

They also directed that 380 children should be received

into Christ's Hospital.
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To complete the sclieme, the old palace of Bridewell, in

Blackfriars, where the Emperor Charles V. had lodged in

1522, when on a visit to Henry VIII., and where subsequently

Wolsey had lived, was granted to the City by Edward as a

house of correction for dissolute persons and idle apprentices,

and for the temporary maintenance of distressed vagrants.

Lastly, the lands lately belonging to the Palace of the

Savoy were conferred jointly on the three foundations ; and

a month only before the end of Edward's short reign, he

incorporated by a second charter bearing date the 6th of

June, 1553, the Lord Mayor and commonalty of the City

of London in succession as perpetual governors of Saint

Bartholomew's, Christ's, Bridewell, and the king's Hospital

(which last received the name of St. Thomas the Apostle),

and secured to them the possession of all the estates and

revenues appertaining to them by previous deeds of gift. So

were the royal hospitals founded.

In 1557 the laws were framed and printed under the name

of " The Order of the Hospitalls of K. Henry the VIIL and

K Edward the VI., viz. St. Bartholomew's, Christ's, Bridewell,

St. Thomas's. By the Maior, Cominaltie, and Citizens of

London," &c.

Successive bequests and donations continued to augment

the property of the charities, but during the reigns of

Elizabeth, James I., Charles I., and the Protectorate, there

appear few facts to note. In the abstract of the charter of

confirmation granted to the City in 1663 by Charles II. on

his restoration, we find the charter of Edward acknowledged

and confirmed. The Great Fire of London in 1666 injured

St. Thomas's in its revenues only ; and a fire in Southwark

anno 1676, ceased, "as if by divine interposition," at the

Hospital, probably a strong and isolated block of building.

Shortly after this, however, it was found necessary to rebuild

the fabric, and in 1693 subscriptions were opened for this

purpose. A long list of benefactions in this and the succeed-

ing year, amounting in all to £37,769 3s., is given by

Golding, who especially singles out Sir Eobert Clayton for

eulogium. The statue then erected to him, and still extant,
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was originally dated 1701, but this was altered on his death

to 1714. He was the founder of the old square in which

it stood, replacing what Golding terms "a low swampy-

structure of the monastic order." In 1707, Mr. Guy, founder

of the neighbouring hospital, erected three wards at his own

charge. In 1717, the back block of buildings adjoining Guy's

Hospital was added. With the exception of the two large

blocks forming the Borough frontage, the north wing erected

in 1833, and the south wing in 1839, the fabric seems to

have remained unchanged until its purchase by the railway.

In the centre of the front quadrangle stood the brass statue

of King Edward, by Scheemakers, erected first in 1737, in pur-

suance of the will of Charles Joye, some time treasurer of the

Hospital. It now stands in the grounds of the New Hospital.

It is a matter of more difficulty to trace the early history

of the medical school in connection with the hospital. For

the facts which follow we are indebted to the late R. G.

Whitfield, Esq., who, from the long period during which his

family had been associated with this foundation, was perhaps

more qualified to speak than any other person.

The earliest mention in the hospital books of an apprentice

is on December 31st, 1561. It is not until 1702 that a law

is met with precluding pupils or surgeons from dissecting the

dead body without permission from the treasurer.

In 1703 the grand committee resolved that no surgeon

should have more than three " Cubbs," a term altered in

1758 to that of " Dressers." Besides these there were also

apprentices to the surgeons of the hospital, and ordinary

pupils. The first mention of lectures occurs soon after the

appointment of Wm. Cheselden, in 1718. These he at first

gave at his own house, but afterwards by permission in the

hospital. They were on anatomy and surgery. In 1723 a

regular registry was ordered to be kept by the apothecary,

of pupils entering to surgical practice. In 1725, Guy's

Hospital was opened for the reception of patients. In 1751

the assistant-physician was allowed to take two pupils for

his own benefit. In 1768, an additional surgeon, Mr. Joseph

Else, was elected to read lectures to the pupils.
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The students of Guy's Hospital liacl by courtesy been

allowed to attend the operations, and a similar favour

admitted the St. Thomas's men to those at Guy's. But on

the 8th November, 1768, it was formally resolved that the

pupils of each hospital have the liberty of attending not only

the operations, but surgical practice, and the money to be

divided between the six surgeons and two apothecaries.

Hence the appellation of the " United. Hospital " ; an amal-

gamation never extended beyond the surgical practice.

To Mr. Else is due the foundation of a regular anatomical

school. Mr. Cline, who in 1781 was appointed to read

lectures conjointly with Mr. Else, was mainly instrumental

in bringing it to its greatest celebrity. At Mr. Else's death,

Mr. Cline purchased the collection of preparations made by

him and Mr. Girle, a former surgeon, which are now in the

hospital museum, and became sole lecturer on anatomy. In

1788 he also became surgeon to the hospital. Mr,, afterwards

Sir Astley, Cooper was apprenticed to Mr. Cline in 1784, and

before his election, as one of the surgeons to Guy's Hospital

in 1800, was joint lecturer with his teacher on anatomy and

surgery. They both added materially to the pathological

museum.
In 1812 Mr. Henry Cline was elected surgeon to St.

Thomas's Hospital on his father's resignation, and carried on

the anatomical lectures conjointly with Astley Cooper. In

1813 a new anatomical theatre and museum were built, the

hospital giving £3000 for the purpose, and the two lecturers

£1000 each. In 1815 Mr. Benj. Travers, an apprentice of

Astley Cooper's at Guy's, was elected surgeon, according to

the established rule which gave the vacancy to the senior

apprentice of either institution. Mr. Travers joined in the

lectures, devoting his attention specially to ophthalmic

surgery. In 1820 Mr. Joseph Henry Green was elected

surgeon on the death of his cousin Mr. Hy. Cline, having

been apprenticed to his uncle Mr. Cline in the year 1809.

From 1820 to 1825 he lectured with Astley Cooper. At this

period all the branches of medical study,—viz., medicine,

chemistry, materia medica, midwifery, botany, and physiology



14

—were lectured on at Guy's Hospital, and no physician of

St. Thomas's was allowed to share them.

In 1824 Sir A. Cooper resigned the surgical chair, and Mr.

C. Aston Key, his apprentice and nephew by marriage, joined

Mr.. Green in the office. ]\[r. Frederick Tyrrell, standing in

exactly the same relation to Cooper, received permission to

lecture on diseases of the eye. In the following year Cooper

showed signs of cerebral disturbance, and the family desired

that his nephew, Mr. Bransby Cooper, should be his suc-

cessor. But the claims of Mr. John Flint South were con-

sidered superior, and he was appointed. From this cause

the "United Hospitals" were severed, and a complete school

set up in both. The majority of the students clung to Guy's,

where the prestige of the great Sir Astley was still strong
;

and St. Thomas's school began to sink. The establishment

of the Aldersgate Street private school under Tyrrell and

Lawrence materially aided in this declension, as did also the

secession of Dr. Elliotson to the newly-established Univer-

sity College, and the foundation of a fresh school at King's

College, where for a time the surgical lectures were given

by Mr. Joseph Henry Green, although a surgeon of St.

Thomas's.

Owing to the unprosperous state of affairs in 1842, the

Governors came forward to reorganize the school, and the

aid of Mr. R. D. Grainger, whose popularity had been esta-

blished in the Webb Street private school, was obtained.

Mr. Joseph H. Green also rejoined the school ; and Dr. Mar-

shall Hall, Dr. Hodgkin, Dr. Martin Barry, Dr. Gregory,

and Mr. Benjamin Travers contributed to its efficiency.

This state of affairs continued until 1858, when the

Governors gave back the management, and its attendant

risks, into the hands of the lecturers.

For some years it was maintained with difficulty, and

much self-sacrifice on the part of the staff, during what may

be teimed a transitional period, in the hope, now realized, of

its once more developing into an institution worthy of its

old traditionary glories.

From its foundation down to the year 1862, the Hospital
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occupied the original site near London Bridge, but in that

year the property was sold for the extension of the railway

accommodation, and the establishment temporarily removed

to the Surrey Gardens, where it was carried on till the

Summer of 1871. In 1868 the " first stone of the new

Hospital at Westminster Bridge was laid by the Queen, and

the completed building was opened by Her Majesty in 1871.

In September the patients were first admitted into the new

Hospital, and the Medical School was opened on October

the 2nd.

The original Hospital latterly contained 500 beds. The

present building contains in all 572 beds. It consists of six

blocks appropriated to the reception of patients; with one

for the administrative and other ofBces, and one for the

Medical School. The Ward blocks, though connected by

corridors, stand apart, so as to afibrd free exposure in all

directions. The Wards, with the exception of four which

are placed on the ground floor, occupy the first, second, and

third floors. Generally, each Ward afibrds accommodation

for 28 beds, which are placed against the piers between the

windows, so as to secure thorough ventilation. In a small

Ward annexed to each larger Ward, there are two beds for

cases requiring special care or treatment.

Of the whole accommodation of the Hospital, about 180

beds are appropriated to ordinary Medical cases, and 230 to

ordinary Surgical cases. There are also special Wards for

the reception of diseases peculiar to women ; for diseases of

the eye ; for venereal affections ; and for children under six

years of age. In one of the blocks, separated from the rest

of the establishment, there are Wards for infectious diseases.

The space provided for each bed in the ordinary Wards is

upwards of 1,800 cubic feet, and in the block appropriated

to infectious diseases, about 2,500 cubic feet.

The Out-patients' Department is extensive and well

arranged, and every facility is afibrded for the treatment of

different forms of Medical and Surgical casualties and diseases.

During the twelve mouths ending December 31st, 1887,

the number of patients admitted into the Hospital amounted
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to 4,663. In tbe same period, 26,1I'3 Out-patients have been

treated, and in the Maternity department 1,981 women have

been attended at their own homes. Casualties, to the number

of 63,397 attendances, were treated during the same period.

The School buildings stand at the southern extremity of

the Hospital, from which they are quite isolated. They

contain ample accommodation for large classes of students.

The Museum is one of the most important in the metro-

polis. There is a large Heading Eoom and Library for the

use of the pupils.

In addition to these are the various Lecture Rooms, the

Dissecting Rooms, the Laboratories for Practical Physiology

and for Practical Chemistry, and the Post-mortem Rooms.

The Committee of the "Nightingale Fund" have arrange-

ments with the authorities of St. Thomas's for educating

Women as Hospital Nurses. On the satisfactory completion

of one year's training, they will be required to enter into

service as Nurses in the Metropolitan or Provincial Hospitals

or Infirmaries. A limited number of gentlewomen can be

admitted under special agreements to this course of training,

with a view to qualify themselves for superior appointments.

The Regulations as to the admission of Candidates may be

obtained by writing to Henry Bonham-Carter, Esq., the

Secretary of the Nightingale Fund, 5, Hyde Park Square,

London, W.
Institutions requii'ing trained Superintendents orNurses are

requested to apply to the Secretary of the Nightingale Fund,

or to Miss A. L. Pi-ingle, the Matron of the Hospital,

giving as long previous notice as possible of their require-

ments.

Women wishing to be trained should, whenever it is

possible, make personal application to Miss Pringle, to

be entered on the list of Candidates, for admission as

vacancies occur.
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MEDICAL OFFICERS, LECTURERS, &c.,

OF

ST. THOMAS'S HOSPITAL
AND

MEDICAL SCHOOL.
CONSULTING PHYSICIANS.

T. A. BakkeRj M.D. Cantab, et Edin. 109, Gloucester Place, Portman
[Square, W.

Sir J. RiSDON Bennett, M.D, Edin., F.K.S. 22, Cavendish Square, W.
CONSULTING OBSTETRIC PHYSICIAN.

H. Gervis, M.D. LoND 40, Harley Street, W.
CONSULTING SURGEONS.

P. Le Gkos Clark, Esq., F.R.S. .. Sevenoaks, Kent.

Sir John Simon, K.C.B., Hon. M.D.
Dublin, F.R.S., D.C.L 40, Kensington Square, W.

CONSULTING OPHTHALMIC SURGEON.
R. Liebeeich, Esq

PHYSICIANS.

J. S. Bristowe, M.D. LoND., LL.D., F.R.S. 13, Old Burlington Street, W.
W. H. Stone, M.A., M.B. Oxon. 24, Geraldine Road, Wandsworth, S.W.
W. M. Ord, M.D. LoND 37, Upper Brook Street, W.
John Harley, M.D. Lond 9, Stratford Place, W.
J. F. Payne, M.D. Oxon. ,. (Hen.) .. 78, Wimpole Street, W.

OBSTETRIC PHYSICIAN.

C. J. Cullingworth, M.D 46, Brook Street, W.
SURGEONS.

Sydney Jones, Esq., M.B. LoND. .. 16, George St., Hanover Sq., W.
John Croft, Esq 48, Brook St., Grosvenor Sq., W.
Sir William Mac Cormac, M.A., D.Sc.

M. Ch. Hon. Caus 13, Harley Street, W.
A. 0. Mac Kellar, Esq., M. Ch. .. 22, George St., Hanover Sq., W.

OPHTHALMIC SURGEON.
E. Nettleship, Esq 5, Wimpole Street, W.

ASSISTANT PHYSICIANS.

Seymour J. Sharkey, M.A., M.D. Oxon. 2, Portland Place, W.
George Gulliver, M.A., M.B. Oxon. 16, Welbeck Street, W.
W. B. Hadden, M.D. Lond 21, Welbeck Street, W.
T. D. Acland, M.A., M.D. Oxon. .. 7, Brook Street, W.

ASSISTANT OBSTETRIC PHYSICIAN.

R. Cory, M.A., M.D. Cantab 73, Lambeth Palace Road, S.E.

ASSISTANT PHYSICIAN FOR DISEASES OF THROAT.
F. Semon, M.D. Berlin 39, Wimpole Street, W.

ASSISTANT SURGEONS.
H. H. Clutton, Esq., M.A. Cantab. 2, Portland Place, W.
W. Anderson, Esq 25, Grosvenor Road, S.W,

B. Pitts, Esq., M.A., M.C. Cantab. 31, Harley Street, W.
G. H. Makins, Esq 2, Queen Street, May fair, W.

B
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MEDICAL OFFICERS, &g.—continued,
ASSISTANT OPHTHALMIC SURGEON.

J. B. Lawford, Esq. 6, Upper Wimpole Street, "W.

ASSISTANT SURGEON FOR DISEASES OF THE EAR.

C. A. Ballance, Esq., M.B., M.S. Lond. 56, Haiiey Street, W.

DENTAL SURGEON.
C. E. Tbuman, Esq., M.A. Cantab. .. 23, Old Burlington Street, W.

ASSISTANT DENTAL SURGEON.

RESIDENT ASSISTANT PHYSICIAN.

H. P. Hawkins, M.A., M.B. Oxon. ., St. Thomas's Hospital, S.E.

RESIDENT ASSISTANT SURGEON.
H. B. KoBiNsoN, M.D., B.S. Lond. .. St. Thomas's Hospital, S.E.

AN/ESTHETISTS.

Walter Tyrrell, Esq. ., .. .. 95, Cromwell Eoad, S.W.

E. F. White, Esq., F.E.C.S 7, Dealtry Eoad, Putney, S.W.

ELECTRICIAN.

W. J. Kilner, B.A., M.B. Cantab. .. 57, Queen Anne Street, W.

APOTHECARY.
S. Plowman, Esq., F.E.C.S St. Thomas's Hospital, S.E.

DEMONSTRATORS OF MORBID ANATOMY.
S. J. Sharkey, M.A., M.D. Oxon. .. 2, Portland Place, W.
W. B. Hadden, M.D. LoND 21, Welbeck Street, W.

ANALYTICAL CHEMIST.
Albert J, Beenays, Ph.D., F.C.S., F.I.C. Acre House, 2, Brixton Hill, S.W.

LECTURERS.
A.W. BENNETT,Esq.,M.A., B.Sc. Lond., 6, Park Village East, Eegent's

F.L.S. Park, K.W.
T. Cranstoun Charles, M.D 9, Albert Mansions, Victoria St.,

S.W.

H. Eayner, M.D Hanwell, W.
E. W. Eeid, Esq., CM., F.E.C.S. .. 77, Lambeth Palace Eoad, S.E.

Edward Seaton, M.D. LoND 35, George St., Hanover Square,W.

C. S. Sherrington, M.A., M.B., Cantab. 107, Piccadilly, W.
S. G. Shattock, Esq., F.K.C.S St, Thomas's Hosi^ital, S.E.

REGISTRARS.

Medical—H. W. G. Mackenzie, Surgical—E. Solly, M.B. Lond., F.E.C.S.
M.A., M.B. Cantab.

CURATOR OF THE MUSEUM. LIBRARIAN.

S. G. Shattock, Esq., F.R.C.S. George S. Saunders, Esq.

DEAN OF THE SCHOOL.
E. Nettleship, Esq., F.E.C.S. . . 5, Wimpole Street, W.

SECRETARY TO THE SCHOOL.

George Eendle, Esq., M.E.C.S. .. Egerton House, Forest Hill, S.E.
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LECTURES AND DEMONSTRATIONS.

,, ,. . S Dr. Bristowb.
Medtcme (

j)^_ q^j,_

Dr. Bristowe.
Dr, Stone,

Clinical Medicine { Dr. Ord.
Dr. Harley.
Dr. Payne.

Do. Obstetric Dr. Cullingworth.
{v ^,, j Mr. Sydney Jones.
^^^9^y

I
Sir William Mac CoRMAC.

(Mr. Sydney Jones.

*-Wr?;HM.oOoaM.c.
Mr. Mac Kellar.

Do. Special Course .. Mr. Croft.

Descriptive Anatomy \ ^.J'
,^^^'

^ ^
y Mr. Anderson.

General Anatomy and Physiology ., Dr. Sherrington.
Practical Physiology Dr. T. Cranstoun Charles.
Diseases of the Eye Mr. JSTettleship.

Chemistry and Practical Chemistry .. Dr. Bernays.
Midwifery, and the Diseases of ) r\ r^

Wr ] m -7

J

? Dr. Cullingworth,Women and Chudren ,. ..
J

.
w ^ ii.-<«

Physics and Natural Philosophy . . Dr. Stone.
Materia Medica and T/ierapeutics .. Dr. Stone and Mr. Plowman.

Forensic Medicine and Toxicology
|

^'- g;''^^ ^'' ^^^^^^^' ^""^

Pathological Anatomy .. ..
\^'' P^™^' ^'- Sharkey, and Mr.

^ ^
(

Shattock.
Botany Mr. A. W. Bennett.
Comparative Anatomy Dr. Gulliver.
Mental Disease Dr. H. Rayner.
Public Health and Sanitary Science .. Dr. E. Seaton.

TEACHERS OF PRACTICAL SUBJECTS AND DEMONSTRATORS.

Practical Chemistry Dr. Bernays.

Practicaland Manipulative Surgery
\ ^^tj^L^TTXand Mr. Pitts.

Demonstrations in Anatomy,. .. \ Am' ' nr -mt
'

^
( Dr. Taylor, Mr. Makins.

Demonstrations in Morbid Anatomy .. Dr. Sharkey and Dr. Hadden.
Demonstrations in Morbid Histology \

Demonstrations in Physiology ., [ Dr, Oopeman.
Bemonsti'ations inPractical Physiology]
Diseases of the Eye Mr.NETTLESHiPandMr.LAWFORD.
Diseases of the Shin Mr. Anderson.
Diseases of the Throat Dr. F. Semon.
Diseases of the Ear Mr. Ballance.

Diseases of the Teeth
| (v'^cantY^'"''''^'''

B 2
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TIMES OF ATTENDANCE OF THE PHYSICIANS AND SURGEONS
IN THE WARDS.

Mon.
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DAYS AND HOURS OF LECTURES AND DEMONSTRATIONS.

WINTER SESSION.

Physics ,

Chemistry

Descriptive and Surgical Anatomy .

Anatomical Demonstrations*

Physiology

Physiological Demonstrations <

Practical and Manipulative Surgeryf

»''^--
{ ?at S: M„?:

s-'.-'y lS:,?eb.:£S
Surgical Pathology

Diseases of Women (Oct., Nov., Dec.)

Pathological Anatomy (Practical) .

.

Diseases of the Eye (Oct., Nov., Dec.)

Clinical Surgery (Special Course) .

.

Obstetric Demonstrations

Mon.

11

9.30
10.30
12

Tues.

10.30

9.30
11

10^-lJ

12
12

Wed.

9.30

12

Thurs.

10.30

9.30
11

lOMi

12
12

10.30

lOMi
9.30
12

10.30

Sat,

12

9.30
11

lOi-l

= }

= }

SUMMER SESSION.

Botany

Materia Medica

Practical Chemistry

Practical Physiology

Anatomical Demonstrations*

Midwifery

Comparative Anatomy

Practical and Manipulative Surgeryf

Forensic Medicine

Pathological Anatomy

Do. Demonstration

Mental Diseases

Public Health and Sanitary Science

Examination of the Eye

Clinical Surgery (Special Course) .

.

Mon.

12

10—12

See Note

10—12

4

9

Tues. Wed. Thurs. Fri. Sat.

10

2

2—4

10

12.30

10

10.30

—
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STJBG-ICAIj operations are performed on Wednesdays and

Saturdays at 1.30 p.m., and on other days in cases of emergency.

In-Patients are admitted daily at 11.30 a.m.

Out-Patients are seen by the Assistant-Physicians and Assistant-

Surgeons on the days stated in the Table (see p. 20). Diseases of

Women and Children are treated, on Wednesdays and Saturdays at 1.30,

by Dr. Cobt.

Casual Patients are seen by the Eesident Assistant-Physician, the

Resident Assistant-Surgeon, the House-Surgeons, Assistant House-

Surgeons and Dressers at 12 noon.

SPECIAL DEPARTMENTS.
(^For Times of Attendance see Table, page 20.)

Diseases of the Eye.—Operations are performed at 4 p.m. on

Tuesdays, and at 2 p.m., on Fridays. Ophthalmoscopic Demonstrations

or Clinical Lectures on Diseases of the Eye are given every week ; a

class for learning the use of the Ophthalmoscope is held each Session, by

Mr. Lawfoed.

Diseases of the Skin.—Instruction is given by Mr. Anderson on

Fridays at 1.30 p.m.

Diseases of the Throat.—A short Course of Clinical Lectures is

given to senior students by Dr. Semon during the Winter Session.

Diseases of the Ear.—Instruction is given by Mr. JBallance on

Mondays at 1.30 p.m.

Diseases of the Teeth.—Mr. Teuman and Assistant give instruction

in Dental Surgery on Tuesdays and Fridays at 10 a.m.

Vaccination.—Practical Instruction is given by Dr. Coet once a week.

Note.—St. Thomas's Hospital is novr recognised as a Local Vaccination

Station, and Dr. Cory is authorised to give certificates of instruction in

Vaccination according to the requirements of the Local Government Board.

Fee One Guinea.

Post-Mortem Examinations and Pathological Demonstrations, by Dr.

Sharkey and Dr. Hadden, Monday to Friday at 2 p.m., Saturday

at 3 i5.m.

Practical Instruction in the Administration of Anaesthetics is given

by Mr. Tybeell and Mr. White.

In addition to the Clinical Instruction given in the Wards and the

Out-Patients' Rooms by the Medical and Surgical Officers, and the Special

Course of Clinical Surgery, Lectures on Clinical Medicine are delivered

weekly during both the Winter and Summer Sessions by the Physicians,

and on Clinical Surgery by the Surgeons, on the visiting day following

their " taking-in " week, and a Course of Clinical Lectures on the Diseases

of Women is given during the Winter Session by the Obstetric Physician.
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SUGGESTIONS TO STUDENTS.

Gentlemen who propose to obtain the Licence of the Royal College of

Physicians of London and the Diploma of Member of the Royal College of

Surgeons of England, or the Licence of the Society of Apothecaries, must,

in order to be able to register their attendance upon Hospital practice or

lectures, possess the certificate in Arts granted by one of the bodies whose

certificates are recognised by the General Medical Council. " The Regula-

tions of the General Medical Council in regard to the Registration of

Medical Students" contain particulars of the Preliminary Examinations,

and can be had from Messrs. Spottiswoode & Co., 54, Gracechurch

Street, E.C.

Students intending to obtain Medical Degrees in the University of

London must pass both the Matriculation * and the Preliminary Scientific

Examinations before commencing their regular Medical Studies.

For the Preliminary Scientific, and the Intermediate M.B. Examina-

tions, Special Classes are held (see p. 27). Students not proceeding to

degrees in the University of London, will reap much advantage by

acquiring, in the Preliminary Scientific Class, the scientific knowledge

and training demanded by the University ; both in respect to the forma-

tion of a sound foundation for Medical Study and because such knowledge

is necessary in competing for the Entrance Science Scholarships.

Students proposing to enter should put themselves, at an early period,

in communication with the Medical Secretary, who will be always ready

to advise them. It is necessary, when writing to him, to state what

Preliminary Examination has been passed, and if the Student's name has

been registered at the Medical Council Office.

Students on joining must produce a Certificate of Preliminary Examina-

tion or of Registration. It is best to join at the beginning of a Session,

Winter or Summer, but it is in the power of a Student to enter at any

time.

Students are not obliged to remain at the Hospital more than three

years, provided they have obtained the certificates of attendance upon

lectures required by the respective licensing bodies. They must, however,

in the event of leaving the Hospital, be engaged during the fourth year

in the acquisition of professional knowledge elsewhere.

It is right, however, that Students should be made aware that the loss

of the fourth year of Hospital Study is strongly to be deprecated, since

* Candidates who passed the Matriculation Examination in January, 1885, or

previously, will be allowed to date the commencement of their Professional Studies

from that Examination in accordance with former Regulations,—University of

London Calendar 1888-9, p. 159, Note.
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at that period the necessity for attending Lectures has ceased, and their

whole time can be spent in the study of disease in the wards of the

Hospital.

Students, when qualified, are advised to use every effort to obtain the

Senior appointments open to them, especially those of Non-resident House

Physician, House Physician, Assistant House Surgeon, House Surgeon, and

Resident Accoucheur. These appointments are accessible to Students of the

Hospital without payment, and offer opportunities for obtaining practical

professional knowledge, which cannot be estimated too highly.

Students are recommended to attend the Lectures, &c., in the following

order ; and, in accordance with the Regulations of the Qualifying Bodies,

are required to show by their answers in the Sessional Examinations,

that they have paid proper attention to the Lectures in each Course.

FIRST YEAR.
Winter Session.—Anatomy, Dissections, Physiology, Chemistry.

Summer Session.—Materia Medica, Botany, Practical Physiology, Practical

Chemistry.

SECOND YEAR.
Winter Sestion.—Anatomy, Physiology, Dissections.

Summer Session.—Midwifery, Comparative Anatomy, Practical Surgery,

Clinical Medicine, Clinical Surgery.

N.B.—Students should defer attendance on Lectures other than those of the

First and Second Tears until they shall have passed the Second Examination of the

Examining Board in England.

THIRD YEAR.
Winter Session.—Medicine, Surgery, Practical Surgery, Clinical Medicine,

Clinical Surgery.

Summer Session.—Forensic Medicine, Pathological Anatomy, Clinical

Medicine, Clinical Surgery.

FOURTH YEAR.
Students will find it practically necessary under the Regulations of the

Examining Board in England, to spend their Fourth Year in the Study

of Clinical Medicine, Surgery, and Midwifery. No Student can be

admitted to the Final Examination of that Board, until two years shall

have elapsed subsequent to his having passed the Second Professional

Examination, which cannot be done until after the Second Winter of Study.

In addition to the above, Students are advised, during their first Winter

Session, to attend the Lectures on Physics and Natural Philosophy ; in their

third or fourth Summer Session, to attend the Lectures on Mental Disease,

and on Public Health; in the third Winter, the Course of Surgical

Pathology, and in the third or fourth Winter the Practical Course of

Pathological Anatomy, the Lectures on Diseases of Women, and the

Obstetric Demonstrations. The Course on Diseases of the Eye, and the

teaching in the Eye Department should be attended in the third and
fourth years. All these Courses are freely open to Students of the

Hospital.
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FEES FOR ATTENDANCE on the LECTURES
AND ON THE

PRACTICE OF THE HOSPITAL.

PERPETUAL TICKETS.
Admitting to Hospital Practice and Lectures for an unlimited

period.

The Perpetual Fee to Hospital Practice and Lectures may
be paid in several ways

:

1st. OneHundred and Twenty-five Guineas paid on entrance

;

2nd. One Hundred and Thirty-eight pounds in two payments,
£75 on entrance, and £63 at the beginning of the next

year;

3rd. Payment by three instalments, viz., of £65 at the be-

ginning of the first year, £50 at the beginning of the

second year, and £30 at the beginning of the third year.

Gentlemen entering at St. Thomas's in the second* year of

their Studentship pay £65 for that year ; £25 for the third

year ; or upon paying £85 on entrance, they will become
Perpetual Students. Students entering in their third year

pay £40 ; for the next year £20, or one payment of £55 on
entrance will entitle them to be Perpetual Students.

The Fee for attendance on the general subjects required of

Students in Dental Surgery, is for the two years, £55, or by in-

stalments, £50 for the first year, and £10 for the second year.

If certificates for Denial practice are also required, the special

fee for that subject (page 26) has to be paid.

Eegularly qualified Medical Practitioners are admitted to

the Hospital practice, and to the Lectures and Library, on
payment of a fee of £12 10s. for unlimited attendance; but are

not entitled to receive certificates for such attendance without

payment for the special certificates required (see p. 26).

All privileges in respect of Hospital attendance are granted
subject to the approval of the Governors, and Students must
conform to the regulations of the Hospital and Medical School,

on which understanding alone cards of attendance are granted.

EXTRA CHARGES.
Students are now supplied with chemicals and materials

to work with in the courses of Chemistry and Physiology

without extra charge, but there are certain instruments and
materials required during the course of study, as follows, viz.

:

* Students who have commenced the study of the Frofepsion otherwise than by attendance at

a Medical School, will be considered to be first year's Sttirlents on joining the Medical School, as

the time previously spent does not count until three years' Ijcclures have been attended, but a
deduction from the Perpetual Kee will be allowed in such (*»''«.

Note.—Cheques may be made payable to the Medical Secretary, and crossed " London and
County Bank, Lambeth."
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Those attending the Class of Practical Physiology in the

summer must provide themselves with Microscopes.

Students Dissecting pay for the parts they dissect at fixed

rates, which are notified in the Library.

Each Clinical Clerk must provide himself with a Stetho-

scope and Kegistering Clinical Thermometer. Each Dresser

is required to have a Eegistering Clinical Thermometer, a

Pocket Case of Instruments, and a Case of Silver Catheters.

The fee for Practical Pharmacy is not included in the

Perpetual fee, as many Students have received instruction in

it before joining a Medical School; but instruction in

Pharmacy and Pharmaceutical Manipulation, to meet the

requirements of the Examining Board in England, and
of the Society of Apothecaries, is given in the Dispensary
of the Hospital by the Apothecary, Mr. S. Plowman. The
fee for this course is 5 Guineas for three months. Applica-

tion to be made to the Medical Secretary.

The different Courses of Lectures, or the Hospital Practice,
may also be attended separately on the following terms,
which entitle to Certificates for such Attendances.
For the Medical and Surgical Practice, including Clinical Lectures and the

Special Departments.
Twelve months £40
Perpetual £55

Three months £15
Six ditto £26
Nine ditto £35
Dental Practice, 1 year 2 Gs., Perpetual 3 Gs.
Midwifery Practice, 5 Gs. Ophthalmic Practice, 2 Gs.

For Lectures and Demonstrations. 1 Course. Perpetual.

Medicine, Surgery, Physiology, Anatomy, Chemistry each 7 Gs. ..10 Gs.
Midwifery 5 „ .. G „
Materia Medica, Botany, Physics, Forensic Medicine,"!

^ ^

Pathological Anaty., and Comparative Anaty. each/ " " "

Mental Diseases, Diseases of the Eye, Public Health each 2 „ .. 3 „
* Practical Chemistry, Practical Surgery, Practical^

Physiology, Pathological Anatomy including the > 6 „ —
Practical Course each J

Dissections, three months 4 Gs., six months 6 Gs., Perpetual 10 Gs.
Operative Surgery.—A voluntary class will be formed by Messrs. Clutton
and Pitts during the Summer, and at other convenient times, for Gentle-
men who wish to prepare for the Fellowship or other Examinations. This
course will not include Operations on the Eye-ball. Fee, £5 58.

Operative Surgery of the Eye.—A voluntary class wUl be formed by Mr.
Lawford during the Summer. Fee, £2 2s.

Advanced Anatomy.—Voluntary classes for the M.B. Examinations of
Oxford and Cambridge and for the Fellowship of the Eoyal College of
Surgeons will be formed by the Lecturers on Anatomy, commencing in

the months of February and September. Fee, £6 6s.

Laryngology.—A special course is given by Dr. Semon during the Winter
Session. Fee for Gentlemen, not Students of the Hospital, 3 Gs.

Special Courses of Obstetric Demonstrations are given by Dr. Coky throughout
the year. Fee, £3 3s.

Public Health and Sanitary Science.—Lectures are open to Gentlemen, not
Students of the Hospital, and instruction will be given specially to Candi-
dates for Certificates and Examinations in Sanitary Science and Hygiene.

* These amounts do not include the extra charges in the Practical Courses for Materials,
Instruments, &c.
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UNIVERSITY OF LONDON.
PRELIMINARY SCIENTIFIC AND INTERMEDIATE M.B. CLASSES.

PRELIMINARY SCIENTIFIC EXAMINATION.
Special Classes in the subjects required for the Preliminary

Scientific Examination at the University of London, will be

held from October to July, and Students joining the Classes

are allowed to attend the Courses of Lectures on Chemistry

in the Winter, and on Botany and Comparative Anatomy in

the Summer. (See p. 21.)

Botany. A. W. Bennett, M.A
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Fee to Students of the Hospital inclusive of
Organic Analysis and Chemicals* Nine Ouineaa,

To others ditto Twelve Guineas.
Fee for any Single Subject Three Guineas.

Subsequent Courses, half Fee (except Chemicals, for which full fee is charged).
* Instruction and Practice in Organic Analysis is eseential for tliia Examination.

N.B.—Private Classes are held for the Final M.B. Examination.

SCHOLARSHIPS, PRIZES, APPOINTMENTS,
AND HONORARY DISTINCTIONS.

OPEN SCHOLARSHIPS IN NATURAL SCIENCE.
As an inducement to the study of Natural Science before the commence-

ment of the strictly Medical Course, two Scholarships, of the value of 125
Guineas and £60 respectively, are awarded annually, after an examination in

Physics,Chemistry, and either Botany or Zoology, at the option of Candidates.
The Examinations for these Scholarshijjs will be held on September 26th,

27th, and 28th, 1888, the subjects being the same as those for honours in the
Preliminary Scientific Examination of the London University, viz. : Botany,
Zoology, Inorganic Chemistry (including Practical Chemistry), and Physics
or Natural Philosophy. These Scholarships are open to all Students who
have passed a recognised Preliminary Examination in Arts, and have not
yet attended Lectures on Anatomy and Physiology of the first year, without
any condition as to their becoming Students of the Hospital, except in the
case of successful Candidates, who must enter at once as Perpetual Pupils.

Chemistry and Physics are compulsory subjects for this Examination,
and Candidates must take up one of the other subjects at their option.

The Examination will be conducted by means of written papers and
practical work. The names of Competitors with Certificate of Preliminary
Examination must be sent to the Secretary not later than September 24:th.

THE WILLIAM TITE SCHOLARSHIP.
This Scholarship, founded by the late Sir W. Tite, C.B., M.P., F.R.S.,

is endowed with £1,000 Consols, the Interest on which, about £27 10s., is

awarded each year to the Student placed highest in the 1st Class List in

the examinations at the end of the first Winter Session. Preference, in case

of equality between Students, is to be given to the son of a medical man,
and more particularly of one who has been educated at St. Thomas's
Hospital or is in Practice in Bath,

THE MUSGROVE SCHOLARSHIP.
This Scholarship, founded by Sir John Musgrove, Bart., the late

President of the Hospital, is endowed with £1,400 Consols, the Interest
on which, about £38 10s., is awarded biennially to the Student who shall

take the highest place in the 1st Class List in the examinations at the
end of the Second Winter Session. It is tenable for two years, provided
the holder obtains a place in the 1st Class in the Examinations at the end
of the third winter.

THE PEACOCK SCHOLARSHIP.
This Scholarship, founded by the will of the late Dr. Thomas Bevill

Peacock, for many years Physician, and at the time of his death Consulting
Physician to St. Thomas's Hospital, is of the same value as the Musgrove
Scholarship is awarded and held upon the same terms ; and is given every
second year in alternation with that Scholarship.

Gentlemen ohtaining these Scholarships are not prechidedfrom receiving

any of the Prizes awarded at the subsequent ijcriodical examinations.



29

PRIZES.
The following Scholarships, Prizes, and Medals, will be offered for Com-

petition during the year 1888-1889 :

—

TWO OPEN SCHOLARSHIPS IN NATURAL SCIENCE of the

value of 125 Guineas and £60 respectively, at Entrance.

At the End of First Year.
Winter.

1st. .. The William Tite Scholarship £27 10s.

2nd. .. College Prize £20.

3rd. .. Ditto £10.

Summer.
1st. .. College Prize £15.

2nd. .. Ditto £10.

Second Year.
Winter.

1st. .. The Musgrove Scholarship £38 10s.

2nd. .. Colle2;e Prize £20.

3rd. .. Ditto £10.

Summer.
1st. .. College Prize £15.

2nd. ,. Ditto £10.

Third Year.
Winter.

Second Tenure of The Peacock Scholarship (if

holder obtains 1st Class in this examination) £38 10s.

1st. .. College Prize £20.

2nd. .. Ditto £15.

3rd. .. Ditto £10.

Summer.
1st. .. College Prize £15.

2nd. .. Ditto £10.

Students of each year are classed according to their respective merits in the

examinations, and those in the first class in each year receive Certificates

of Honour, and a preference in the selection for Hospital Appointments.

Free Scholarships are given to distinguished Pupils of Merchant
Taylors' and City of London Schools, and Epsom College.

In addition there are awarded

—

The CHESELDEN MEDAL, Annually.

The mead MEDAL, do.

The SOLLY MEDAL and PEIZE, Biennially.

The GRAINGER TESTIMONIAL PRIZE, Annually.

The TREASURER'S GOLD MEDAL, do.

The Cheselden Medal, founded by the late George Vaughan, Esq.,

is annually awarded to the Fourth Year's Student who most distinguishes

himself in respect of a Special Practical Examination in Surgery and
Surgical Anatomy.
The Mead Medal, founded by Mr. and Mrs. Newman Smith, is

awarded annually, to a Fourth Year's Student, in respect of a Special

Practical Examination in Medicine, Pathology and Hygiene.

Competitors for either of these Medals must have been Students of

St. Thomas's for at least two out of the four Winter Sessions.

The Solly Medal, together with a Prize in Money, will be awarded
biennially. Those Students are eligible to compete who shall be of from
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three to six years' standing. The award is made for the best series of

Eeports of Surgical cases coming under the Student's personal observation

in the Wards, not, however, to exceed ten in number. Preference is given,

merit in other respects being equal, to Eeports illustrated by the author's

drawings, and short Clinical Eemarks must accompany each Eeport. The
next award will be made at the end of 1889-90, papers to be sent in before

April 1st, 1890.

The Grainger Testimonial Prize, of the value of Fifteen Pounds, is

awarded annually to the Student who shall have completed his third year

of study at St. Thomas's Hospital, and not have exceeded his sixth year,

for the best Anatomical or Physiological Essay devoted to the explanation

of preparations and dissections illustrative of the subject. The successful

Essay and the accompanying Preparations and Dissections will become the

property of the Medical School. A small sum is provided annually to

reimburse unsuccessful competitors for any expense which they may have
incurred in the preparation of suitable illustrations. When such compen-
sation is allowed, the Preparations and Dissections become the property of

the Medical School. Subject to the approval of the School Committee,
candidates may select their own tojDics ; otherwise, the following two are

given for selection :—1. A series of Preparations and Dissections illustrating

the Anatomy of the Male and Female Bladder ; Prostate ; Uterus ; Ovaries

;

Female Urethra ; Prostatic, Membranous and Bulbous portions of the Male
Urethra, accompanied by a description of the parts exposed in the specimens.

2. The Sub-Maxillary Gland, showing dissections of the gland in situ with
its nerve connections, and by microscopical preparations the ultimate dis-

tribution of the nerves. Papers to be sent in before October 1st, 1889.

The Treasurer's Gold Medal for General Proficiency and Good
Conduct, is awarded at the end of the 4th Winter Session to the Student

who has passed through his pupilage in St. Thomas's Hospital in the most
meritorious manner.

APPOINTMENTS.
AEesident Assistant Physician and aEEsiDENT Assistant Surgeon,

at a salary of £100 per annum each, are from time to time appointed.

The appointments are annual, but the teuure of office may be renewed
for a term not exceeding three years.

Two Eesident and One Non-Eesident House Physicians, an Assist-

ant House Physician, Two House Surgeons, Two Assistant Housk
Surgeons, and a Eesident Accoucheur, are selected every three months
from Gentlemen who have obtained their professional diplomas ; they hold

office for three or six months. One House Physician, the Assistant House
Physician, and the Assistant House Surgeons, are non-resident, but the

other Officers, together with the Dressers, are provided with Eooms and
Commons during their period of attendance in the Hospital, free of expense.

Two Ophthalmic Clinical Assistants, chosen from Qualified Students

who have worked satisfactorily in theOphthalmic Department, are appointed

for six months, one of whom receives a Salary at the rate of £50 per

annum, and the other is provided with Commons.
Clinical Assistants in the Special Departments for Diseases of the

Skin, Throat, and Ear, are appointed every three months from Students

who have served as Clinical Clerks or Dressers in those Departments.

Assistants to the Teachers of Practical and Manipulative Surgery are

appointed for the Winter and Summer Sessions.

Clinical Clerks, and Dressers, to In-Patients are selected to the

number of at least 100 each year. They are chosen from amongst the

most eligible pupils. Clinical Clerks, and Dressers, for the Out-

patients are also appointed to the number of at least 80 to 100 each year.

All Students have the opportunity afforded them of being engaged in
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the performance of practical duties in connection with the Medical, Surgical,

Obstetrical, Ophthalmic, and rathological Departments of the Hospital.

Two Hospital, Kegistrars, at an anni;al Salary of £100 each, are

appointed in each year. They are eligible for annual re-appointment, but
may not hold office for more than five years. Preference will be given to

Gentlemen who have been distinguished for merit, and have completed
their studies in the School. The payment of the Registrars is subject to

the presentation of a Report upon the Practice of the Hospital, and to

such Report being regarded as satisfactory by the Medical Officers to

whom it shall have been referred.

Two OR MORE Students are selected from those who have completed
their Second Winter Session, to act as Assistants in the Physiological

Laboratory. They receive Certificates of Honour according to merit.

Prosectors are appointed in the early part of the Winter Session, and
Certificates of Honour are awarded to the best Dissectors.

Students are likewise appointed to act as Assistants to the Demon-
strators of Pathological Anatomy in the Post-mortem Room.

Students who have attended a course of Lectures on Midwifery may
enter their names as Obstetric Clerks and will be appointed in rotation.

Each Clerk holds office for a fortnight, and Certificates of Honour are awarded
to those Gentlemen who have satisfactorily attended Sixty Maternity cases.

Students have access, with the permission of the Officers under whose
superintendence they are placed, to the Museums of Human and Com-
parative Anatomy and Pathology—of Materia Medica—of Botany—and of

Chemistry and Mineralogy—and to the Laboratories of Practical Physiology
and Practical Chemistry ; also, by special permission, to Dr. Stone's collec-

tion of Physical apparatus ; and to the Library, which contains a large

collection of works of reference and modern test-books.

REGULATIONS for the EXAMINATION AND CLASSIFICATION
OF THE STUDENTS.

1. Inaccordance with the Regulations of the Qualifying Bodies, Students will
be required to attend the Class Examinations in tlie subjects for which they have
to be certified, and show by their answers to the questions that they have paid
proper attention to the Lectures, otherwise their Scliedules cannot be signed.

2. There shall be held at least two Examinations in each "Winter and one
in each Summer Session in each subject on whicli attendance is required
during that Session, and the marks obtained in these Examinations shall

be the basis for the Classification of Students and the Award of Prizes for

each Session respectively. Provided that any extra Examination in the
course of the Session, in any subject, be not allowed to interfere with the
ordinary Lectures in other subjects.

3. The number of marks allotted to each subject in the following Schedule is

not to be exceeded in case the number of Examinations held during the Session
be more than two, but must be distributed amongst the several Examinations.

1st YEARS SUBJECTS.
WiNTEB Anatomy . .

Practical Anatomy
Physiology . .

Chemistry . .

Total .

600
200
600
600

2000

SoMMEE . Practical Chemistry . 300
Materia Medica . . . 300
Botany 150
Practical Physiology . 300

Total . . . 1050

2nd YEAR'S SUBJECTS.

WmiES , Anatomy .... 600
Practical Anatomy . . 200

2nd Year's Subjects—continued.
Physiology .... 600

Total. . 1400

Sdmmeb . Midwifery .... 500
Comparative Anatomy . lOO
Practical Surgery . . loO

Total 700

3rd YEAR'S SUBJECTS.
WlXTEB . Medicine 650

Surgery 650
Practical Surgery . . 200

Total . . . 1500

Summer . Forensic Medicine . . 250
Pathological Anatomy . . . 350

Total ... 600
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4. All Students who have obtained at least one-third of the total number
of marks in each subject, and not less than two-lhirds of the total number
allotted to all the subjects collectively, shall be placed in the 1st Class.

Those who have obtained one-third of the total number of marks allotted

to all the subjects collectively shall be placed in the 2nd Class.

The names of those who do not obtain either a Ist or 2nd Class position

will not be published, but a General List showing the exact position

of each Student at every Examination shall be kept by the Secretary,

from whom any Student can learn his own position, but no Lecturer

shall make known to Students the number of marks obtained by any
Student in any subject.

5. The Prizes shall be awarded to the Students holding the Ist, 2nd, and
3rd positions in the 1st Class of each Winter Session, and to those holding

the Ist and 2nd positions of the Ist Class in each Summer Session.

6. The number of marks allotted to the Examinations for the Mead and
Cheselden Medals shall be 600 each.

7. In awarding the Treasurer's Medal the number of marks obtained at

the Ses^^ioual Examinations and in the Mead and Cheselden Examinations
shall be counted, provided that, as regards the Examination for the Medals
two-tliirds of the maximum marks be obtained, but those obtained in the

Entrance Scholarship Competition shall not be included.

8. The Authorities reserve the right of withholding any Prize, if no
competitor of sufficient merit presents himself.

SUMMER SESSION, 1887.

FIRST YEAR'S STUDENTS.
A Tr TkT • 7 f College Prize, £15,
A. KiTiG, Norwich

\ and Certificate of Honour.

H.B....., Belfast
{ "^^Sc^^Ltfof'konour.

Ij. G. ScvvAMOEF, Lewisham Certificate of Honour.

W. F. Umney, S'7/denftam Certificate of Honour.

B. F. Sheareb, Bradford, Yorlis Certificate of Honour.

T. H. Kellock, Totoes Certificate of Honour.

A. Banks, 0.'aj>feam Certificate of Honour.

SECOND YEAR'S STUDENTS.
._„„/•!, / College Prize, £15,
A. F. Stabb, J(/-racom6e ( and Certificate of Honour.
„ „ „ T, . ,„. / College Prize, £10,
U.S.CoovEii,Bnrjhtlmgsea | aiul Certificate of Honour.

THIRD YEAR'S STUDENTS.

n. G. TvRSEY, Camberwell Grove { ^^^^aiffSSkte If Honour.

E. A. UOBKUTS, Birmingham {
^°^^

and cScatc of Honour.
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WINTER SESSION, 1887-88.
ENTRANCE SCIENCE SCHOLARSHIPS.

J. E, Harris, Lavender Bill

W. B. WiNSToy, Oxford Gardens |

( Scholarship, 125 Gs.,

\ and Certificate of Honour.
Scholarship, £60,

and Certificate of Honour.

FIRST YEAR'S STUDENTS.

J. H. FiSHEH, Exeter ,

A. Banks, Clapham

crrC. S. "Wallace, Haslemere ... .

^ \G. S. Jaffe, Westbourne Terracs .

c"|W. A. BowRixG, Kingston Hill

^ \W. B. WixsTON, Oxford Gardens.
W. L. Waintvrtght, Weybridge...
W. Potter, York
W. P. Purvis, Greenwich
F. 0. GrjlST, Croydon
J. E. Harris, Lavender Hill ... .

B. G. Heather, Brocldey
T.^X. Kicks, Brixton
P. C. Gabbett, Lower Norwood ... .

(The Wm. Tite Scholarship,
£30,

I
and Certificate of Honour.

jCollege Prize, £20,
\ and Certificate of Honour.

^College Prize, £10,
and Certificate of

Certificate of

Certificate of

Certificate of

Certificate of

Certificate of

Certificate of

Certificate of

Certificate of

Certificate of

Certificate of

Honour.
Honour.
Honour.
Honour.
Honour.
Honour.
Honour.
Honour.
Honour.
Honour.
Honour.

SECOND
C. P. LoTELL, Hyde Park

W. F. UsiSEY, Sydenham

H.BzRDKJf, Selfant

T. H. Kellock, Toines

A. ls.iSG, Xoricich

E. T. "Whitehead, Battersea

D. F. Shearer, Bradford, York..

YEAR'S STUDENTS.
("The Peacock Scholarship,
\ 40 Gs., and Certificate of Honour.
jCollege Prize, £20,
\ and Certificate of Honour.
fCoUege Prize, £10,
\ and Certificate of Honour.

Certificate of Honour.
Certificate of Honour.
Certificate of Honour.
Certificate of Honour.

THIRD YEAR'S STUDENTS.

A. F. StABB, Hfracombe

S. G. Tolleb, Notting Hill

"W. G. G. Stokes, Cambridge ...

T. "W. L.V3IEERT, Cottingham
G. S. S. Smith, Lagos
C. F. Harford- Battersby, Chelsea

12nd Tenure of the Musgrove
Scholarship, with

College Prize, £20,
and Certificate of Honour.

^College Prize, iil5,
'\ and Certificate of Honour.
(College Prize, £10,
\ and Certificate of Honour.

Certificate of Honour.
Certificate of Honour.
Certiiicate of Honour.

PROSECTORS.
J. E. F. A>rDRE, West Kensingfon Parle

H. BviwEy, Belfast

T. H. Kellock, Totnes

W. F. Umney, Sydenham ,..

E. T. Whitehead, i?a«e;sea

Certificate of Honour.
Certificate of Honour.
Certificate of Honour.
Certificate of Honour.
Certificate of Honour.

C
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ASSISTANTS IN PHYSIOLOGICAL LABORATORY.
C. R. Box, Canibencell Certiflcate of Honour.
T. A.. DvKES, Croydon Certificate of Honour.
J. C. hovnD, Sydenham Hill Certificate of Honour.
A. M. Wilson, Cope Town Certificate of Honour.

SOLLY MEDAL AND PRIZE.
C.H.James Medal and Prize, £20.

PRACTICAL MEDICINE.
TT „ _, / The Mead Medal, founded by
M. Ix. luRNEY •^ Mr. and Mrs. Newman Smith.

^q It 'p^'CowS^^^*^^ I Special Mention and Certificates

Ip.'o: Thomas V." Z .':: Z Z Z )

ofHouoiur.

SURGERY AND SURGICAL ANATOMY.
(
The Cheselden Medal,

F.C.Abbott | founded by the late George

I
Vaughan, Esq.

^ ("A. N. Boycott j Special Mention and Certificates
^' (^H. H. HuLBERT / of Honour.

RESIDENT ACCOUCHEURS.
E.Solly Certificate of Honour.
W.A.Bond Certificate of Honour.
H.J.Smyth Certificate of Honour.
J. D. Ballance Certificate of Honour.

HOUSE PHYSICIANS.
H.P.Hawkins \ Certificate of Honour.
H. J. Macevoy I Certificate of Honour.
W. W. Ord V Certificate of Honour.
E. HoBHODSE

I
Certificate of Honour.

K.Nairn J Certificate of Honour.
H.J.Smyth

j j

Certificate of Honour.
R.Nairn jNon-Kesidentj Certificate of Honour.
J.T.Calvert

) |
Certificate of Honour.

ASSISTANT HOUSE PHYSICIANS.
H. A. Sansom Certificate of Honour.
H. T. BcLSTRODE Certificate of Honour.
S.B.Cook Certificate of Honour.

HOUSE SURGEONS.
H.S.Jones Certiflcate of Honour.
J. H. Tonking Certificate of Honour.
E. C. Stabb Certificate of Honour.
L. A. BiDWELL Certificate of Honour.

ASSISTANT HOUSE SURGEONS.
L. A. BiDWELL Certificate of Honour.
W. F. Brook Certificate of Honour.
J.T.Calvert Certificate of Honour.
W. W. Ord Certificate of Honour.
F. Fawssett Certificate of Honour.
E.Solly Certificate of Honour.
C.Brown Certificate of Honour.
11. V. Solly Certificate of Honour.

FOR GENERAL PROFICIENCY AND GOOD CONDUCT.
„ „ . ( The Treasurer's Gold
F.C.Abbott

| Medal.
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THE FOLLOWING DISTINCTIONS HAVE BEEN OBTAINED
BY STUDENTS OF ST. THOMAS'S HOSPITAL DURING
THE PAST YEAR:—

At the Intermediate Examination in Medicine, University of London,
an Exhibition and Gold Medal in Anatomy and an Exhibition and Gold
Medal in Organic Chemistry by Mr. F. C. Abbott ; an Exhibition and
Gold Medal in Physiology by Mr. C. J. Martin.



36

THE MUSEUM OF HUMAN AND COMPARA-
TIVE ANATOMY AND PATHOLOGY.

Ourator.—^. G. Shattock, Esq., F.K.C.S.

Among the earliest contributors to this Museum were Mr. Cline, Sir

A. CooPEB, Mr. Tbavers, and Mr. Tyebell.

The Printed Catalogue of the Museum consists of three octavo volumes

:

in the first volume, edited by Mr. John F. South, are described the pre-

parations of Healthy Human, Microscopical, and Comparative Anatomy
;

and the 2nd and 3rd volumes, edited by Mr. Sydney Jones, contain

descriptions of the specimens illustrative of Pathological Anatomy.

The COLLECTION of HUMAN ANATOMY consists of a Physio-

logical and a Pathological Department : the former contains, besides

wax models and casts, a large number of dissected Preparations, illus-

trating the Organs of Locomotion and Sense ; the Nervous System ; the

Digestive, Kespiratory, and Urinary Apparatus ; the Vascular System,

the Organs of EeiDroduction, and the tissues.

The Pathological Division is very rich, containing above 4000
Specimens, arranged in thirty-seven Sections, as follows :

—

Injuries of Bone : Fractures.
Injuries of Joints : Liislocations.

Diseases of Bone.
Diseases of Joints.

Diseases of the Spinal Column.
Injuries and Diseases of the Muscular

System.
Injuries and Diseases of the Eye.
Injuries and Diseases of the Ear.
Injuries and Diseases of the Noee,

Antrum, &c.

Injuries and Diseases of the Skin and
Subcutaneous Cellular Tissue.

Injuries of the Skull.

Injuries of the Spine.

Lijuries and Diseases of the Nervous
System.

Injuries and Diseases of Mouth, Fauces,
Pharynx, and the CEsophagus.

Injuries and Diseases of the Stomach.
Injuries and Diseases of the Intestines
and Peritoneum.

Intussusception, Internal Strangulation,
and Hernia.

Injuries and Diseases of the Liver.
Diseases of the Pancreas and Salivary

Glands.
Injuries and Diseases of the Spleen.

Diseases of Thyroid, Thymus, and
Suprarenal Capsules.

SECT.

W. Injuries and Diseases of the Respi-
ratory Apparatus.

X. Injuries and Diseases of the Heart
and Pericardium.

Y. Injuries and Diseases of Arteries and
Veins.

Z. Diseases of Lymphatic and Lacteal
Vessels and Glands.

AA. Injuries and Diseases of the Kidneys,
and Ureters.

BB. Injuries and Diseases of the Bladder.
CC. Diseases of the Prostate Gland and

Vesiculaj Seminales, Urinary and
Prostatic Calculi.

DD. Injuries and Diseases of the Penis
and Urethra.

EE. Injuries and Diseases of the Testicles
and Scrotum.

FF. Diseases of the Ovaries and Fallopian
Tubes.

GO. Injuries and Diseases of the Uterus,
Vagina, and external organs,

nil. Diseases and displacements of the
Ovum,

ir. Diseases of the Breast.
KK. Tumours and other allied Morbid

Growths.
LL. Malformations.
MM. Wax Models and Casts.

Bones, Joints, &c.—Amongst the specimens illustrating Injuries of

Bones and Joints, are nearly all those described and figured in Sir A.
Cooper's Treatise on ' Dislocations and Fractures of the Joints,' and in

CooiKjr's and Travcrs's ' Surgical Essays.'
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This section has been enriched by Sir William MacCormac, who
presented numerous specimens of gunshot injuries, fractures, &c., obtained

from cases under his care during the Franco-German War (1870).

Sir A. Cooper's preparations, illustrating repair after fracture, are

contained in this Section.

Eye.—This Section has been arranged by Mr. Dixon, and contains

specimens described and figured by Sir A. Cooper, Mr. Travers, and

Mr. Saunders.

Skin.—Several Tumours are contained in this Section, as well as,

amongst others, the horn, ten inches in length, removed from a man's

forehead by Sir A. Cooper.

Head, Spine, Nervous System.—Showing all kinds of Injuries to the

Skull ; Spinal Injuries, which have been subjected to operation by Cline,

Tyrrell, and South, as well as every variety, frequent and rare, of disease

of the Nervous System.

Intestines and Peritoneum.—Travers's Preparations, illustrating

* The Process of Nature in repairing Injuries of the Intestines,' are

contained in this Section.

Hernia.—This Section contains nearly all the Preparations figured

and described in * Cooper's Hernia.' Besides the more common varieties

of Hernia, there are Specimens of Mesenteric, Mesocolic, Vesical,

Thyroideal, Ischiatic, Perineal, and Phrenic Hernia.

Liver.—Besides every variety of Hepatic Disease, this Section contains

a large number of Biliary Calculi, many of which have been presented by
Dr. Ord. Some specimens of Actinomycosis are also contained in it.

Eespiratory and Vascular Systems.—Amongst these Preparations

are two Specimens, showing ligature of the Abdominal Aorta ; one of

them the case of Sir A. Cooper ; the other that of Mr. John F. South.

There are also Specimens of spontaneous obliteration of the Aorta.

The Preparations illustrative of Travers's experiments on Arteries

and Veins are in the collection.

There are also very interesting Specimens of Diseased Heart, described

by Dr. Wells and Dr. EUiotson.

Kidneys.—Described and arranged by Mr. Simon.

Urinary Calculi.—250 in number—analysed by Mr. Heisch and

Dr. Bernays.

Testes.—Most of the preparations figured in Sir A. Cooper's work
* On the Testis,' are contained in this Section.



38

Malformations.—lliis Section contain3 Specimens of Spina Bifida,

Acephalous and double monsters, Ectopia Cordis, Malformations of the

Heart, Urinary, and Generative Organs. Most of them have been

elaborately described by Mr. R. D. Grainger, and the malformations of the

heart are referred to by Dr. Farre and Dr. Peacock in their works. There

are also very interesting specimens of malformation described by Dr.

Bristowe, Mr. Le Gros Clark, and Mr. Sydney Jones.

The Museum contains a considerable number of valuable Ethnological

Specimens.

The Collection of Comparative Anatomy comprises about 700

Preparations, some of them very rare and valuable.

A large number of these Specimens were made by Sir A. Cooper, to

illustrate his Lectures, when Professor of Comparative Anatomy to the

Eoyal College of Surgeons.

The Cabinets of Microscopical Anatomy, which are under the

charge of the Demonstrator of Practical Physiology, contain upwards of

2,000 injected and other Specimens of normal and morbid Histology, para-

sites, urinary deposits, &c. These include the Preparations made by
Mr. Rainey, to illustrate the Histological Course of Lectures ; and others

described by him in Papers published in the Philosophical, Medico-

Chirurgical, and Microscopical Transactions, and in various scientific works.

This collection has been considerably enlarged by the addition of a series

of specimens presented by Dr. A eland, which includes the chief forms of

micro-organisms found in diseased tissues, as well as specimens illustrating

the development of the Chick. The specimens are available for use by

students who wish to examine them, subject to such regulations as may
be deemed necessary.

The Materia Medica Museum contains a complete collection of all

the chemicals and organic substances included in the British Pharmacopoeia

of 1885 ; all these are named and numbered.

A second collection of all the chief medicinal substances is placed in

drawers, so as to be available for the use of students.

A large and very fine collection of dried medicinal plants, named accord-

ing to the latest nomenclature, is displayed on the walls of the Museum,

The Museum is under the conjoint superintendence of Dr. Stone and

Mr. Shattock.

The Collection of Chemistry and Mineralogy is under the

Superintendence of Dr. Bernays, who presented the larger part of the

Sfxjcimens contained in it. It is displayed with the Collection of

Materia Medica.
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MEDICAL AND PHYSICAL SOCIETY.

President, 1888-89.

Dr. W. B. Hadden.

Vice-Presiden ts.

The Physicians.

The Surgeons.

The Assist.-Phtsicians.

The Assist.-Surgeonb.

Dr. Bernays.

Dr. a. Carpenter.

Dr. Cranstoun Charles.

W. Edmunds, Esq.

Dr. Kilner.

S. Plowman, Esq.

Dr. Eayner.

K. W. Eeid, Esq.

G. Kendle, Esq.

S. G. Shattock, Esq.

Dr. Sherrington.

Dr. Seymour Taylor.

C. E. Truman, Esq.

Eon. Secretaries.

F. C. Abbott. E. E. Ware.

Committee.

E. Solly.

F. Fawssett.

C. H. James.

H. G. Turney.

S. G. Toller.

J. W. Mactavisu.

H. Burden.

J. E. F. Andre.

C. S. Wallace.
W. L. Wainwrigut.

This Society was originated in the early part of the present century by

students of the Hospital, and has for its object the reading and discussion

of papers on Medicine, Surgery, and subjects of General Interest, the

narration of cases, and the exhibition of specimens of Physiological and

Pathological interest. The Meetings are held in the Library on alternate

Thursdays at 8.30 p.m., and terminate not later than 10 p.m.

The soiree, to which past and present students are invited, will be

held in May or June, in the Grand Entrance Hall and Corridor ot the

Hospital.

Further information can be obtained of the Hon. Secretaries.
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ST. THOMAS'S HOSPITAL REPORTS.

VOL. XVIL, NEW SERIES,

EDITED BY

GEOEGE GULLIVER, M.A., M.B. Oxox., and

H. H. CLUTTOX, M.A. Cantab., F.E.G.S.,

WiU be Pvblished immediately.

It will contain contributions from Members of tbe Staff and

others, together with the Statistical Reports of the Hospital,

by the Medical and Surgical Registrars, to December Slst,

1887.

The New Series commenced in 1870, and complete Sets

may still be had.

Intending Subscribers are requested to communicate with

Mr. G. Rendle, the Secretary of the Medical School, at the

Hospital, to whom P.O. Orders on the Westminster Bridge Office

are to be made payable.

PRICE OF THE VOLUME (including Postage or delivery):—

To Subscribers in Great Britain and Countries within

the Postal Union .. .. .. .. .. 6s. Od.

To Non-Subscribers do. do. .. ,. Is. 6d.
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All Saints.

Twenty-third Sunday after Trinity.

[Surgical Registrarships.

Notice— 30tli, last day fur applications for Medical and
Last day for applications for House Offices, &c.*

Prince of Wales born, 1841.

Twenty-fourth Sunday after Trinity.

Meeting to appoint House Officers, &c.

Last day for Certs, for M.D. and M.S. Exams., Univ.
[Lend.

Twenty-fifth Sunday after Trinity.

Last day for Certs, fur B.S. Exam., Univ. Lond.

Univ. Lond. M.B. Pass list published.

Univ. Lond. M.B. Honours Exam.

Twenty-sixth Sunday after Trinity.

Saint Andrew. Last day for applications fu- Medical

[and Surgical Registrarships.

Examinations for the Fellowship of the Boyal College of Surgeons of England

held this month.
* Applications for these appointments to he made to the Medical Secretary, by

letter, stating the Candiditte's qualifications, the offices which he has previously

held in the llosyitnl, and the number of Maternity Cases attended.
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Advent Sunday.
Univ. Lond. M.D. and M.S. Exam. [B.S. Exam.
House Officers, &c., commence duty. Univ. Lond
Last day for applications for Clinical Clerkships and

[Drosserships.

Second Sunday in Advent.
Univ. London Public Health Exam.

Meeting to appoint Clinical Clerks and Dressers.

Univ. Loud. M.D. List published. Last day for Certs,

[for Matriculation Univ. Lond.

Third Sunday in Advent.

1st Sessional Examination commences.

Saint Thomas. Last day for Notice for Prel. Sci.

[(M.B.) Exam. Univ. Lond.

Fourth Sunday in Advent.

Christmas Day.
Saint Stephen.

Saint John.
Holy Innocents.

First Sunday after Christmas.

University of Cambridge Fiist, Second, and Third M.B. Examinations are held

this month.

Preliminary Examination in Arts of the Society of Apothecaries held this month.
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MAY, 1889.

St. Philip and St. James. Summer Session commences.
[Last day for applications for House Of&ces, &c.*

Second Sunday after Easter.

Meeting to appoint House Officers, &c.

Third Sunday after Easter. First Stone of St. Thomas's
[New Hospital laid by H.M. the Queen, 1868.

Last day for Certs, for Matric. Univ. Lond.

Fourth Sunday after Easter.

Queen Victoria born, 1819.

Fifth Sunday after Easter. Eogation Sunday.

Ascension Day. Holy Thursday.

Examinations for the Fellowship of the Boyal College of Surgeons of England
and Univ. Camh, Tliird M.B. Exam, held this month.

* Applications for these appointments to he made to the Medical Secretary, hy

letter, stating the Candidate's qualifications, the offices tchich he has previoudy

held in the Uospitul, and the number of Maternity Cases attended.
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JUNE, 1889.



JULY, 1889.



AUGUST, 1889.



SEPTEMBER, 1889.
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Eleventh Sunday after Trinity.

Hotise Ofificers, &c., commence duty. [Dresserships.

Last day for applications for Clinical Clerkships and

Twelfth Sunday after Trinity.

Thirteenth Sunday after Trinity.

Meeting to appoint Clinical Clerks and Dressers.

St. Matthew.

Fourteenth Sunday after Trinity.

Fifteenth Sunday after Trinity. Michaelmas Day,
Last day for Essay for Grainger Prize.

Preliminary Examination in Arts of the Society of Apothecaries held this month.

The Hospital Entrance Science Scholarships Examination takes place during
the last week of this month.
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LIST OF STUDENTS
WHO HAVE OBTAINED

poimurs in tlje Annual ^^iimiiiatioits-

w refers to Winter and a to Summer Session.

Tlie Addresses are those given at the time of Entry.

Abbott (F. C), Gorleston.
w 1884-5, 1st Year Student, 1st Entrance

Science Scholarship. The Wm.
Tite Scholarship.

B 1885. 1st Year Student, Ist Coll. Prize.

w 1885-6. 2nd Year Student, The Peacock
Scholarship.

w 1886-7. 3rd Year Student, 2nd tenure ' f

Peacock Scholarship with 1st

College Prize,

w 1887-8. 4th Year Student, The Cheseldcn
Medal

;

Treasurer's Gold Medal.

AcLAND (T. D.),* Oxford.
w 1877-8. 3rd Year Physical Society's Prize.

Paper published in Hospital
Reports, Vol. VIII.

w 1878-9. 4th Year Student. The Mead
Medal.

Addy (B.), West Deeping, Lincoln-
shire.

1869. 1st Year Student, 1st College Prize
;

Physical Society's 1st Year's Prize.

1870. 2nd Y'ear Student, 1st Coll. Prize;

Physical Society's 2nd Year's
Prize.

1871. 3rd Y'ear Student, 1st Coll. Prize;
Prosector's Prize;

Treasurer's Gold Medal.

Allingham (W.),t Bermondscy.
1852. I)escriptive Anatomy, Hon. Cert.

;

Chemistry, Hon. Cert.

1853. Midwifery, Hon. Cert.

1854. Medicine, Hon. Cert.

;

Descriptive Anatomy, Prize;
Midwifery, Hon. Cert.

;

Physical Society's Essay, Prize

;

Surgery, Prize
;

Physiology, Hon. Cert.

1855. Medicine, Prize;
Descriptive Anatomy, Hon. Cert. ;

Physiology, Hon. Cert.

;

Clinical Medicine, President's Prize
;

Clinical Medicine, Treasurer's I'rize.

Anderson (W.),t Clapham, Surrey.
1865. 1st Year Student, 3rd Coll. Prize.

1866. 2nd Y'ear Student, 3rd Coll. Prize.

* Assistant Physician to, and Demon-
strator of Minute Pathology at St. Thomas's
Hospital. Assistant Pnysician, Brompton
Hospital.

t Late Surgical Tutor, Surgeon to Great
Northern Hospital, Surgeon to St. Mark's
Hospital.

J Assistant Surgeon to, and Joint Lec-
turer on Anatomy at, St. Thomas's Hospital.
Member of the Board of E.xamiiiers for the
Fellowship of the Koyal College of Surgeons

;

1867. 3rd Y'ear Student, 1st Coll. Prize;
Physical Society's 3rd Y'ear's Prize;
Cheselden Medal.

Armstrong (H. G.), Reading.
s 1872. 1st Year Student, Hon. Cert.
W1874. 3rd Year Student, 3rd Coll. Prize.

Atkinson (F. P.), Kew.
1S61. 1st Year Matriculation Examina-

tion—Classics and Mathematics,
Hon. Cert.

Atkinson (J.), Kirkby-Lonsdale.
1853. Chemistry, Hon. Cert.

AvELiNG (C. T.), Shacklewell.
1863. Matriculation Examin.ition

—

Phj-sics and Natural History,
1st College Prize

;

1st Year Student, 1st College Prize.
1864. 2nd Y'ear Student, 2nd College Prize.
1865. 3rd Year Student, 3rd College Prize.

Bailey (J. H. T.), Greenwicli.
1^43. Materia Medica, Hon. Cert.

Bain (J.)
1855. Midwifery, Hon. Cert.

Ballance (C. A.).§ Lower Clapton,
w 1M75-6. 1st Y'ear Student, Hon. Cert.
w 1876-7. 3rd Year Student. 3rd College

Prize, and Physical Society's 3rd
Y'ear's Prize

;

1880. The Solly Medal and Prize.

Banks (A.), Clapham.
w 1887-8. 1st Y'ear Student, 1st Coll. Prize.

Barker (F. R.), Aldershot.
w 1875. Prosector's Prize.

Baeeon (H. J.), Guilford Street,

Eusaell Square,
w 1877-8. 2nd Y'ear Student,Profeotor's Prize.

Barwell {R.).|| Norwich.
1347. Medicine, Hon. Cert. ;

Midwifery, Hon. Cert.
1848. Physical Society's Essay, Trea-

surer's Prize

;

Physiology i.ndAnatomy,Hon.Ceri:.,
Midwifeiy, Hon. Cert.

;

Dresser's Surg. Repts., Hon. C^rt.
1850. Clinical Medicine, Prize.

formerly Demonstrator of Anatomy, and
Surgical Registrar at St. Thomas's Hospital,
late Examiner in Anatomy, Royal ColleRe
of Physicians, Medical Officer to H.B.M.
Legation in Japan, and Jledical Director of
the .lapanese Naval Jlediail College, i'okio.

J Assistant Surgeon for Diseases of the
Ear, St. Thomas's Hospital. Assistant
Surgeon to the West London Hospital.
Late Surgical Registrar and Demonstrator
of An.itomy at St. Thomas's Hospital.

II
Surgeon to Charing Cross HospitaL
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Bateson (J. M.), Kiikby-Lonsdale.
1855. Clieinlstrv, Hon. Cert.

Battle (W. H.),* Hauwortli, Lin-

colnshire.
s l«'74. Hon. Cerf.

w 1875. 2n(J Year Student, 3rd College Mze.
\v 1876-7. 3rd Year Student, The First

Solly Medal and Prize.

Beal (P.), Plymouth.
1814. Chemistry, 2nd Prize.

Beardsley (A.), Shipley, Derby.
1843. Midwifery, 2nd Prize.

Bedford (R. J.),t Sleaford.
1858. Midwifery, Hon. Cert.

Benwell (H. D.), Greenwich.
1843. Chemistry, 2nd Prize.

1845. Physiology and Anatomy, Medal.

1847. Clinical Medical Reports, Prize;

Gen. Proficiency, Trea. Medal.

BELii (C. N.), Rochester.
1867. 3rd Year Student, 3rd Coll. Prize.

Bell (J. V.), Rochester.
1859. 1st Year Student, Treasurer's 2nd

Prize; Matriculation E.\amiiia-

tion—-Classics and Mathematics,
Hon. Cert.

1860. 2nd Year Student, Hon. Cert.

1861. 3rd Year Student, 3rd Coll. Prize.

Bernays (H. L.), Chatham.
w 1873. Prosector's Prize.

Bernays (A. V.), Great Stanmore.
s 1876. 1st Year Student, Hon. Cert.

w 1880-81. 3rd Year Student, 1st Coll. Prize.

Bickle (L. W.), St. Leonard's-ou-
Sea.

8 1878. Ist Year Student, 3rd Coll. Prize ;

8 1879. 2nd Year Student, 1st Coll. Prize.

BiDDLE (D.), Wotton-under-Edge.
1860. 1st Year Student, Trea. Prize ;

Matriculation Exam.— I*rize.

1861. 2nd Year Student, Hon. Cert.

1862. 3rd Year Student, Hon. Cert.

BiDWELL (H.), Ely.
w 1883-4. 4th Year Student, qualified for

Mead Medal.

BiDWELL (L. A.), Lee.
w 1885-6. 4th Year Siudent, qualified for

Cheselden Medal.

BiRTWELL (H. H.), Enfield, Lanca-
sliire.

1865. 3rd Year Student, Hon. Cert.

Black (J.), Kentish Town,
w in72. 2nd Year Student, Prosector's Prize.

Black (W. S.), Chesterfield, Derby.
1855. Midwifery, Hon. Cert.

;

Medicine, Hon. Cert.

Blackett (W. C), Durham.
1851. De.scrii>tivc Anatomy, Hon. Cert.

Blades fC. C).
1855. Midwifery, Hon. Cert.

Bone (W.), Camberwell.
1857. 1st Year Student, Trea. 1st Prize.

1^58. 2nd Year Student, Trea. 1st Prize.

* Assistant Surgeon to the Koyal Free

Hospital, and to the East London Hospital

for Children and Women, Sbadwell. I.ate

Resident Assistant Surgeon, and Surgical

Registrar, St. Thomas's Hospital.

f Ijiite Assistant-Surgeon at the " iJrcuU-

nought" Hospital Ship.

BoNSER (J. H.), Sutton-in-Ashfleld.
1871. 3rd Year Student, 2nd Coll. Prize;

Cheselden Medal.

BouLGER (J.), Gravesend.
1870. 1st Year Student, Sir Wm. Tito's

Scholarship.

1871. 2nd Year, Sir W.Tite's Scholarship.

w 1872. 3rd Y'ear. Sir W.Tite's Scholarship.

Box (C. R.), Camberwell.
w 1885-6. 1st Year Student, 2nd Coll. Prize.

BowEN (E.),Llyn Gwair,Pembroke.
1847. Descriptive and Surgical Anatomy,

Hon. Cert.;

Materia Medica, Hon. Cert.

1848. Descriptive and Surgical Anatomy,
Hon. Cert. ;

Physiology and Anatomy, Ho.Cert.

;

Botany, Hon. Cert.

;

Coniparati\ e Anatomy, Hon. Cert.

BowN (J. Y.), America.
1848. Descriptive and Surgical Anatomy,

Hon. Cert.

Boycott (A. N.), Rugeley.
w 1887-8. 4th Year Student, qualified for

Cheselden Bledal.

Brake(J.), Holt, Wilts.
1851. Matriculation Scholarship, Hon.

Cert.;

Descriptive Anatomy, Hon. Cert.

;

1st Year Student, Scholarship;
Chemistry, Hon. Cert.

1852. 2iid Y'ear Student, Scholarship;
I'hysiology, Prize;

Materia Medica, Hon. Cert.

Botany, Hon. Cert.;

Medicine, Hon. Cert,

1853. 3rd Year Student, Scholarship;

Clinical Medicine, Trea. Prize;
Midwifery, Prize;

Forensic Medicine, Prize.

Bristowe (J. S.),t Camberwell.
1847. Medicine, Hon. Cert.

;

Physiology and Anatomy, Hon.
Cert.

;

Descriptive and Surgical Anatomy,
Prize.

1848, Descriptive and Surgical Anatomy,
Hon. Cert.

;

Physiology and Anatomy, Prize;
Practical Chemistry, Prize

;

Botany, Prize

;

Midwifery, Hon. Cert.

;

Comparative Anatomy, Prize;
Surgery, Prize

;

General Proficiency, Treasurer's
Modal.

BiiiTTON (T.), Doncaster.
1861. 1st Year Student, Hon. Cert.

Brock (J.), Northwich.
w ],H72. 1st Year Student, 2nd Coll. Prize.

s l«72. Hon. Cert.

BrockATT (A. A.), Denmark Hill.
w 1884-5. 4th Year Student, qualified for

the Mead Medal.

Brown (F. G.), London.
1860. Ist Year Student, Hon. Cert.

1.S61. 2nd Year Student, 3rd Coll. Prize.

1802. 3rd Y'ear Siudent, 3rd Coll. Prize.

Brown (G. D.), Croydon.
1851. Physiology, Hon. Cert.;

i Physician to, .and Joint Lecturer on
Medicine at, St. 'I'liomas's Hospital. Late
Lecturer on General I'athology.
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Hotdtij', Prize

;

Siiri;ory, Hon. Cen.;
1S52. riiysio'loRy, Hon. Cert.;

I'bysical Society's Essay, Trea-

surer's Prize

;

M»iliciiie, Hon. Cert.

;

Pathology, Prize.

Brown (T. J. E.), Dorchester.
1843. I'ractical lliiiwifery, Hon. Cert.

BucKNiLL (E. R.), Bedford.
1855. 1st Year Stuilent, Scliolarslnp

;

Midwifery, Hon. Cert.;

Chemistry, Hon. Cert.

;

Descriptive Anatoniy, Hon. Cert.

;

Materia JMcdica, Hon. Cert.

Bull (J.), Norwood, Surrey.
184>j. Midwifi-ry, Hun. Cert.

BuKDEN (H.), Belfast.
w 18S6-7. 1st Year Student, The William

Tite Scholarship.

8 1887. 1st Year Student, 2nd Coll. Prize.

w 1887-8. 2nd YearStudent, 2nd Coll. I'rize.

Butler (W.), Stoke Newmp;toD.
1845. Materia Medica, Hon. Cert.

Caiger (F. F.), Gloucester-st., S.W.
w 1879-811. 1st Year Student, 3rd Coll. Prize.

w 1880-81. 2iidYear Student, 3rd Coll. Prize.

w 1882-83. 4th Year, the Mead Medal.

Cann (II. T.), Plymouth,
s 1882. 2Dd Year Student. 1st Coll. Prize.

s 1883. 3rd Year Student. 2nd Coll. Prize.

Carpenter (A.),* Roth well.

1848. Descriptive and Surgical Ana-
tomy, Hon. Cert.

;

Chemistry Prize

;

Materia Medica, Hon. Cert.

;

Matriculation Scholarship, Prize.

1849. Physiology Hon. Cert.;

Midwifery, Hon. Cert.

;

Descriptive Anatomy, 1st Prize;

Meilicine, 2nd I'rize.

1850. Physiology, Hon. Cert.

;

Descriptive Anatomy, Hon. Cert.

;

Botany, Prize

;

Medicine, Prize;

Surgery, Prize

;

[Medal.
General Proficiency, Treasurer's

1851. (Accoucheur) Midwifery, Prize;

Essay on Chorea, Mr. N. Smith's
Prize.

1852. Surgical Reports. President's Prize

;

IMcdical Reports, Dr. Roots' Prize

;

Ophilialmic Reports, a Gover-
nor's I'rize

;

Clinical Medicine, Senior Prize.

Carpenter (A. B.), Croydon.
w 1876-7. 1st Year Student, Hon. Cert.

:

Carpenter (G. A.), Strcatham.
w 1880-81. l>t YearStudent, 3id Coll. Prize.

8 1881. 1st Coll. Prize,

w 1881-2. 2nd Year Stud.^nt, 3rd Coll. Prize.

Prosector's Prize.

Cabr (J. T.), Bombay.
1844. Surgery, Prize.

Castle (H.), New^porl, I. of Wight,
w 1871-5. 1st Y'ear Student, 2nd Coll. Prize,

s 1875. 3ril CoUegi! I'rize.

W1876-7. Physical Society's SrdYcar's Prize.

Caudle (A.W.W.), Henfield.Sussex.
1858. CliniaU Medicine, Prize.

* Late Lecturer on State Medicine at

St. Thomas's Hospital.

Cha lrecott (C. W.), Dorking.
1819. Descriptive Anatiimy, Hon. Cert.

Clienii.-itry, Hon. Ceit.

;

Materia Medica, 2nd Prize;

1st YearStudent. Scholarship.

1850. Physiologv, Hon. Cert.
Surgery, Prize.

1851. Physiolofry, Prize;
Descriptive Anatomy, Hon. Cert.

;

Medicine, Hon. Cert. ;

Physical Society's Essay, Trea-
surer's Prize :

Surgery, Plon. Cert.;

General Proficiency, Treasurer's

Silver Medal.

Chaldecott (T. A.), Newington
1848. Descriptive Surgical Anatomy, Hon.

Chemistry. Hon. Cert.; QCert.

;

Botany, Hon. Cert.

;

Materia Medica, Hon. Cert.

;

Ciimparative Anat , Hon. Cert.;

Matriculation Scholarship, I'rize ;

Pr.ictical Chemistry, Hon. Cert.

1849. Piiysiology, Hon. Cert.;

Midwifery, Hon. Cert. ;
Sifgery, 2nd Prize

;

Medicine, Hon. Cert.

1850. Physiology, Hon. Cert.

;

Forensic Medicine, I'rize

;

Pathology, i'rize

;

Medicine, Hon. Cert.

;

burgery, Hon. Cert.

Chapjian (C. E.), Preston,
1855. Midwifery, Hon. Cert.

;

IMateria Medica, Hon. Cert.

1857. Clinical Assistant, Prize;

Physical Society's Essay, Prize.

Charpentier (A. E ).

1882-3. 4th Year, The Jlead Medal Ex.im.,

Special Mention and Hon. Cert.

Cherry (A. H.), Clapham.
1815. Clinical Medicine, Hon. Cerl.

Chipperfield (W. N.), Reading.
1852. l^t Year Student, Scholarship;

Descriptive Anatomy, Prize.

1853. 2nd Year Student, Scholarship.

Physiology, Prize

;

Descriptive Anatomy, Prize

;

Midwifery, Prize

;

Physical Society's Essay, Prize ;

Medicine, Prize

;

Surgery, Prize.

1854. 3rd Year .student. Scholarship;

Medicine, Prize ;

Descriptive Analomy, Hon. Cir'.

;

Midwifery, Prize ;

Physical Society's Essay, Trea-
surer's Prize

;

Forensic Medicine, Prize ;

Chemistry, Hon. Cert.;

Comparative Anatomy, Prize;

Pathology, Prize

;

Surgery and Surgical Anatomy,
Clieselden Jledal ;

Clinical Jledicine, ("reasurer's Prize,

Physiology, Prize

;

[Medal.
General Proficiency, Treasurer's

Clapton (E.),t Stamford.
1851. Matriculation Scholarship, Hoii.

Cert. ;

1st Y^ear Student, 1st Scholarship
;

f Late Physician to, and Lecturer on
Materia Medica at, St. Thomas's Hospital.

Physician to the MaeUalcn Hi/spital.
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Descriptive Anatomy, Prize;

Chemistry, Prize.

1852. 2nd Year Smdeiit, ScholarshijD

;

Physioloay, Prize

;

Materia iMeJica, Prize

;

Botany, Prize

;

^Medicine, Hon. Cert.

1853. 3rd Year Student, Scholarship;
Physiology, Hon. Cert. ; [Prize

;

Clinical Medicine, Treasurer's
Midwifery. Hon. Cert.

;

Physical Society's i-ssay. Trea-
surer's Prize

;

Medicine, Hon. Cert. ;

Forensic Medicine, Hon. Cert. ;

Chemistry, Hon. Cert.

;

.Surgery, Hon. Cert.

1854. Ophthalmic Reports, Governor's
Prize

;

Clinical Medicine, Mr. N. Smith's
Prize.

Clapton (W.), Stamford.
1855. Midwifery, Hon. Cert.

;

I'escriptive Anatomy, Hon. Cert. ;

Materia Medica, I'rize.

1856. Clinical IMedicine, Prize.

1858. Midwifery, Hon. Cert.

Clauke (A.), Dorking.
1856. 1st Y'ear Student, Treasurer's 2nd

Prize.

Clark (J. H.), Jamaica.
1867. 2nd Y'ear Student, Physical Society's

2nd Y'ear's I'rize.

CLAKK.SON (J. W.), Surbiton.
w 1872. 2nil Year Studint, 3rd Coll. Prize.

w 1873. 3rd Y'ear Student. 2nd Cull. Prize;
Surgf-ry and Surgical Anatomy,
Hon. Cert.

Cleghorn (G.), Bedford.
1872. 3rd Yea' Siudent, Hon. Cert.

Clxjtterbuck (M. C), Bath,
w 1886-7. 1st year Student, 2nd Entrance

Science Scholarsliip.

CoGGiNS (T.), Hayford, Woodstock.
1847. Chemistry. Hon. Cert.

1848. Descriptive and Surgical Anatomy,
Hon. Cirt.

;

Midwifery, Hon. Cert.

1849. Midwifery, Hon. Cert.

;

Medicine, H.m. Cert.

1850. Surgical Reports, Prize
;

(Accoucheui ) Miilwileiy, Hon.Cert.

Colby (W. T.), Malton, York.
1849. Descriptive Anatomy, Hon. Cort.

;

Midwifery, Hon. Cert.

Collier ('i'. P.), WoisLip Square.
1847. Practical Midwifery, I'rize.

Complin (E. J.), Charterhouse Sq.
1851. Clinical Medicine, Prize;

Medical Case.-, President's Prize
;

Surgery, Hon. Ctrl.

1852. Midwifery, Hon. Cert.

;

Pathology, Hon. Cert.

Cook (S. B.), Cape of Good Hope.
8 18»3. 1st year Student, 2iid Coll. Prize.

Cook (W.), Gainsboro'.
1814. Cbemistry, Hon. Cert.;

Materia Medica, Hon. Cert.

Cooke (C. W.), Kegent's Park,
w 1883-4. 1st year Student, Ist Entrance

Science Scliolaiship.

Cooke (J. ), Stamford.
1855. Comparati\c Anatomy, Prize;

Midwifery, Hon. Celt. ;

Physiology, Hon. Cert.

CofiPER (H. S.), Brightlingsea.
s 1887. 2nd Year Student, 2nd O 11 Prize.

CopELAND (W. H. L.), South Ken-
sington.

w 1887-8. 4th Year Student, qualified for

the Mead Medal.

CoRY(K.),* Carlisle.
1870. Physical Society's 3rd Year's Prize.

Cousins (J. W.), Portsea.
1854. Descriptive Anatomy, Hon. Cert.;

Chemistry, Hon. Cert.
1855. Surgery, Prize

;

Midwifery, Prize ;

Midwifery, Hon. Cert.

1856. Clinical Medicine, Prize;
Surgery and Surgical Anatomy,

Cbeselden Medal.

CowEN (P.), Kennington.
1862. 1st Year Student, 2nd Coll. Prize.

1863. 2nd Y'ear Student, 2nd Coll Prize.

1864. Snl Y"ear Student, 2nd Coll. Prize.

CowEN (T. P.), Upper Holloway.
w l»84-5. 1st Year Student, i 1st and 2nd

Coll. Prizes.

8 1885, 1st Year Student, 2nd Coll. Prize.

w 1885-6. 2nd Y'ear StuJeut, 1st. Coll. Prize.

8 1886. 2nd Y'ear Student, 1st College Prize.

w 1886-7. 3rd Year 'tndent, 2nd Coll. I'riie.

w 1887-8. 4th Year Student, qualified for

the Mead Medal.

Cox (E.), Maiden Newton, Dorset-
shire.

1866. 1st Year Student, 3id Coll. Prize.

1868. 3rd Year Student, 2nd Coll. I'rize.

CoxwELL (C. F.), Brighton.
1880. 4tli Year Student, the Mead Medal.

Crick (S. A.), Cosby-hill, Leicester-

shire.
8 1875. 1st Year Student, Hon. Cert,
w 1875-6. Prosector's Prize,
w 1876-7. 3rd Year Student, 3rd Coll. Prize.

Croft (J.),t Clapton.
1851. Descriptive Analomv, Hon. Cert.
1853. Midwifery, Hon. Cert.

Crofts (W. C), Kowston, Lincoln.
1855. Surgery, Hon. Cert.

;

Midwifery, Hon. Cert.

Crosby (T. B.), Gosberton, Lincoln.
1851. Phy^iulogy, Prize

;

Descriptive Anatomy, Prize;
Medicine, Prize

;

Surgery, Piize.

1852. Pljysiology, Prize

;

Descriptive Anatomy, Hon. Cert.

;

Medicine, Hi'n.Ctrt.

;

Fonnsic Medicine, Prize;
I'ractical Cheiiiistry, I'rize;

Surgery, Hon. Cert.

;

Surgery and Surgical Anatomy,
Bronze Chc.-elden Medal

;

Comparative Anatomy, Prize.

Grossman (J.), Redruth.
1871. I'liysical StK-iety's Ist Y'ear's Prize.
1»72. Physical Society's 2nd Year's Prize.
1873. I'hysical Society's 3rd Y'ear's Prize.

* Assistant Obstetric Physician to, and
Joint Ixcturer on Forensic Medicine at,
St. Thoma.s's Hospital.

t MenibiT of Council Royal College of
Surgeons. Surgeon to, and Si>c tial Lecturer
on Clinical Surgery at, St. Thi^mas's Hos-
pital ; late Assiatant Demonstrator of Ana-
tomy.
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1st Year's

Hou.

Crowdy (F. D.), Bath.
w 1884-5. 4th Year Student, the Mead

Medal.

Davies (D.), Carmartlienshire.
1843. Chemistry, 1st Prize;

Midwifery, Hon. Cert.

;

Materia jiledica. Prize.

1844. Medicine, Hon. Cert.

;

Physiolopy and Anatomy,Hon Cert.

1845. Clinical Surgical Reports, Medal.

Davies (D. S.), Bristol.

1875-6. Physiail Society's

Prize.

Day (W. H.), Norwich.
18 44. Surgery, Prize

;

Physical Society's Essay,

Cert.

;

Dresser's Clinical Surgery, Prize.

Deck (J. F.), Nelson, New Zealand,
1860. 1st Year Student, 1st Coll. Prize.

1861. 2nd Year Student, 1st Coll. Prize;

Physical Society's Prize.

1862. 3rd" Year Student, Isl Coll. Prize

;

Physical Society's Prize ;

Che>elden Medal

;

Treasurer's Gold Medal.

Dkjkerson (S.H.), Hartest, Suffolk.
1853. Physiology, Hun. Cert.

;

INIateria Medica, Hon. Ceit.

;

^Mi.lwitVry. Hon. Cert.

;

Medicine, Hon. Cert.

DixoK (E. L.), Preston, Lancashire.
1852. 1st Year Studrnt, Scholarship

;

Chemistry, Hon. Cert.

1853. 2nd Year Student, Scholarship

;

Physiolog}', Hon. Cert.

;

Materia Medica, Prize

;

Descriptive Anatomy, Hon. Cert.

;

Midwifery, Hun. Cert.

;

Botany, Prize

;

Medicine, Hon. Cert.

1854. 3rd Year Student, Scholarship ;

Descriptive Anatomy, Hun. Cert.

;

Practical Chemistry, Prize;

Physiology, Hon. Cert.

DoBSON (N. C.),* Holbeach, Lincoln-

shire.
1865. 1st Year Student, 1st Coll. Prize.

1.H66. 2nd Year Student, 1st Coll. Prize.

1867. 3rd Year Student, 2nd Cull. I'rize ;

A Prize and Hon. Cert, for Pro-

ficiency in Surgery and Surgical

Anatomy at the Chesclden

Medal Examination

;

Treasurer's Gold Medal.

Drake (A. J.), Kingsclere, Hants.
1»70. 3rd Year Student, 1st Coll. Prize.

Drake (C. H.), Kingsclere, Hants.
1857. 1st Year Student, Hon. Cert.

;

1858. 2nd Year Student. Treasurer's

1st Prize;

Clinical Medicine, 2nd Prize.

1859. 3rd Year Student, Hon. Cert.

;

Surgery and Surgical Anatomy,
Cheselden Medal

;

General Prohcieucy, Treasurer's

Medal.

Drake (T.). Kingsclere, Hants.
1858. 2nd Year Student, Treasurer's

1st Prize;

1859. 2nd Year Student, President's Prize.

* Surgeon to the Bristol General Hospital

and Lecturer on Surgery at the Uiistul

Medical School.

1860. 3rd Year, 1st College Prize;

Surgery and Surgical ,\nalomy,
Cheselden Meilal;

General Proficiency, Treasurer's
Mfdal.

Drew (G. F. A.), Plymouth.
1848. Descriptive and Surg. Anat. Prize ;

Chemistry, Hon. Cert.

;

Bot.iny, Prize;

Comparative Anatomy, Hon. Cert.-.

Practical Chemistry, Prize

;

Gen. Proficiency, Hon. Cert.

1849. Physiology, 2nd Prize

;

Midwifery, Hon. Cert.

;

Descriptive Anatomy, Hon. Cert.

;

Medicine, Hon. Cert.

1850. Physiology, Prize

;

Descriptive Anatomy, Hon. Cert.

IMedicine, Hon. Cert.

;

Surgery, Hon. Cert.

Dukes (C.),t Dalston.
1865. 1st Year Student, Hon. Cert.

1867. 3rd Year Student, Hon. Cert.

;

Prosector's Prize and Hon. Cert.

Duncan (H.), London.
w 1882-3. 1st Year Studtnt, 1st Entranre

Science Scholarsliip, 1st Coll. Pr'ze.

w 1883-4. 2nd Year Student, Projector's

Prize.

Duncan (W.),t Manchester,
w 1876-7. 1st Year Student, The William

Tite Scholarship,

s 1877. 1st College Prize,

w 1877-8. 2nd Year Student, The Musgruvc
Scholarship,

w 1877-8. 2nd Year Physical Society's Prize.

s 1878. 1st College Prize,

w 1878-9. 2ndTeiiureMusgrove Scholarship.

1st College Prize

;

3rd Year Physical Society's Prize

;

Grainger Testimonial Prize.

1880. 4th Year Student, The Cheselden
Medal.

The Treasurer's ;\Iedal.

w 1881-2. The Solly Jledal and Prize.

DuNMAN (G.), Camberwell.
1852. Chemistry, Hon. Cert.

1854. Midwifery, Hon. Cert.

Dyer (F. J.), Blackheath.
1847. Chemistry, Prize;

Materia Jledica, Hon. Cert.;

1849. Physiology, Hon. Cert.;

Midwifery, 2iid Prize;

Medicine, Hon. Cert.

Eccles (C. H.), Brigg.
w 1884-5. 2nd Year Student, 1st Coll Prize.

E 1885. 2nd Year's Student, 1st Cull. I'.ize.

w 1885-6. 3rd Year's Student, 1st Coll. Prize.

s 1886. 3rd Year Studi-nt, 1st College Prize.

Eddowes (J. H.), Loughboro'.
1843. Physiology andAnatumy,Hou Cert.

;

Chemistry, Hon. Cert.;

Comparative Anatomy, Prize.

1844. Physiology and Anatomy, Hon.
Cert.;

Clinical Medical Reports, Silver

Jledal.

18J5. Clinical Medicine, Prize.

t Phjsician to Rugby School, and Senior

Physician to Rugby Hospital.
+ Assisttmt Obstetric Physician to ;\1 idiil--

sox Hospital. Obstetric Physician Royalllos-

pital for Women and Children. Kxaniiiicr in

Midwifery, Examining Board in England.
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Eddowks { W. D.), liflUKhboro'.

1845. l)e.sfriptlve and Suigical Anatomy,
Prize.

Edmonds (S.), St. Helen's, Lanca-
shire.

1852. Clieniistry, Hon. Cert.

1853. Midwifery, Hon. Cert.

;

Medicine, Hon. Cert.

;

Surgery, Hon. Cert.

1854. Surgery and Surgical Anatomy,
Hon. Ct-rt;

Clinical Medicine, Treas. Prize

;

Clinical Medicine, Pres. Piize.

1855. Surgicnl Kcports, Prep. Prize;

Clinical Jledicine, Dr. Roots' Prize.

Edwards (S. j, Littlehampton.
1855. Miiluifery, Hon. Cert.

Edmakds (V.), Woodbridge, Suffolk.
18-13. Surgery, Prize.

Elborough (P. J.), Heme Bay.
1845. Chemistry, Hon. Cert.

1847. Medicine, lion. Cert.

;

Midwifery, Prize.

1848. Medicine, Hon. Cert.;

Surgery, Hon. Cert.

;

Surgical Report, Pres. Prize.

Ellis f J.), Portsea, Hants.
1857. Clinical Assistant (Medicine), Hon.

Cert.

Elwin (G. J.), London.
1855. Practical Midwifery, Prize.

Evans (C. W. de Lacey"), Bangor.
w 1876-7. 3rd Year Student, The Solly Prize

and Hon. Cert.

Fairbank (J.), Islington.
1865. Ist, Year Stud<?nt, Hon. Cert.

1866. 2nd Year Student, Prosec. Prize.

Fareant (S.), Co]luni]>toii, Devon.
1859. 2nd Year Student, Hun. Cert.

1860. 3rd Y'ear Student, Hon. Cert.

Faulkner (K.), Cambcrwell,
1844. Botany, Prize

;

Clinical Medical Reports, Hon. Cert.

Fawssett (F.), Surbilon.
w l8»3-4. Ut Y>ar Student, 2nd Ei trance

Science Scholarship. The
William Tite Scholarship.

s 1884. 1st Year Student, 1st Coll. Prize.

w 1884-5. 2nd Year Student, The Mus-
grove Scholarship.

w 1885-6. 3rd Y'ear Student, 2nd tenure of
Musgrove Scholarship, with
3rd Colli ge Prize,

w 1886-7. 4th Y'ear Student. The Cheselden-
Mfd&V. Treasurtr't Gold Medal.

Fell (W.), Kinsington.
w 1878-9. 2nd Y'ear Student Prosector's

Prize.

Fenton (H. a. H.), Wc.'-tniinstcT.

w 1875-6. 1st Entrance Scieiici' Scholarship.

6 1876. 1st Y'ear Student, 1st Colli ge Prize.

Feunie (A.), Yeldon, Beds.
1853. Phyhiology, Hon. Cert.;

Surgery, Hon. Cert.

Feunie (W. T.), Yeldon, Beds.
1852. Practical Midwifery, Prize

;

Midwifery, Hon. Cert.

Fisher (T.), St. Michael's.
B 1S72. 1st Year Student, Hun. Cert,

s 1873. 2nd Year Student, 2nd Cnllege Prize.

w 1874. 2nd Year .Student. 3rd College I'rizc.

W 1875. 3rd Year Student, Surgery and
Surgical Anatomy, Prize, and
Cert, of Hon.

FisnER (J. H.), Exeter.
w 1887-8. 1st Year Student, The Will'am

Tite Siholarsbip.

Ford (G. W.), Cape of Good Hope.
w. 1880-81. 3rd Y'ear Student, Prosector's

Prize.

Fowler (J. T.), Winterton, Lincoln.
1854. Chemistry, Hon. Cert.

1855. Botany, Hon. Cert.

Fowler (J.), Winterton, Lincoln.
1859. 1st Year Student. Hun. Cert.

1800. 2nd Y'ear Siudent, 2nd College Prize.

1861. .Srd Year Student, 2nd College Prize.

Freeman (D.), Kennington.
1859. Clinical Medicine, Prize.

Freeman (A. J.), Southsea, Hants.
1865. 3rd Year Student, Hon. Ceit.

Fllton(J. a.), Stockwell.
1852. Butany, Hun. Cert.

1853. Practical Chemistry, Prize.

FuRNiVAL (F. H.), Nottingham.
w 1878-9. 1st' Year Student;

The \Vm. Tite Scholarship.

Gardner (E. B.), London.
1858. Matriculation Examination—Clas-

sics and Jlathematics, Prize.

Garton (W.), St. Helier's.

1870. 2nd Year Student, 2nd College Prize.

Physical Society's 2nd Yetir's Prize.

1871. Physical Society's 3rd Y' ear's Prize.

George (C. F.), Kirton-on-Lindsay.
1855. Midwifery, Hon. Cert.

1856. 2iid Year Student, Dr. Roots' Prise.

1857. 3rd Y'ear Student, Hun. Cert.

;

Surgery and Surgical Anatomy,
Cheseldeu Medal.

Gervis (F. H.), Tiverton.
1861. 1st Year Matriculati. n Schulaiship.

— Colle,ge Prize, 2nd Coll. Prize.

1862. 2nd Year Student, 1st College Prize.

1863. 3rd Y'ear Student, Hon. Cert, and
Physical Society's Prize.

Gervis (H.),* Tiverton.
1856. 1st Year Student, Trea. 1st Prize;

Matriculation Examination, Phy-
sics, &c., Prize.

1857. 2nd Year Student, Pres. Prize;
Physical Society's Essay, Prize.

1858. Clinical Assistant (Medicine), 2nd
Prize

;

Phy^ical Society's Essay, Prize

;

General Proficiency, 'Treasurer's

Medal. .

Giles (F. W.), Heidey-on-Tbames.
w 1875-6. 3rd Year Student, Hon. Cert.

GiMBLETT (J.), TtlUltton.
1860. 1st Year Student, Hon. Cert.

GiMLETTE (G. H. D.), Southsea.
s 1874. 1st Y'lar Student. Hon. Cert,

w 1,-75-6 3rd Y'ear Student, Hon. Cert,

w 1876-7. Physical Society's 3rd Year's
Prize.

Glover (J. P.), Lansdowne Eoad.
w 1881-2. 3id Year Student, 3rd Coll. I'rize.

* Consultii'g Obstetric Physician to St.

Thomas's Hospital, and to the Ro\ al

Maternity Charity. Kxaniiner in Obstetric
Jiledicine at the Universiiy of Cambridge
and I he Royal College of Physicians. Late
Obstetric Physician to, and Lecturer on
Midwifery and Diseases of Women and
Children at, St. Thomas's IIo,-i)ital.
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GoDDABD (E.), London.
I860. Matriculation Kxamination, Clas-

sics, &c., Prize.

GoDDARD (L.), Loudon.
1856 Matriculation E.xamination, Clas-

sics and Matlifniatics, Prize.

Godfrey (A. E.), Northampton.
s 1883. 2n(l Year Student, 2nd Coll. Prize.

w 1883-4. Srd Year Student, 2tid Coll. I'rizs.

GooDDT (E. S.), lianipstoad.
w 1MM2-3. 2nd Year Student, 3rd C(ill Prize.

8 1883. 2nd Year Slu<lent, 1st Coll. Prize.

GowLAND (W.), London.
1S45. Br)tan.v, Hon. Cert.

GiJABHAM (C.), Islington.
1857. Matriculation E.\amination, Modern

LanguaKPs. Pri/i".

GuARHAM (G. W.),* Islington.
1855. Mutiiculutiou Examination, Scho-

larship
;

Midwifery, Hon. Cert.

;

IMatetla Medica, Hon. Cert.

GiJABHAM (J.), lloi'hford, Essex.
1848 Descriptive Knd Surgical Anatomy,

Hon. Cert.
;

Chemistry, Hon. Cert.

;

Botany, Hon. Cert.

;

Comparative Anatomy, Prize.

1850. Physiology, Hon. Cert.

1851. Physiology, Hon. Cert.

;

Descriptive Anatomy, Hon. Ctrt.

;

Forensic Medicine, Prize

;

Surgery, Prize

;

Midwifery, Hon. Cert.

Gbabiiam (M. C), Islington.
1860. 2nd Year Studeot, Hon. Cert.

1861. Srd Year Studi'nt, Hon. Cert.

Greaves (C. A. i, Dcrhy.
1861. 1st Year Stuilent, Treasurer's Prize;

jNlatriculation Exannnation, Hon.
Cert.

1 862. 2nd Year Student, 2nd College Prize;

Physical Society's I'rize.

1863. 3rd Year Student, 1st College Prize;

I'hvsiciil Society's I'rize

;

Cheselden Medal.

Green (C. D.), New Cross.
w 1879-80. 1st Year Student, The Wm. Tite

Scholarship.

5 1880. Sr.i O. liege Prize.

w 18811-81. 1st College Prize.

6 1882. 1st Coll. Prize.

w 1882-3. 4th Year Student, qualified for

Treasurer's Gold Medal.

Green (J. T.), Peckliaiu, Surrey.
1865. 1st Year Student, Physical Society's

Prize.

Green (M. H.), Peckbam.
s 1 873. 1st Year .Student, 2nd College Prize.

Grose (S.), Boston, Lincoln.
1858. 2nd Year Student, Hon. Cert.

1859. Physical Society'-s Essay Prize.

Griffiths (A. L.), London.
1859. Jlidwifcry, Hon. Cert.

Gulliver (G.),t Cuuterbury.
w 1876-7. Physical .Society's 2nd Year's Prize.

* Government Inspector of Lun.itic

Asylums and Hospitals, New Zealand.
Late Resident Medical Superintendent at

iiu-lswood Asylum.
f Assistant Pliysician to, and Lecturer

on Comparative Anatomy at, St. Thomas's
Hospital. Assistant Physician to London
Fever Hospital.

Gurney (R. a. F.), Rampton, Cam-
bridge.

1851. Practical Midwifery, Prize.

Hague (S.),} Cambcrwell.
1863. 1st Year Student, 2nd Coll. Prize.

Haig-Brown (C. W.), Godalniiiig.
8 1878. l.st Y'ear Student, 2nd Colh g.- I'rize;
w 1878-9. 2ud Year Student, 2nd College
w 1880-81. The Cheseldeu M^d.a. [Prize.

Hammekton (E.), Ellniid, York.
1857. 1st Year Student, Hon. Cert.

Hammond ^J.H.), Bridlington, York.
1850. Medical Gases, President's Prize.

Harding (J. A.), Bath.
1859. Clinical Medicine, 2nd Prize.
1860. Clinical Assistant (Medicine), 1st

Prize.

Harper (K.), Brighton.
1844. Clinical Surgical Reports, Hon. Cert.
1845. Physical Society's Essay, Prize ;

Dresser's Clinical Surgery, Prize.

Harris (.J. E.), Lavender Hill,
w 1887-8. lEt Year Student, 1st tutrance

Science ^Scholarship.

Haslam (W. F.),§ Reading.
8 1876. 2nd Year .Student, 1st College Prize.
w 1877-8. The Cheselden Medal.

Hatchett (F. W.), S. Wales.
8 1880. 1st Year Student, 1st College Prize.

Hatton (G. S.j, Neweut, Glu'ster
si I ire. [Prize,

w 1876-7. 2nd Year Student, Prosector's

Hawkins (H. P.).
|1 Hawkhurst.

\v 1882-3. 1st Year Student, The William
TIte Scholarship.

w 1883-4. 2nd Year Student. The Peacock
Scholarship.

w 1884-5. 3rd Year Student, 2nd tenure of
Peacock Scholarship and 1st
Coll. Prize,

w 1835-6. 4th Year Student, qualified for
Mead Medal.

Heelis (R.), Carsbaltoii.
s li77. 1st Year Student, 2nd College Prize,
s I87s. 2nd Year Student, 2nd Coll. Prize.

Heffernan (H. H.), Soutlisea.
w 1883-4. 1st Year Stndeit, 2nd Coll. Prize.
%v 1886-7. 4th Y'ear Student, qualified for

Cheselden Medal.

Heighton (T), Leicester.
w 1873. Srd Year Student, Hon. Cert.

Hewlett (T. J.), Harrow.
1850. Matriculation .Scholarship, Prize.

Heygate (W. N.),Harslope, Bucks.
1863. 2nd Year Student, Hon. Cert.
Is64. Srd Year Student, Hon. Cert.

HiCKS (J. W.),^ Higbgute New
Town, N.

1859. 1st Year Student, Trea.'s 1st Prize.

J Late iledical Registrar at St. Thomas's
Hospital.

ij Assistant Surgeon to the Birmingham
General Hospital ; late Demonstrator of
Anatomy at .St. Thomas's Hospital.

II
Uesident Assistant Physician to St.

Thomas's Hospital ; Kadcliffe Travelling
Fellow, Oxford, 1886.

H Late Leciureron Botany at .St. Thoni.as's
Hospital ; late Curator of the Museum.
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I860 2nd Year Student, 1st College Prize ;

Physical Society's Prize.

1861. 3rd" Year Student, 1st College Prize ;

Physical Society's Prize;

Cheselden Medal;
Treasurer's Gold Medal.

HiGGiNS (A. H.), Bennondsey.
1857. Midwifery, Hon. Cert,

HiLDiTCH (J.), Sandbach, Cheshire.
1857. 1st Year Student, Hon. Cert.

1858. Pby.sical Society's Essay, Prize.

1859. Essaj'on Neuralgia, Mr. N. Smith's
Prize.

HoBHOTJSE (E.), Batcombe.
w 1885-6. 3rd Year Student, 2iid Coll. Prize.

w 1886-7. 4th Year Student, qualified for

for the Mead Medal.

Hodges (H. B.).

1855. Midwifery, Hon. Cert.

Hodges (R.), London.
1843. Physiology and Anatomy, Hon.

Cert.

;

Medicine, Hon. Cert.

;

Clinical Medicine, Hon. Cert.;

Surgical Essay, Silver Medal.

Ho Kai, Hong Kong, China,
w 1875-6. 1st Year Student, Hon. Cert,

s 1876. Hon. Cert.

w 1876-7. 2nd Year Student, Hon. Cert.

HoLBEBTON (H. N.). Hamptoii.
w 1876-7. 2nd Entrance Science Scholarship,

and 2nd College Prize.

w 1877-8. 2nd Year Student, 1st Coll.

Prize.

Hooper (J. H.), Upton "Warren.
1858. iBt Year Student, Hon. Cert.

1859. 2nd Year Student, OiUege Prize.

186U. 3rd Year Student, Hon. Cert.

HopTON (A. W.), Stockwell.
1851. Descriptive Anatumy, Hon. Cert.

House (F. M.), Chilbolton, Hants.
w 1886-7. 4tli Year !<tudent, qualilied for

the Mead Medal.

Howell (T.), London.
1850. Practical Midwilery, Prize.

Hubbard (J. \V.), Leicester.
1847. Clinical Medical Pvepuris, Prize;

Medicine, Prize

;

Physiology and Anatomy, Hun.
Cert.

Physical Society's Essay, Trea-
surer's Prize.

Hulbert (H. H.), Highworth.
w 18a7-8. 4th Year Student, qualified for

Cheselden Medal.

Hull (W. W.), Actmi.
w 1878-9. 2nd Entrance Science Scholar-

ship.

w 1881-2. The Mead Medal.

Hunt (J. A.), Derby.
w 1873. 1st Year Student, Hon. Cert.

w 1874. Prosector's Prize.

Hunter (W. F.), Margate.
1859. 1st Year Student, Hon. Cert.

;

Matriculation E.Naniination in

Classics and Mathematics Prize

;

Matriculation E.\aniinatiou in

Modern Languages, Prize.

1860. 2nd Year Student, 3rd Coll. Prize.
1S61. 3rd Year Student, Hon. Cert.

HcRMAN (H. B.), Bridgewater.
1853. Midwifery, Hon. Cert.

HuTTON (J. S.), Sevenoaka.
w 1881-2. Entrance Science Scholarship.

2nd Coll. Prize,

s 1882. 1st Coll. Prize.

8 1884. 3rd Year Student, -J 1st and 2nd
Coll. Prizes.

w 1884-5. 4th Year Student, qualified for
the Mead and Treasurer's Medals.

Iles (D.), Fairford.
1863. 2iid Year Student, Hon. Cert.
1864. 3rd Year Student, Hon. Cert.

Inglis (W. W.),* Brixton Hill.
1864. Ist Year Student, 2nd Coll. Prize.

1865. 2nd Year Student, 2nd Cull. Prize.

1866. 3rd Year Student, 3rd Coll. Prize
Cheselden Medal.

Ives (E.).
1855. Midwifery, Hon. Cert.

Jackson (T. C), Eotherhithe.
1844. Materia Medica, Hon. Cert.

Jacob (E. H.), "Winchester.
W1875-6. Physical Society's 3rd Year's Prize.

Jacobson (T. E.), Sleaford, Lincoln.
1852. Practical Midwifery, Prize.

Jaffe (C. S.), Hyde Park.
w 1887-8. 1st Year 'student, i 2nd Coll.

Prize.

James (0. H.), Oudh, India.
w 1887-8. Solly Medal and Prize.

Jardine (J. L.\ Brixton.
1848. Physiology and Anatomy, Hon. Cert.

1850. Medical Reports, Dr. Roots' Prize.

Jay (M.), "Wallaroo, South Australia.
w 1877-8. 1st Year Student, 3rd Coll. Prize,

w 1878-9. 2nd Year Student, 2ud College
Prize

;

Prosector's Prize.

Jefferson (T. J.), Hull.
1861. 2nd Y'ear Student, Hon. Cert.

1862. 3rd Year Student, Hon. Cert.

Johnson ("W. G.), "Wandsworth.
1853. Chemistry, Hon. Cert.

1854. Midwifery, Hon. Cert.

1855. Comparative Anatomy, Prize ;

Midwifery, Hon. Cert.

Johnston (G. D.).
w 1882-3. 4th Year, Cheselden Medal.

Jones (S.),tCricklewood, Middlof-ex.
1851. Matriculation Scholarship, Prize;

Descriptive Anatomy, Hon. Cert.

;

Chemistry, Hon. Cert.;

1st Year Studcirt, Scholarship.

1852. 2nd Year Student, Scholarship ;

Physiology, Hon. Cert.

;

Descriptive Anatomy, Prize;
Botany, Hon. Cert

1853. Physiology, Hon. Cert.

;

Descriptive Anatomy, Hon. Cert.

;

3rd Y'ear Student. Scholarship;
Materia Medica, Hon. Cert.

Jones (Sydney H.), George Street,

Hanover Square.
w 1881-2. 1st Yc>ir Student, Kntrancc

Science Scholarship. The Wm.
Tite Scholarship.

* Late Medical Registrar at St. Thomas's
Hosjiital.

f Member of Council, Royal College of
Surgeons ; Surgeon to, and Joint Lecturer
on Surgery at, St. Thomas's Hospital ; late

Lecturer on Anatomy and Ophthalmic
Surgery.
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w 1883-3. 2nd Year Slud^nt, i Musgrnve
Scholarship and Ist Coll. Prize

combined.
Prosector's Prize,

w 1883-4. 3rd Year Student, 2nd tenure of

i Musgrove Scholarship, with
1st College Prize.

8 1884. 3rd Y'ear Student, i 1st and 2nd
Coll. Prizc.f.

w 1884-5. 4th Y'ear Student, The Cheselden
Medal.

Trea.surer's Gold Medal.

Jones (A. O.), Islington.
1AG2. 1st Year Student, Hon. Cert.

Jones (J.), Ilfracombe.
1803. Matriculation K.Kamination —

Modern Languages and Modern
History, College Prize.

Jones (W. Wansbrough;,* Leek.
w 1877-8. 1st Year Student

;

1st Entrance Science Scholarship

;

£60.
The William Tite Scholarship.

w 1S77-8. 1st Year Physical Society's Prize;

8 187-1. 1st Year Student, l.-t Coll. Prize ;

w 1878-9. 2nd Year Student, The College

Scholarship

;

8 1879. 2nd Year Student, 2nd Coll. Prize ;

w 1879-80. 3rd Year Student, 2nd tenure of

Coll. Scholarship, and 1st Coll. Prize.

w 1880-81. The Mei.d Med d

;

Treasurer's Gold Medal.

Joseph (S. W. J.), St. Leonards.
1873. Physical Society's 2iid Year Prize.

Keele (J. T.), South Lambeth.
1853. Materia Mcdica, Hon. Cert.

;

Midwifery, Hon. Cert.

Kerakoose (J.), East Indies.
1854. Mid%vifery, Hon. Cert.

Keyworth (J. W.),t Aston, Berks.
1848. Chemistry, Hon. Cert.

;

Materia Mtdica, Prize

;

General Proficiency, Hon. Cert.

1849. Physiology, Hon. Cert.

;

Jfidwifery, 3rd Prize

;

Medicine, Hon. Cert.

;

Physical Society's Essay, Prize.

1850. Physiology, Hon. Cert.;

(Accoucheur)Midwifery,Hon. Cert.;

Ophthalmic Reports, a Governor's
Prize

;

Essay on Neuralgia, Mr. Newman
Smith's Prize.

1851. Comparative Anatomy, Prize;

Clinical Medicine, Prize;

Surgical Reports, Prize

;

Midwifery, Prize;

Medical Reports, Prize

;

Pathology, Prize

;

Physical Society's Essay, Prize.

KiDD (H. C), Upper Norwood.
w 1881-2. 1st Y'ear Student, 3rd Coll. Prize.

w 1884-5. 4th Y'ear Student, qualified for

the Mead Medal.

King (A.), Norwich.
w 1886-7. "1st. Year Student, Ist Coll. Prize.

8 1887. 1st Year Student, 1st Coll. Prize.

Knaggs (R. H. E.), Trinidad, W.
Indies,

w 1875-6. Prosector's Prize.

* RadclifFe Travelling Fellow, O.xford,

1880. Late Resident Medical Officer, Barnes
Convalescent Hospital, Manchester.

f Late Lecturer on Physiology at Syden-
ham OoUege, Birmingham.

Lake (W. W.), Ilford, Essex.
1873. Pliysic d Society's 1st Year's Prize.

Lake (R.), Dover.
w 1881-2. 2iid Year Student, Prosector's

Prize,

w 1883-4. 4th Y'ear Student, qualified for

Cheselden Medal.

Langlet(R. J.), Tilehurst, Reading.
w 1886-7. 4th Year Student, qualified for

Cheselden Medal.

Lankester (A. C), Leicester.
w 188.5-6. I8t Year Student, 1st Coll. Prize,

w 1886-7. 2nd Year Student, i, 1st and 2nd
College Prizes.

Lankester (H.), Poole, Dorset.
1850. 1st Year Student, Scliolarship ;

Descriptive Anatomy, 1st Prize;

Chemistry, Prize.

1851. Physiology, Prize

;

Materia Medlca, Prize

;

Descriptive Anatomy, Hon. Cert.

;

Botany, Hon. Cert.

;

Medicine, Prize;
Phy.-ical Society's Essay, Prize;

Surgery, Hon. Cert.

1852. 3rd Year Student, Scholarship;

Physiology, Hon. Cert.

;

Descriptive Anatomy, Hon. Cert.

;

Medical Cases, Presidents Prize;

Medicine, Prize

;

Surgery, Prize

;

Surgery and Surgical Anatomy
Cheselden Medal

;

General Proficiency, Treasurer's

Medal.
1853. Surgical Essay, President's Prize.

Lankester (H. H.), Leicester.
w. 1880-81. Entrance Science Scholarship.

1st Year Student 2nd Coll.

Prize,

w 1881-2. 2nd Year Student, The College

Scholarship Two Years.

Layer (H.)
1855. Midwifery, Hon. Cert.

Layer (A. H.), Rayleigh.
1870. 1st Y'ear Student, 3rd CoU. Prize.

1871. 2nd Y'ear Student, 2Md Coll. Prize,

w la72. 3rd Y'ear Student, 2nd Coll. Prize,

Cheselden Medal.

Lawson (R.), St. Andrews, N.B.
w 1880-81. 1st Entrance Science Scholarship.

1st Year Student, The Wm. Tite
Scholarship.

8 1881. 2nd Coll. Prize,

w 1881-2. 2nd Y'ear, 2nd CoU. Prize,

w 1882-3. 3rd Y'ear, 2nd Coll. Prize,

w 1883-4. 4th Year Student, The Cheselden
Medal

;

Treasurer's Gold Medal.

Laxton (T. L.), Stamford,
w 187 6-7 . 2nd Y'ear Student, Prosector's Prize

.

Ledger (M.), London.
1845. Dresser's Clinical Surgery, Prize.

Lees (J.),J Wolverhampton.
1859. Ist Y'ear Student, Hon. Cert.

;

1861. 3rd Y'ear Student, Hon. Cert. ;

Physical Society's Prize.

Leeson (T.), Snaith, York.
1847. Medicine, Hnn. Cert.;

Surgery, Prize

;

Physiology and Anatomy, Hon.
Cert.;

J Late Demonstrator of Morbid Anatomy
at St. Thomas's Hospital.



62

Dnscriptive and Surgical Anatomy,
Hon. Cert.

;

Midwifery, Hon. Cert.

1848. Descriptive and Surgical Anatomy,
Hon. Cert.

;

Physiology and Anatomy, Hon.
Ci-rt.

;

Medicine, Hon. Cert.

;

Midwifery, Prize.

Le Geos (J.), Jersey.
1841. Medicine, Hon. Cert.

;

Midwifery, 1st Prize.

1845. Clinical Medical Reports, Medal

;

Medicine, Hon. Cert,. ;

Dresser's Clinical .Surgery, Prize.

Lerew (F. W.), Maida Vale,
s 1876. let Year Student, Hon. Cert.

LiTTELJOHN (S. G.), Falmouth,
Jamaica.

1865 Ibt Year Siudent, Hon. Cert.

LococK (H. S.), Blackbeath.
1848. Descriptive and Surgical Anatomy,

H<,n. Cert. ;

Phy.^ioloKy and Anatomy, Hon.
Cert.

;

'

Midwifery, Hon. Cert.

1849. Pliysiology, Hon. Cert.

Longstaff(G. B.), Wands svorth.

w 1873-4. 1st Year Student, 2nd Coll. Prize.

s 1874. 1st Coll. Prize;
Physical Society's 1st Year's Prize

;

B 1875. 2nd Year Student, 2nd Coll. I'rize.

w 1875-6. 3rd Year Student, 1st Coll. Prize.

w 1876-7. 4th Year Student, Mead Medal.

LovELL (C. P.), Hyde Park.
w 1886-7. 1st Year Student, Ist Entrance

Science Scholarship.

w 1887-8. 2nd Year Student, Tlie Peacock
Scholarship.

LuAED (H. B.), Aveley, Essex.
8 1886. 3rd Yfar Student, 2nd Coll. Prize.

w 1886-7. 4th Year Student, qualified for

the Mead Medal.

Lush (W. H.), Devizes.
w 1872. 2nd Year Student, Prosector's

Prize.

Lush (J. S.), West Lavington.
B 1873. 1st Year Student, 3rd Coll. Prize.

Macevoy (H. J.), Cliaiitilly.

w 1884-5. 3rd Year Student, i 2nd and 3rd
College Prizes.

8 1885 .3rd \ ear audcnt,i 1st and 2nd Coll.

Prizes.

w 1885-6. 4ih Year Studtnt, Bronze Mead
Medal.

Mackenzie(H. W. G.),* Edinburgh.
w 1882-3. 3rd Year Student, 3rd Coll. Prize.

s 1883. 3rd Year Student. 1st Coll. Prize,

w 1883-4. 4th Year Student, The Mead
Medal.

Macmuedo (H. H.), New Broad
Street.

1847. Chemistry, Hon. Cert.

1849. Midwifery, Hon. Cert.

Manp.y (W. G.), Barking, Essex.
1851. Descriptive Anatomy, Hon. Cert.

March (H. C), Newbury.
1858. 1st Year Student, Treasurer's 2nd

Prize.

1859. 2nd Year Student, Hon. Cert.

1860. 3rd Y'ear Student, Hon. Cert.

* Medical Registrar at, lute Resident As-

sistant Physician to, St. Tlionias's Hofpital.

Maetin (C. J.), Dalston.
w 1884-5. 1st Y'ear Student, 2nd Entrance

Scholarship.

Mason (M. T.), Newington.
1845. Practical Midwifery, Hon. Cert.

Mayburt (A. C), Frimley, Surrey.
1865. 3rd Year Student, Hon. Cert.

Maybury (W. a.), Frimley, Surrey.
1867. 1st Year Student. 3rd College Prize.

Maybury (H. M.), Frimley, Surrey.
1869. 1st Year Student, 2nd Coll. Prize;
1871. 3rd Year Student, 3rd Coll. Prize.

Maybury (A. V.), Frimley.
18711. 1st Year Student, 2nd Coll. Prize.

1871. 2nd Year Student, Ist Coll. Prize.

w 1872. 3rd Y'ear Student. 1st Coll. Prize

;

'I'reasurei's Gold JNIedal.

Maynard (J. C. M.)
1855. Midwifery, Hon. Cert.

Meadows (H.), Leicester.
1867. 1st Year Siudent, The William

Tite Scholarship;
Phys. .Soc. Ist Y'ear's Prize.

1868. 2nd Year, Tite Scholarship;
Phys. Soc. 2nd Year's Prize.

Miller (B.), London.
1845. Midwifery, Hon. Cert.

;

Practical Midwifery, Prize;
Clinical Medicine, Prize.

Milne (C. W.), Aberdeen.
1865. 1st Year Student, Hon. Cert.

Mitchell (J.), Leicester.
1866. 1st Year Siudent, 2nd Coll. Prize;

Phys. Societ}''s 1st Year's Prize.
1867. 2iid Y'ear Student, 2nd Coll. Prize.

1868. 3rd Year Student, 2nd Coll. Prize.

Money (F. J.), Offham, Kent.
1819. Descriptive Anatomy, 2nd Prize;

Chemistry, Prize

;

Materia Medica, 1st Prize

;

Matriculation Scholarship, Prize

;

1st Year Student Scholarship.
1850. Physiology, Prize

;

Comparative Anatomy, Prize

;

Descriptive Anatomy, Prize;
Medicine, Prize

;

Surgery, Hon. Oert.

1851. Descriptive Anatomy, Hon. Cert.

;

Midwiferj', Prize;

Medicine, Prize ;

Physical Society's Essay, Prize ;

Surgery, Prize

;

Surgery and Surgical Anatomy,
Cheselden Medal

;

General Proficiency, Treasurer's
Gold Medal.

Montague (A. J. H.), Wandsworth
Boad.

w 1884-5. 4th Year Student, qualified for
the Mead Medal.

Moreton (J. E.), Martou, Cheshire.
1850. 1st Year Student, Scholarship;

Descriptive Anatomy, Hon. Cert.;
Chemistry, Hon. Cert.

1851. Materia Medica, Hon. Cert.

;

Botany, Hon. Cert.

;

1852. Physiology, Prize

;

Descriptive Anatomy, Prize;
Physical Society's Essay, Prize

;

Medicine, Prize

;

Surgery, Prize

;

2nd Year Student, Scholarslilp.
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1853. Srd Year Student. Scholarship;

Phvsiolocy. Priz'^

;

Clinical INIi'iiicinc, Pros. Prize;

Cliniciil Medicine, Treas. Prize

;

Clinical Medicine, Mr. N. Smith's

Prize

;

Ppscrlptive .Anatomy, Hon. Cert.

;

Midwifery, H(m. Cert. ;

Ophthalmic Surgery, Prize;

Medicine, Prize;

Forensic Medicine. Hon. Cert.

;

Surgery, Hon. <'ert ;

Surpcery and Surgical Anatomy,
Cheselden Medal

;

G' n. ProRciincy, Troas. Medal.

1851. Clinical Med , Dr. Roots' Prize ;

Pathiilogy, Hon. Cert.

MoBETON (T.), Marton, Cheshire.
1857. 1st Year Student, Treasurer's 2nd

Prize

;

Matriculation E.xamination, CUis-

sics and Mathematics, Prize.

1858. Clinical Mfdicino, Prize.

1859. 3rd Year Stmient, Hon. Cert.;

Clinical Medicine, Hon. Cert.

Morgan (S.), London.
1852. liescriptive Anatomy, Hon. Cert

1853. Midwifery, Hon. Cert.

1854. Midwifery, Hon. Cert.

;

Forensic Medicine, 2nd Prize.

MoKBis (C. K.), Spalding, Lincoln-

shire,

w 1875. Prosector's Prize.

Morton (J.), Holbeach, Lincoln.
1861. l^t Year Student, Hon. Cert.

1862. 2nd Year Student, Hon. Cert.

1863. 3rd Year Student. Hun. Cert.

MoxoN (H. M.), Brigsham.
1871. Prosector's Prize.

MussoN (W. E.), Birkholme, Lin-

coln.
1850. Matriculation Scholarship, Prize;

Descriptive Anatomy, Hon. Cert.

1851. Physiology, Hon. Cert.;

Comparative Anatomy, Hon. Cert.

;

Medicine, Hon. Cert.

Newby (C. H.),* London.
1870. Prosector's Prize.

Newsholme (A.), Bradford.
w 1875-6. 1st Year Student, 1st Coll. Prize.

w 1876-7. 2nd Year Student, 1st College

Scholarship.

6 1877. Ditto 1st Coll. Prize,

w 1877-8. 3rd Year Stud' nt. The "College
Scholarship," 1st Coll. Prize.

Newth (A. H.), Kennington,
Surrey.

1865. 1st Year Student, Hon. Cert.

NiCHOL (F. E.), Eoupell Park,
w 18:4-5. 4th Year .Student, qualified for

the Cheselden Medal.

NiCHOL (R.), Camberwell.

1814. Chemistry, 1st Prize;

Materia Medica, Prize. [Cert. ;

1845. Physiology and Anatomy, Hon.
Botany, Prize

;

Comparative Anatomy, Prize.

• Late Surgical Registrar at St. Thonia-'s

Hospital.

Nicholson (F. W.), Putney.
s 1877. 1st Year Student, 3rd CoU. Prize,

w 1877-8. 2nd Year Student, Prosector's

Prize.

Nicholson (J. F.),t Brigg, Lincoln.
w 1873. 1st Year Student, 1st C<j11. Prize.

s 1873. 1st Year Student, 1st Ci)ll. Piizo.

w 1S74. 2nd Year Student, 1st Coll. Prize.

8 1874. Ditto 1st Coll. Prize,

w 1875. 3rd Year Student, 1st Coll. Prize

;

Cheselden Medal

;

Mead M. dal

;

Trea.surer's Gold Medal.

O'Callaghan (C), Killarney.
1847. Chemistry, Hon. Cert.;

Materia Medica, Prize.

1848. Medical Reports, President's Prize;

Physiology and Anat., Hon. Cert.

;

Midwifery, Hon. Cert.

;

Practical Midwifery, Prize

;

Forensic Medicine, Prize ;

Physical Society's Essay, Prize.

1849. Physical Society's Essay, Trea-

surer's Prize

;

Resident Accoucheur's Report,

Prize.

Orange (W.),t Torquay.
1854. Midwifery, Hon. Cert..

1856. Midwifery, Hun. Cert.

Ord (G. R.), Brixton.
1855. Midwifery, Hon. Cert.

Ord (W. M.),§ Brixton.
1853. Matriculation Examination,

Scholarship;

let Year Student, Scholarship;

Descriptive Anatomy, Prize;

Chemistry, Prize.

1854. 2nd Year Student, Scholarship ;

Medicine. Prize;

Materia Medica, Prize

;

Descriptive Anatomy, Hon. Cert.;

Midwiler.y, Hon. Cert.

;

Surgery, Hon. Cert.;

Physiology, Prize.

1855. 3rd Year Student, Scholarship ;

Surgery and Surgical Anatomy,
Cheselden Medal

:

Forensic Medicine, Prize

;

Pathology, Prize

;

Practical Chemistry, Prize

;

Medicine, Hon. Cert.

;

Descriptive Anatomy, Hon. Cert.

;

Physiology, Prize

;

General Proficiency, Treasurer's

Medal.
1856. Registrar, Prize.

Ord ("W. W.), Brook Street.

s 1884. 1st Year .Student, 2nd Coll. Prize,

w 18S4-5. 2nd Year Student, i 2i]d College

Prize.

TV 1886-7. 4th Year Student, Mead Medal.

OsBORN (S.),l| Brixton.
1870. Physical Society's 2nd Year's Prize.

t Physician to the Hull General In-

firmary.
+ Late Resident Medical Superintendent

at Broadmoor Asylum.
5 Physician to, and Joint I,ecturer on

Medicine at, St. Thomas's Hospital. Late
Lecturer on Comparative .Anatomy, Phy-
siology, :ind Practical Physiolosy.

II
Assistant Surgeon to the Hospital for

Women, Soho Square. Late Surgical Re-
gistrar .^t St. Thorn Ls's Ilo-piUil.



64

OcGHTON (T.), London.
1858. Clinical Medical Assistant, 1st Prize.

OzANNE (G. H.), Guernsey.
1844. 1 "escriptlve and Surgical Anatomy,

Prize.

OzANNE (J.), Guernsey.
1843. Physiology and Anatomy, Cbesel-

den Medal

;

Comparative Anatomy, Hon. Cert.

1844. Medicine, Prize

;

Blidwifery, 2nd Prize;
Surgery, Hon. Cert.

;

Physical Society's Essay, Prize

;

Clinical Surgical Reports, Silver

Medal.

Page (W. H.), Cheltenham.
8 1872. 1st Year Student, Hon. Cert.

w 1873. 3rd Coll. Prize.

Palmer (M. H. C), Newbury, Berks.
1870. Physical Society's 2nd Year's Prize.

1872. Physical Society's 3rd Year's Prize.

Parsons (F. G.), Lee, Kent.
w 1882-3. 2nd Year, Projector's Prize.

w 1886-7. 6th Year, Grainger Testimonial
Prize.

Pearce (G.), Salisbury.
1860. 1st Year Student, 2nd Coll. Prize.

1861. 2nd Year Student, 2nd Coll. Prize.

Peek (F. H.), Diss, Norfolk.
s 1872. 1st Year Studrnt, 1st Coll. Prize,

w 1873. The William Tite Scholarsliip.

w1h74. 2nd Year Wm. Tite Scholarship.

Penberthy (J.), Eedruth.
1854. 1st Year Student, Scholarship;

Descriptive Anatomy, Prize;
Chemistry, Hon. Cert.

1855. 2nd Year Student, Scholarship
;

Midwifery, Hon. Cert.;

Botiiny, Prize

;

Descriptive Anatomy, Hon. Cert.

Pern (A.), Winchester, Hampshire.
1865. 1st Year Student, Hon. Cert.

Phillips (G. G.), Newcastle Emlyn.
1859. 2nd Year Student, Hon. Ci-rt.

1 860. 3rd Year Student, 3rd Coll. Prize.

PiCKFORD (J. K.), Brixton.
w 1872. 1st Y'ear Student, 3rd Coll. Prize.

8 1872. Hon. Cert.

Pietersen (J.), Cape of Good Hope.
w 1883-4. Solly Medal and Prize.

Pike (W. R.), Leicester.
1868. Physical Society's 1st Y'ear's Prize.

Pike (J. B), Leicester,
vi' 1872. 2nd Year Student, Hon. Cert.

w 1873. 3rd Year Student, Hon. Cert.

Plowman (R.), Bridgewater, Somst.
1862. 1st Y'ear Student, Hon. Cert.

1863. 2nd Y'ear Student, Hon. Cert.

1865. 3rd Y'ear Student, Hon. CiTt.

Pollard (F.), Taunton, Somereet.
1865. 1st Year Student, 2nd Coll, Prize,

1866. 2nd Year Student, 2nd Coll, Prize

;

Physical Society's 2nd Year's Prize.

1868. 3rd Year Student, 1st Coll. Prize ;

Physical Society's 3rd Y'ear's Prize

;

Cheselden Medal.

Potter (H. P.),* Denmark Hill.
w 1872. 1st Y'ear Student, Hon. Cert.

8 1872, 3rd College Prize.

\v 1873. 2nd Year Student, 2nd Coll. Prize;
Prosector's Prize.

• Late Surgical Registrar to St. Thomas's
Hospital.

w 1874. 3rd Y'ear Student, 1st Coll. Piize;

Cheselden Medal

;

Hon. Cert, for Gen. Proficiency.

1875. Grainger Testimonial Prize.

PoTNDER (G. F.), Clapham.
1872. Phys. Society's 1st Year's Prize.

1874. I'hys. Society's 3rd Y'ear's Prize.

PuRKiss (A.), Kennington.
w 1875-6, 1st Year Student, Hon. Cert.

s 1876. Hon. Cert.

Purvis (J. P.), Blackheath.
1861. 1st Year's Student, Hon. Cert.

;

Matriculation Examination, Hon.
Cert.

1862. 2nd Y'ear Student, Hon. Cert.

1863. 3rd Year Student, Hon. Cert.

Rainbow (F.), Lower Norwood.
1864. 1st Y'ear Student, Hon, Cert.

1865. 2nd Y'ear Student, 3rd Coll. Prize.

1866. 3rd Year Student, 2nd Coll. Prize.

Ratner (H.),t Hythe, Kent.
1862. Matriculation E.xaniination—Physics

and Natural History, Hon. Cert. ;

1st Y'ear Student, 1st Coll. Prize.

1863. 2nd Year Student, 1st Coll. Prize.

1864. 3rd Y'ear Student, Hon. Cert.

;

Hon. Cert, for the Cheselden Medal.

Relton (B.), Ealing,
1850, 2nd Entrance Science Scholarship.

Richardson (C. S.), Greenwich.
1851. Surgery, Hon. Cert.

1S52. Midwifery, Prize.

Richardson (L.), Greenwich.
1848, General Pathology, Prize.

Ridge (J. J.), Horsleydown.
1864. 1st Y'rar Student, The AVilliam

Tite Scholar.ship.

1865. 2nd Year of Tite's Sch<.larship

;

Physical Society's 2nd Year's Prize

;

Prosector's Prize.

ls'66. The Grainger Testimonial Prize.

1868. 3rd Y'ear Tite Scholarship;
Hon. Cert, for Proficiency in
Surgery and Surgical Anatomy ;

Treasurer's Gold Medal.

Roberts (E. A.), Birmingham.
w 1884-5. 1st Y'ear Student, i 1st and 2nd

College Prizes,

s 1887. 3rd Y'ear Student, 2nd Coll. Prize.

Robinson (H. B.),J Lower Norwood.
8 1881. 2nd Year Student, 1st Coll. Prize.

Roe (A. D.), Eccles.
W. 18(;0-81. 3rd Year Student, 2nd Coll.

Prize.

Rogers (R. S.), Greenwich.
1843. Midwifery, First Prize;

Clinical Medicine, Hon. Cert.

Rossiter (G. F.), Taunton.
1871. 1st Year Student, Isl Coll. Prize,

w 1872. 2iid Year Student, 2nd Coll. Prize.

8 1872. 1st Coll. Prize,

w 1873. 3rd Y'ear Student, 3rd Coll. Prize;
Cheselden Medal;
Treasurer's Gold Medal.

f Medical Superintendent Hanwell Asy-
lum, and Lecturer on Psychology at St.

Thomas's Hosjiital. Late Lecturer on
Psychology at Middlesex Hospital.

X Krsident Assistant Burgeon lo St.

Thomas's Ho.spital.
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Rouse (R. E.), Woodbridge.
s 1880 2n(l Year Student, 3rd College Prize.

RuDALL (J. T.), Crediton, Devon.
1853. I'liysiology, Hon. CVrt.

;

Midwifery, Hon. Cert.

;

Medicine, Hon. Cert.

;

Surgery, Hon. Cert.

Sandford (H. C), Brixton,
w 1S72. 1st Veur Student, 1st Coll. Prize.
3ls"2. 2nd College Prize,

w 1.S73. 2ud Year Student, 1st Coll. Prize.

8 1873. 3n\ College Prize,

w 1874. 3rd Year Student, 2nd Coll. Prize;
Treasurer's Gold Modal.

Saneyoshi (Y.), Tokio, Japan.
\v 1881-2. 3rd Year Student, 1st. Cull. Prize.

Saxkey (G. G.), Asbford, Kent.
1864. 3rd Year Student, 3rd Coll. Prize.

SArxDERS (G. M. 0.), London.
1843 !\Iidwifei-y, Hon. Cert.

Saunders (H. W.), London.
1867. 1st Year Student, 2nd Coll. Prize.

1S68. Prosector's Prize.

1869. 3rd Year Student, 1st. Coll. Prize

;

Treasurer's Golil Medal

;

Pliysiral Society's 3rd Year's Prize.

Saunders (W. S.), Camden Town.
1>44. jMidwifery, Hon. Cert.

1845. Jledicine, Prize

;

Midwifery, Prize;
Clinical Medicine, Prize.

Savill (T. D.), Brixton.
w 1875-6. 2nd Entrance Science Scholarship;

l.-t Year Student, The William
Tite Scholarship,

s 1876. 3rd College Piize.

w 1876-7. 2nd Year Student, Hon. Cert,

s 1877. 2nd Year Student, 2nd Coll. Prize.

Scott (R. J.), Omagh, Tyrone.
1861. l.^t Year Student, Hon. Cert.

ScuTT (T.), Bare Regis.
\v 1882-3. 3ni Year Student, 1st Coll. Prize.

Sedg-\vick (J.), Borougbbridge.
1854. Descriptive Anatomy, Hon. Cert.
1855. Surgery, Hon. Cert.

;

Midwifery, Hon. Cert.

Sedgwick (L. W.), Borougbbridge.
1848. Descriptive and Surgical Anatomy,

Prize

;

Physiology and Anatomy, Prize ;

Medicine, Hon. Cert.

;

Midwifery, Prize

;

Surgery, Prize

;

1849. Physiology, 1st Prize ;

Jlidwifery, 1st Prize

;

Suigerj', Prize

;

Medicine, 1st Prize ;

General Proficiency, Treasurer's
Medal.

Sergeant (E.), Preston.
1870. 3rd Year Student, 3rd Coll. Prize

;

Cheselden Medal.

Sewell (K.), Little Oakley.
1848. Physiology and Anatomy, Hon.Cert,

Sharkey (S. J.),* Galway.
1874. Physical Society's 2nd Year's Prize.

Shaw (J.), Clapbara Road,
w 187J-5. l>t Year Student, 1st Coll. Prize.

S1875. 1st Coll. Prize.

w 1875-6. 2nd Year Student, 1st Coll. Prize.

* Assist.-Physician to, and Joint Lecturer

on Patholocical Anatomy and Demonstrator
i.f IMorbid ALatomy at, St. Thomas's
Hospital.

]

Shea (H. G.), London.
1860. 1st Year Student, Hon. Cert.

1861. 2nd Year Student, Hon. Cert.

1862. 3rd Year Student, 2nd Coll. Prize.

Shea (J.), London.
1855. Midwifery, Hon. Cert.

1859. Midwifery, Hon. Cert.

Shei'pard (C. E.),t Kensington.
w 1S73-4. 1st Year Student, 1st Coll. Prize.

6 1874. 1st Year Student, 2nd Coll. Prize.

w 1874-5. 2nd Year Student, 1st Coll. Prize.

s 1875. 1st Coll. Prize.

w 1875-6. 3rd Year Student, 2nd Coll. Prize

;

Physical Society's 2nd Year's Prize.

w 18T6-7. 4th Year Student, the Treasurer's

Gold Jledal.

w 1877-8. Solly Jledal and Prize, £2i».

Paper published in Ho.<p.

Reports, Vol. Vill.

Sheppard (W. J.), Kensington.
^v. 1880-81. 3rd Year Student, 3rd Coll.

Prize,

w 1881-2. The Treasurer's Gold Medal.

Sherrington (C. S.),t Caius Coll.,

Cambs.
W 1882-3. 6ih Y'ear, Grainger Testimonial

Prize.

Shirtliff (E. D.)» Kingston-on-

Tbames.
w 1882-3. 2nd Entrance Science Scholarship.

SiDDALL (J. B.),§ Morton, Derby.
1862. 1st Year Student, Hon. Cert.

1863. 2nd Year Student, Hon. Cert.

1864. 3rd Year Student, Hon. Cert.

;

Hon. Cert, for the Cheselden Medal.

Simmons (H. B. M.), West Indies.

1849. Descriptive Anatomy, Hon. Cert.

Simon (M. F.), Blackbeatb.
1866. 1st Year Student, 1st Coll. Prize.

1869. 3rd Year Student, 3rd Coll. Prize

;

Prosector's Prize

;

Prize and Hon. Cert, for Surgery

and Surgical Anatomy.

Sims (G. S.), Derby.
K 1881. 1st Year Student, 3rd Coll. Prize.

SissoNS (W. H.), Hull.
1858. Matriculation Examination-

Physics, &c., Prize.

1859. 2nd Year Student, Hon. Cert.

;

Clinical Medicine, Prize

;

Physical Society's Essay, Prize.

1860. Srd'Year Student, 2nd Coll. Prize.

Physical Society's Prize.

Skinner (W.), Stockton-on-Tees.
1848. Botany, Hon. Cert.

;

Materia :\Iedica, Hon. Cert.

Skipper (J.), Dalston, London.
1852. Midwifery, Hon. Cert.

Skipton (S. S.), East Indies.

1851. Midwifery, Hon. Cert.

Slater (J. S.), Batb.
1868. 1st Year Student, 1st Cdll. Prize.

1869. Physical Society's 2nd Year's Prize.

1870. 3rd Year Student, 2nd Coll. Prize

;

Treasurer's Gold Medal.

Slaughter (C. H.), Farningbam.
1855. Midw ifery, Hon. Cert.

j- Late Resident Assist.nnt-Phy ician and

Medical Registrar to .St. Thomas's Hospital.

J Lecturer on Physiology at St. Thomas's
Hospital.

J Late Physician to H.B.M. Lfgaticn,

Japan.

E
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Slaughter (G. M.), Farninghaia.
1854. Midwifery, Hon. Cert.

Smith (H. U.), Reading.
w 1876-7. 4th Year Student, Cheselden

Medal.

Smith (R. P.),* Belvedere.
s 1876. 2nd Year Student, 2nd College Prize.

Smyth (H. J.), Brondesbury.
w 1882-3. 1st Year Student, 3rd Coll. Prize,

s 1883. 1st Year Student, 1st Coll. Prize,

w 1883-4. 2nd Year Student, 1st Coll. Prize.

B 18?i4. 2nd Year Student, 2nd Coll. Prize,

w 1885-6. 4th Year Student, Treasurer's
Gold Medal.

Snaith (F.), Boston, Lincolnshire.
1864. 3rd Year Student, Hon. Cert.

Solly (E.),t Congleton.
w 1883-4. 2nd Year Student, 2nd Coll. Prize.

w 1885-6. Solly Medal and Prize.

Solly (R. V.), Congleton.
w 1834-5. 2nd Year Student, i 2nd College

Prize,

w 18S6-7. 4ih Year Student, qualified for

Cheselden Mi-dal.

Speakeling (R. J.), Canterbury.
1855. Midwifery, Hon. Cert.

1856. 2nd Year Student, Hon. Cert.

;

Cliniail Medicine, Prize.

Stabb (A. F.), Ilfracombe.
w 1885-6. 1st Year Student, Ist Entrance

Science Scliolarship

;

The William Tite Scholarship,
s 1886. 1st Year Student, 2nd College Prize,

vv 1886-7. 2nd Year Student, The Mus-
grove Scholarship

B 1887. 2nd Year Student, 1st Coll. Prize.

w 1887-8. 3rd. Year Student, 2nd Tenure of

Musgrove Scholarship, with 1st

Ci.U. Prize.

Stabb (E. C), Ilfracombe.
v 1883-4. 2nd Year Student, Prosector's

Prize,

s 1884. 2nd Year Student, 1st Coll. Prize.

w 1885-6. 4th Year Student, qualified for

Cheselden Medal.

Staddon (J. H.), London.
1858. Clinical Medicine, Prize.

1859. Clinical Medicine, Prize.

Stephens (J. N.), "Walton - on -

Thames.
w 1876-7. Physical Society's Ist Year's Prize.

Stephens (S. Sanders), Taunton.
1863. Physical Society's 2nd Year's Prize.

Stoddaet (F. W.), Bristol.
•w 1877-8. 1st Year Student, ist Coll. Prize.

Stokes ("W. G. G.), Cambridge.
vr 1887-8. 3rd Year Student, 3rd Coll. Prize.

Stone (W.H.),t London.
1854. Matriculation Examination-

Scholarship
;

1st Year Student, Scholarship

;

Descriptive Anatomy, Hon. Cert.

;

* Assistant Medical Officer, Bethlem Royal
Hospital for Lunatics. Late Resident Assis-
tant-Physician to St. Thomas's Hospital.

t Surgical Registrar at St. Ihomas's
Hospital.

I Examiner in Medicine, Royal College of
Physicians. Physician to, and Lecturer on
Physics and Natural Philosophy, and on
Materia .Medica at St. Thomas's Ilospital;
Latft Assi^tant-^hysician to the Hospital
for Consumption, Brompton.

1854. Botany, Prize

;

Chemistry, Prize.

1855. 2nd Year Student, Scholarship;
Forensic Medicine, Prize;

Physical Society's Essay, Prize;
Practical Chemistry, Prize

;

Medicine, Prize

;

Descriptive Anatomy, Hon. Cert.

;

Materia Medica, Prize;
Physiology, Prize

;

[Prize.

Clinical Medicine, Mr. N. Smith's
1856. Clinical Medical Prize ;

[Medal.
General Proficiency, Treasurer's

Sdmmerhates (H.), Crewkerne,
Somersetshire.

1861. Matriculation E.xamination —
Classics and iMathematics,

President's Prize

;

[Prize

;

Modern Languages, &c., College
Physics and Natural History,

College Prize

;

The William Tite Scholarship.
1862. 2nd Year Tile's Scholarship.

1863. 3rd Year Tite's Scholarship;
Treasurer's Gold Medal.

Summekhayes (W.), Crewkerne,
Somersetshire.

1856. Matriculation Examination—Clas-

sics and Mathematics, Hon.
Cert.

;

Matriculation Examination-
Modern Languages, Prize.

SuTCLiFP (E.), Camberwell.
1861. 1st Year, 3rd College Prize

;

Matriculation Examination—Hon.
Cert.

1863. 3rd Year Student, 3rd Coll. Prize.

SuTCLiFFE (J.), A shton-under-Lyne.
1869. Prosector's Prize.

Swallow (J. D.), Reading.
1861. 2nd Year Student, ?Ion. Cert.

Sweeting (R. B.), Reading.
1853. 1st Year Student, Scholarship;

Descriptive Anatomy, Hon. Cert.:

Chemistry, Hon. Cert.

1854. 2nd Year Student, Scholarship

;

Midwifery, Prize.

1855. 3rd Year Student, Scholarship

;

Midwifery, Hon. Cert. ;
[Prize.

Clinical Medicine, Treasurer's

Sweeting (T.), Reading.
1855. Midwifery, Hon. Cert.

Takaki (Kaneliiro), Kasumigaseki,
Tokio, Japan.

w 1875-6. 1st Year Student, 3rd Coll. Prize.

8 1876. 2nd College Prize.

w 1876-7. 2nd Yr. Student, 1st Coll. Prize.

8 1877. 2nd Year Student, 3rd Coll. Prize.

w 1877-8. 3rd Year Student, 2nd Coll. Prize.

w 1878-9. 4th Year Student;
"The Cheselden Medal;"
The Treasurer's Gold Medal.

Talbot (G. T.), Kidderminster.
1848. Medical Reports, Dr. Roots' Prize.

Taylor (C. M.), Wrawby, Brigg.
1871. 1st Year Student, 2nd Coll. Prize.

•w 1872. 2nd Year Student, 1st Coll. Prize.

w 1873. 3rd Year Student, 1st Coll. Prize;

Surgery and Surgical Anatomy,
Hon. Cert.

Taylor (S.),§ Burton-on-Trent.
w 1872. 3rd Year Student, Hon. Cert.

5 Physician North London Hospital for

Consumption; Demonstrator of Anatomy,
St. Thomaa's HospitaL
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Taylor (S. J,), Grantham.
s 1875. 181 Year Student, Hon. Cert.

w 1875-6. 2nd Year Student, Tbe Musgrove
Scholiirsblp.

w 1876-7. 3rd Year Student, 2nd Year
Jfusgrove Scholarship, and 1st

College Prize,

w 1877-S. The Mead Mediil;

Tbe Treasurer's Gold Medal.

Teanby (F. W.), Turnham Green.
1H51. Practical Midwifery, Prize.

1852. Clinical Medicine, Junior Prize;

Midwifery, Hon. Cert.

Thomas (L. M.), Camberwell,
1866. 1st Year Student, 3rd Coll. Prize.

1S67. 2nd Year Student, 3rd Coll. Prize.

18C9. 3rd Y'ear Student, 2nd Coll. Prize;
Cheselden Medal.

Thomas (P. C), Chelsea.
w 1887-8. 4tb Year Student, qualified for

the Mead Medal.

Thomas (W. L.), Neath, Glamorgan.
1845. Cliemistry, Prize

;

Materia Medica, Prize.

1847. Jledicine, Hon. Cert.

;

Physiology and Anatomy, Prize.

Pliysical Society's Essay, Prize.

Thompson (F. H.), Tenbury.
1870. Prosector's Prize.

Thui ichum (G. D.), Kensington.
w 1878-9. Physical Society's 2nd Year's Prize.

Timothy (P. V.), London.
1851. Practical Midwifery, Prize;

Midwifery, Hon. Cert.

Todd (A. J. M.), Gravesend.
w 1863. 1st Year Student, 2nd Coll. Prize.

W1864. ProsfCtor's Prize.

Toller (S. G.), Notting Hill.
w 1885-6. 1st Y'ear Studeut, 2nd Entrance

Science Scholarship,

s 1886. 1st Y''ear Student, 1st College Prize.

w 1886-7. 2nd Year Student, i let and 2nd
College Prizes.

w 1887-8. 3rd Year Student, 2nd Coll. Prize.

ToMSON (K.), Luton, Beds.
1842. Materia Medica, Prize.

1843. Medicine, Prize

;

Clinical Medicine, Hon. Cert.

ToMSON (W. B.), Luton, Beds.
w 1879-80. 1st Year Student, 2nd Coll. Prize.

s 1880. Ut Year Student, 2nd Coll. Prize.

w 1880-81. 2nd Year Student, The Musgrove
Scholarship, Prosector's Prize.

w 1881-2, 3rd Year Student, 2nd Coll. Prize
;

2nd Tenure of Musgrove
Scholarship,

s 1S82. 2nd Coll. Prize.

w 1882-3. Treasurer's Gold Medal.

ToNKiNG (J. H.), Camborne,
w 1884-5. 3rd Y'ear Student, i 2nd and 3rd

College Prizes.

w 1885-6. 4th Y'ear Student, The Cheselden
Medal.

ToTSDKA (K.), Tokio, Japan.
s 1882. 1st Year Student, 2nd Coll. Prize.

W 1883-3. 2nd Y'ear Student, i Musgrove
Scholarship and 1st Coll. Prize
combined.

w 1883-4. 3rd Year Student, 2nd tenure of

•J Musgrove Scholarship, with
3rd College Prize.

Trend (H. G.), Bridgewater.
1853. Practical Midwifery, Prize ;

Midwifery, Hon. Cert.

1854. Midwifery, Flon. Cert.;

Clinical Medicine.Treasurer's Prize.

Treves ("W. K.), Dorchester.
1863. Matriculation Examination

—

Physics and Natural History,
Hon. Cert. ; and

Modern Languages and Modern His-
tory,College Prize and Hon. Cert.;

1st Year Student, Hon. Cert.

1865. 3rd Year Student, 2nd Coll. Prize

;

Prosector's Prize.

TuRNEY (H.G.), Camberwell Grove,
w 1885-6. 2nd Year Student, 2nd Coll. Prize.

8 1886. 2nd Year Student, 2nd College Prize,

w 1886-7. 3rd Year Student, 3rd Coll. Prize.

8 1887. 3rd Year Student, 1st Coll. Prize,

w 1887-8. Tbe Mead Medal.

Tyrrell (W.), Richmond.
1851. Descriptive Anatomy, Hon. Cert.

1852. Medicine, Hon. Cert.

;

Surgery, Hon. Cert.

1853. Forensic Medicine. Hon. Cert.

:

Ophthalmic EBSay,Mr.I)ixonsPrize.
1854. Surgical Reports, President's Prize.

Umney (W. F.), Sydenham.
w 1887-8. 2nd Year Student, 1st Coll. Prize.

Vardy (J. L.), London.
1854. Midwifery, Hon. Cert.

1855. Practical Midwifery, Prize.

Verdon (H. W.), Eccles.
2nd Year Student, Hon. Cert.

Wagstaffe (W. W.),* Kenningtou.
1862. Matriculation Examination—Clas-

sics and Mathematics, President's

Prize.

Physics and Natural History,

College Prize

;

i
Prize ;

Slodern Languages, &c., College

Ist Year Student, Treasurer's

Prize

;

1863. 2nd Year Student, 1st. Coll. Prize.

1864. 3rd Year Student, 1st Cull. Prize;

Physical Society's 3rd Y'ear's Prize ;

Cheselden Medal

;

Treasurer's Gold Medal.

Walker (R.), Kendal.
1854. Descriptive Anatomy, Hon. Cert.;

Midwifery, Hun. Cert.

1855. Midwifery, Hon. Cert.

Wallace (C. S.), Haslemere.
w 1887-8. IslY'ear Student, i 2nd Coll. Prize.

Waller (A.), Islington.
1864. I8t Year Student, 1st Coll. Pri/.e.

1865. 2nd Year Student, 1st Coll. Prize.

1866. 3rd Year Student, 1st Coll. Prize;

I'hysical Society's 3rd Year's Prize ;

Treasurer's Gold IMedal.

Waller (C. B.), London.
I860. 2nd Year Student, Hon. Cert.

Ward (F. H.),t Scarboro'.
1863. 1st Y'ear Student, Treas. Prize.

1864. 2nd Y'ear Student, 1st Coll. Prize ;

Physical Soc. 2nd Year's Prize.

1365. 3rd Year Student, 1st Coll. Prize

;

Physical Soc. 3rd Year's Prize

;

Cheselden Medal;
Treasurer's Gold Medal.

* Late Assistant Surgeon to, and Joint Lec-

turer on Anatomy at, St. Thomas's Hospital.

Late Tilember of the Board of Examiners,

Koyal College of Surgeons.

t Assistant Medical Officer, AVandsworth
Lunatic Asylum.
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Watson (R), Nottingham.
1859. 1st Year Student, Hon. Cert.; "

Matriculation Kxamination—
Physics, &c.. Prize.

Way (F. W.), Frattou, Portsmouth.
1853. D'-scriptive Anatomy, Hon. Cert.

;

Chemistry, Hon. Ceit.

;

1%54. Midwifery, Hon. Cert.

;

Surgery, Hon. Cert.

Way (J. P.), Portsmouth.
1861. 1st Year, Hon. Cert.

Webbeb (W. W.), Crewkeme.
w 1876-7. I6t Y'ear Student, 3rd Cull. Prize.

Webster (F2.), Lee.
w 1883-4. 1st Year Student, Ist Coll. Prize.

p 1885. 2nd Year .Student, ^ 2nd Coll, Prize.

Webster (H.), Dulwich.
1851. Matriculation Sell., Hon. Cert.

;

Descriptive Anatomy, Hou. Cert.
1852. Bf^any, Hon. Cert.

1853. Midwifery, Hon. Cert.

Weekes (F. H.), Southampton,
w 1873-4. 1st Year Student, 3id Coll. Prize.

s 1874. 3rd Coll. Prize.

w 1874-5. 2nd Year Student, 2nd Coll. Prize.
8 1875. 3rd Coll. Prize.
\v 1875-6. 3rd Year Student, 3rd Coll. Prize.

Wells (A. E.), Brixton.
^7 1877-8. 1st Year Student, 2nd Entrance

Science Scholarship.

West (J. F.)*
1853. Midwifery, Hon. Cert.

1854. Forensic Jledicine, Hon. Cert.5
Pathology, Hon. Cert.

1855. Ophthalmic Reports, Prize.

Wheatox (F. D. W.), Honiton.
1845. Practical Midwifery, Hon. Cert.

WiiEATON (S. W.), Battersea Park.
6 1885. 3rd Year Student, i Ist and 2ud

College Prizes,

w 1885-6. 4th Year Student, The Mead
Medal.

Whitehead (E. T.), Battersea.
w 18-6-7. 1st Year Student, 2ud Coll. Prize.

AVhitehead (J.), Preston.
1861. 1st Year, Hon. Cert.

1862. 2nd Year Student, 3rd Coll. Prize.

1«63. 3rd Y'ear Student, 2ud Coll. Prize.

Wiles (.J.), Hitchin, Herts.
1850. Physiology, Hon. Cert.

1851. (Accoucheur) Midwifery, Prize.

AYilliams (H.), Longley, near
Gloucester.

186». Isl Y'ear Student, 2nd Coll. Prize.

1869. 2rid Year Student, 3rd Coll. Prize.

Williams (J.), Westerleigh, Bristol.
1855. 1st Y'ear .Student, Scholarship;

Midwifery, Prize;
Botany. Prize

;

Chemistry, Hon. Cert.

;

Descriptive Anatomy, Prize;
Materia Medica, Hon. Cert.

1856. 2nd Y'ear Student, Trea's. 1st Prize.

• Late Surgeon to Queen's Hospital, and
Professor of Clinical Surgery at Queen's
College, liirmlnKham.

1857. 3rd Year Student, Hon. Cert.

Gen. Proficiency, Treasurer's Medal.

Williams (J.), Doncaster.
1858. 1st Y'ear Student, Hon. Cert.

1859. 2nd Year Student, Hon. Cert.

;

Clinical Medicine, Prize.

1860. 3rd Y'ear Student, Hon. Cert.

Williams (P. H.), Monmouth,
B 1872. 1st Year Student, Hon. Cert.

Williams (P. M. G.), Newcastle
Emlyn.

1864. Practical Midwifery, Prize.

Williams (R. M.) Beaumaris.
1880. iPt Entrance Science Scholarship.

WiLLiAsis (W. E.),t Nottingham.
1856. Matriculation Examination in

Classics, ilathematics, Hon. Cert.

Williamson (R. J.), Ripon.
w 1876-7. 1st Entrance Sc. Scholarship.

Winston (W. B.), Oxford Gardens.
w 1887-8. 1st Y'ear Student, 2nd Entrance

Science Scholarship.

Witherby (W. H.), Croydon.
1853. Matriculation Examination in

Modern Languaces, Prize.

Woakes (E.), Lutun, Beds.
1856. 1st Y'ear Student, Hon. Cert.

1857. 2iid Y'ear Student, 2ud Prize ;

Clinical Medical Prize.

1858. Essay on Neuralgia, Mr. N. Smith's
Prize

;

Smgery and Surgical Anatomy,
Cheaelden Medal.

Wood (G. J.), London.
1863. Descriptive Anatomy, Hon. Cert.

Wood (R. H.), Loughborougli,
Leicester.

1854. Descriptive Anatomy, Hon. Cert.

1855. Surgery, Hon. Cert.

;

Midwifery, Prize

;

Jledicine, Hon. Cert.

;

Descriptive An.itomy, Prize

;

Physiology, Hon. Cert.

1856. Physical Society's Esi^ay, Prize.

Woodhouse (T. J.), London.
1855. Chemistry, Hon O-rt.

;

Materia Medica, Hon. Cert.

Woodman (W. E.), Camberwell.
s 1875. 1st Y'ear Student, 2nd Coll. Prize.

Wotton' (H. G.)
1K55. IMidwifery, Hon. Cert.

1856. Midwilerj-, Hon. CVrt.

Wrench (E. M.), Cornhill.
1-51. Descri])tive Anatomy, Hon. Cert. ;

I'hysical Society's E.-.say, Trea-
suri'r's 1st Y'ear's Prize

;

1852. Physiology, Hon. Cert.

Wright (E. H.), Jersey.
B 1885. 2nd Year Student, i 2nd Coll. Prize.

Wyman (W. S.), Kettering, North-
hampton.

1852. Jlatiiculatiou Examination
.Scholarship.

•f-
One of H. M. Commissioners in Lunacy;

late Ues dent Phy.sician to Beihlei.em Royal
Hospital; hite Lecturer on Meuial Diseases

at St. Thomas's Hospital.

All old Students of St. Thomas's Hospital are reque.sted to send tlieir present

addresses to Tiie Medical Secretary, St. Thoinan'a Hospital, Albert

Emhanhment, Westminster Jiridije, S.E.

hOaXim: ?XI>TF,ll UY 'WJI. CLOWEj A5U bOKS, LISIITEU, bl'AiH'OKl> STUKJiT AM> CHAIUKG CROSS.
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